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December  2,  1980 


Honorable  Patricia  R.  Harris 
Secretary 

Oepartoent  of  Health  and  Human  Services 
Honorable  Edvard  H.  Kennedy 

Chairman*  Subcommittee  on  Health  and  Scientific  Research 
Senate  Committee  on  Labor  and  Human  Resources 

Honorable  Henry  A.  Waxman 

Chairman,  Subcommittee  on  Health  and  the  Environment 
House  CoonCittee  on  Interstate  and  Foreign  Commerce 


Dear  Secretary  Harris,  Senator  Kennedy,  and  Congressman  Waxman: 

I  am  proud  to  transmit  to  you  the  report  of  the  Select  Panel 
for  the  Promotion  of  Child  Health,  in  accordance  with  Public  Lav 
95-626  vhlch  created  the  Panel. 

The  17  members  of  the  Panel  and  our  staff  ^^*r>e  devoted  an 
extraordinary  amount  of  time,  energy,  and— -we  hop^— ^-wisdom  to  our 
task.     Our  commitment  has  reflected  how  seriously  we  have  all  come 
to  take  ehe  opportunity  offered  us  by  the  breadth  of  the  mandate 
Congress  assigned  to  us«     The  chance  to  design  the  foundations  of  a 
national  effort  to  improve  the  health  of  our  children  has  infused 
our  work  %nth  excitement  and  zest*     It  has  also  permitted  us  to 
mobilise  the  contributions  of  hundreds  of  Individuals  and 
organizations  throughout  the  country,  engaged  In  large  ways  and 
small  In  understanding  and  serving  the  health  needs  of  this 
country's  children  and  families.     The  Panel,  and  the  Nation,  are 
profoundly  in  their  debt. 

Ue  were  Impressed  with  ^fae  richness  and  diversity  of  available 
talent,  competence  and  coimaitment,  reflected  in  the  accomplishments 
of  a  great  variety  of  public  progri^ms  and  private  efforts  in 
communities  throughout  the  country.    We  also  became  starkly  aware 
of  the  extent  of  the  unsolved  problems  that  remain. 

Our  recommendations  reflect  a  hardheaded  analysis  of  serious 
unmet  needs  in  child  and  maternal  health,  a  recognition  of  past 
successes  and  future  opi>ortunities  for  effectively  meeting  these 
needs,  careful  consideration  of  the  weaknesses  and  strengths  of 
current  Federal  programs  and  policies,  and  a  sober  and  pragmatic 
assessment  of  the  capacity  of  our  institutions  to  provide  parents, 
professionals,  and  others  working  to  improve  child  health  with  the 
scientific,  financial,  and  organizational  support  they  need* 
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Hoaorable  Patricia  R«  Harris 
Honorable  Edward  M*  Kennedy 
Honorable  Henry  A«  Waxaan 
Page  Two 

Volame  X  of  our  reporc  presents  our  major  findings  and 
recomoendat Ions • 

Volume  II  contains  specific  recommendaclons  for  Improving  five 
najor  Federal  programs  with  significant  Impact  on  child  health: 

—  Title  V  of  the  Social  Security  Act 

—  The  Special  Supplemental  Food  Program  for  Women,   Infants  and 
Children 

—  P-.L.   94-142:     The  Education  for  All  Handicapped  Children  Act 

—  Medicaid  and  CPSDT 

—  Community  Mental  Health  Centers  and  Services  Systems 

Volume  III  consists  of  what  we  believe  to  be  the  most 
comprehensive  compilation  of  data  on  child  health  In  the  U-S.  yet 
Co  be  published^ 

We  also  submlc  a  collection  of  background  papers,   listed  at  the 
end  of  Voltame  I»  which  were  prepared  for  the  Panel,  and  which  we 
believe  will  be  extremely  useful  to  those  who  wish  to  become 
familiar  In  greater  depth  with  selected  aspects  of  the  issues  we 
have  ana lyzed  * 

Some  of  our  recommends t. Ions  should  be  acted  on  Inunedlately. 
Others  are  designed  to  be  considered  and  implemented  over  a  period 
of  years*     All  of  our  recommendations  are  practical,  and  as 
specific  and  concrete  as  we  have  been  able  to  make  them* 

The  goals  we  set  out  encompass  an  extremely  broad  sweep  of 
Issues*     In  accordance  with  our  congressional  mandate  we  have 
addressed  and  analyzed  issues  and  policies  pertaining  to  the 
physical  environment,  health  behavior,  health  services  organization 
and  financing,  and  health  research.     We  did  not  try  to  j^o  beyond 
chese,  although  we  are  fully  aware  that  other  aspects  of  the  social 
environment  exercise  a  powerful  influence  on  health*     It  is  true 
that  if  we  could  eliminate  poverty  and  racism  in  this  country,  if 
high  quality  preschool  programs  and  community  supports  for  families 
were  more  available,  if  teachers  and  schools  were  more  effective, 
if  we  had  full  employment  and  every  young  person  could  look  forward 
to  productive  work,  our  health  indicators  would  improve 
significantly*     Neverthelesc     we  have  not  focused  on  these  issues, 
both  becaxxse  they  are  outsidis  the  Panel's  mandate,  and  because  we 
wish  to  help  direct  public  attention  to  the  extensive  opportunities 
to  improve  child  health  by  improving  health  policies  and  programs* 
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Honorable  Patricia  R.  Harris 
Honorable  Edvard  H.  Kennedy 
Honorable  Henry  A.  Uaxman 
Page  Three 


Panel  has  asked  ae  to  call  your  atCenclon  co  an  additional 
problem  we  faced  in  defining  our  mandate.     As  you  know«  the 
legislation  that  established  the  Panel  asked  us  to  look  at  the 
h«*lth  of  "children  and  expectant  mothers***     Child  health  is 
obviously  Inseparable  from  maternal  health.     The  health  of  tlie 
mother  during  pregnancy  is  unquestionably  a  major  determinant  of 
child  health.     But  as  we  looked  beyond  purely  physlologtcal  factors 
In  child  health,  ve  found  that  our  concerns  must  include  fathers  as 
well  as  mothers,  both  In  relation  to  their  role  in  the  decision  to 
conceive  a  child,  and  to  their  continuing  role  in  providing 
nurturance,   surport,  protection,  and  guidance  to  their  children  as 
they  grow.     Not  only  Is  the  family  the  primary  unit  for  the 
delivery  of  health  services  to  infants  and  children,   but  the  family 
environment  Is  probably  the  greatest  Influence  on  a  child V- 
health.     We  %nsh  to  be  clear  that  our  use  of  the  term  •*maternal  and 
child  health, when  we  describe  and  ^inalyze  both  needs  and 
^**t^rventlons»  is  in  no  way  Inconsistent  with  our  conviction  that 
fathers  as  well  as  mothers  are  central  to  raising  healthy  children. 

We  are  grateful  for  the  opportunity  you  have  given  us  to  engage 
In  this  work,  and  thank  you  for  the  help  and  support  we  have 
received  from  you  and  your  associates  in  the  course  of  our 
deliberations.     We  trust  that  the  value  of  our  efforts  will  prove 
to  have  Justified  the  Investment  that  the  American  public  has  made 
In  the  creation  of  this  report. 

I  am  sure  you  share  with  us  the  conviction  that  public  policy, 
no  matter  how  well  conceived  and  carried  out,  can  contribute  only 
modestly  to  the  vigor,  grace,  and  Joy  we  wish  to  see  in  our 
children's  lives.     But  as  our  report  makes  clear,  public  Fx>licy  and 
programs  can  mean  the  crucial  difference,  especially  in  the  lives 
of  the  most  vulnerable  of  our  children. 

We  hope  most  profoundly  that  this  report  will  contribute  to 
shaping  public  policy  In  ways  that  will  help  all  American  families 
and  communities  to  protect  and  promote  the  health  of  all  of  our 
nation's  children. 


Respectfully  and  sincerely  yours. 


Llsbeth  Bamberger  Schorr 
Chairperson 
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PREFACE 


The  conunissioned  papers  in  this  collection  were  prepared  for  working 
groups  of  the  Select  Ptoel  for  the  Promotion  of  Child  Health,  to  provide 
them  with  background  information  on  major  realms  of  health  care  and 
healdi  policy  toward  children  and  pregnant  women.  In  all  cases,  authors 
w«re  chosen — w^iether  from  academic,  governmental,  or  private 
consulting  backgrounds — on  the  basis  of  fecial  experience  and 
knowledge  of  those  issues  in  materral  and  child  health  care  which  were  of 
particular  interest  and  concern  to  the  Panel. 

The  authors  were  instructed  to  develop  papers  which  not  only  described 
the  state  of  the  art  in  the  fields  th^  reviewed,  but  also  set  forth  policy 
issues  and  options  worthy  of  the  PaneTs  consideration.  It  was  understood 
from  the  outset  that  their  papers  would  be  intended  to  enrich  the 
deliberations  €jf  the  Pandl  and  ensure  that  all  relevant  facts  and  views  were 
brought  to  the  working  groups*  attention.  The  ideas  contained  in  the 
papers  have  been  used  only  selectively  in  formulating  the  final 
rrcommmdations  found  in  volumes  I  and  II  <^the  PaneTs  report. 

These  piq>ers  cannot  presume  to  offer  a  complete  review  of  every  aspect 
<^  health  and  health  care  for  children  and  |»egnant  women.  But  in  the 
i^gregate,  they  do  represent  what  we  would  regard  as  one  of  the  most 
ooaqplete  recent  revitws  of  policy  issues  in  the  field.  As  such,  they  are  a 
significant  element  of  ttie  Pan^s  overall  contribution  to  pc^cy 
discnssions,  one  which  we  hope  provides  a  valuable  resource  for 
deciskmmakers,  reaeardicrs,  and  students  of  the  health  sciences  and 
public  pdticy.  Many  of  papers  inducfed  here  also  will  be  reprinted 
subsequently,  usually  in  somewhat  modified  form,  in  pixrfessional  Journals 
and  other  sources. 

The  CTganization  of  the  volume  needs  no  q>ecial  e^qdanation,  except  for 
the  final  section,  which  is  not  a  commissioned  paper  but  rather  the 
proceedims  of  a  workshop  conducted  by  the  Panel  in  February  of  1980, 
ia^^ohfu^  a  number  of  distinguished  sc^iolars  and  decisiomnakers.  The 
wQgkstkop  focused  on  m^<x-"poli^  issues  in  the  d^veiy  of  maternal  and 
cidkiheaHlkcare. 

i^ccial  ^Mks  go  to  Ms.  Barbara  Furst,  who  served  as  editor  for  the 
entire  vcriume,  wnufcii^  extensive^  with  individual  authors  to  put  their 
papers  into  fiiud  form  Ii3r  puUicati<Mi. 


er|c  1 


CONTENTS 


Letter  of  Trmnsmtttal  iii 

Members  of  the  Select  Fftoel  for  the  Promotion  of  Child  Health  ....  vU 

Staff  Repreaentatives  from  the  Department  of  Health  aad 
Hmnan  Seivkes  ix 

Select  Panel  for  the  Promotkm  of  Oukl  Health  xi 

Preface  M 

Sedtal.     MUM  Pwectfam mtd  Piwoto   1 

Enviroomental  Hazards  to  Childxen:  Assessment  and 
OpticMis  for  Amdioration 

Leon  5L  JCobertsoi^  Phjy.   3 

Ntttritkm  Education  and  Information 

JbAanna  Dwyer,  DSc   31 

NntritBonal  Fioyam  Options  for  Maternal  and  Child  Health: 

A  Summaiy 

Baxry  Ml  Piopkin^  FbJ>^  Jchn  Akhu  PbJX,  Mildred 

Kiodmmn,  MS.,  and Msmicc  MacDonaJd,  Pb.I>.   87 

Behavioral  Aspects  of  Maternal  and  ChikI  Health:  Natural 
Influences  ufed  Educational  Interventicm 

PatridM  Dolan  MuBen,  DrJ^M,  127 

Section  IL   Needed  Scrvioes  189 

Badcground  Notes  on  Various  .^jproaches  to  Determining 
Health  Services  Needed  by  Infants  and  Children, 
Adolescents  and  Pregnant  Women 

Usbetb  B.  Scbm- and  RobertJ.  Haggerty,  MJ>....  191 

A  ChikTs  Beginning 

Samuel  5L  JCessd^  ACCX,  Judrtb  P.  Rooks,  C»NJV£, 

MJtIL,  andlTvin  A£  Oishacr,  MJD^  MJ>H.  199 

The  i^^tfs  hfeedsx^  Infants  and  Children  Under  12 

5^isan  S.  Asooson,  Af.ZX,  F.A.AJP.  243 


ERIC 


XV 


Adolescents:  Health  Status  and  Needed  Services 

Lorraine  V.  KJerman,  Dr.P.H.  with  Mstiy  Grace  Kovar 


and  Sarah  S.  Brown  285 

Health  Care  for  Chronically  Disabled  Children  and  Their 
Families 

Henry  T.  Ircys^  Ph.r>.  321 

Section  in.  Access  to  Care  355 

Children's  Hesdtb  Care:  The  Myth  of  Equal  Access 

Ofana  Dutcan,  Pb.O.  357 

The  Organization  of  Primary  Health  and  Health-Related 
Preventive,  Psychosocial,  and  Support  Services  for 
Children  and  Pregnant  Women 

Bonnie  Lefkowitz,  M.P~A.  and  Dennis  AndruJis,  Ph.D.  441 

Section  TV.  Financing  and  Organizatioa  of  Services  497 

Improving  the  Financing  of  Health  Care  for  Children  and 
Pregnant  Women 

Stanley  S.  Jones  499 

The  Organization  and  Financing  of  Child  Health  Services: 
Options  for  Policy 

Anne-Marie  Foltz,  Ph.D.  539 

The  Special  Health-Mental  Health  Needs  of  Children 

Larry  B.  Silver,  M.D.  571 

Section  V.    Pfautning  and  Administration  607 

Tide  V  The  Maternal  and  Child  Health  and  Crippled 
Children's  Services  Section  of  the  Social  Security  Act: 
Problems  and  Opportunities 

Lorraine  V.  KJerman,  Dr.P.H.  609 

The  Effective  Integration  of  Maternal  and  Child  Health 
Concerns  into  the  Generic  Health  Systems  Planning 
Process 

Mary  Ann  Holobean,  B.A.  643 

Federal  Adnunistrative  Arrangements  for  Maternal  and 
Child  Health 

K^IJD.  Yordyr  M.FJS.  <«59 

Section  VI.  Health  Manpower  707 

Child  Health  Professionals:  Supply,  Training,  and  Practice 
Peter  Budetti,  Af.£>^  XI>.,  Pesfigy  McManus,  M.H.S., 
Suzarme  Stenmark,  B.A^  and  Lauren  LeRoy,  M.C.P.  709 

ficw  Health  Professionals  in  Oiild  and  Maternal  Health 

Gloria  Rudy,  Af-A-  -  745 

Nursing 

Katberine  B.  Nuckolls,  R-AT^  Pb.D,  799 


13 


SectkGo  Vn.  Research  and  Information  Needs   829 

Reflecdons    on    Maternal   and   Child    Health  Programs 
Reviewing  the  Literature:  1975-80 

George  A.  Silver,  M.D.  831 

National  Information  Needs  in  Maternal  and  Child  Health 

Nicbolas  ZiU  and  Robin  Mount  865 

Section  vm.  Select  P&nel  for  the  Promotion  of  Child  Health 
Workshop  on  Organiamtion  of  Health  Slervices, 
February  21-22, 1980    887 

Summary  and  Themes 

Vicki  Weisfeid,  M.P,H.  889 


ERIC 


14 


xvii 


Volume  IV 
Background  Papers 


ERIC 


15 


HEALTH  PROTECTION 
AND  PROMOTION 


ENVIRONMENTAL  HAZARDS 

TO  CHILJ>REN: 
ASSESSMENT  AND  OPTIONS 
FOR  AMEUORATION 

by 

Lecw  S.  Robertson.  Ph-D* 


BSmtODUCXION 

The  developmental  capacities  of  children  in  healthy  environments  are  a 
source  of  great  awe  to  those  who  have  observed  a  child  grow  in  such 
circumstances.  To  see  those  capacities  crippled  or  lost  in  hazardous 
envxromnents  is  among  the  most  painful  of  human  expcrieuccs.  When 
control  of  <^vironmental  hazards  is  beyond  society's  knowledge  or 
resources*  the  results  are  tragic  When  society  has  the  knowledge  and 
resources  but  fails  to  apply  them,  society's  most  basic  values  are  in 
cjuestion. 

Some  environmental  hazards  to  children  in  the  United  States  are  not 
well  enough  understood  or  are  beyond  our  ability  to  change  at  present. 
However,  many  are  well  known  and  can  be  changed  with  available 
technical,  economic,  and  social  resources. 

This  report  is  an  assessment  of  principles  that  can  be  applied  to 
nunimize  disease  and  injury  to  children.  Although  specific  options  for 
various  levels  of  Government^  as  wdl  as  private,  efforts  to  ameliorate 
some  of  the  more  common  current  child  health  problems  are  presented, 
substantial  attention  is  directed  to  the  premises  and  principles  firom  which 
the  cations  are  derived*  The  purpose  here  is  not  only  to  point  to  the 
reduction  of  current  problems  but  to  note  the  context  in  which  future 
threats  to  child  health  can  be  anticipated  and  avoided. 

The  environment  is  much  too  broad  a  subject  for  treatment  as  a  single 
entity.  Some  of  the  environments  that  bear  on  child  health,  such  as 
education^  medical  care,  nurturing,  and  nutrition  are  discussed  in  more 
detstQ  elsewhere  in  this  volume.  The  main  issue  discussed  here  is  the 
protection  of  children  &om  the  harmful  biological,  chemical,  and  physical 
agents  in  their  environmmts.  The  exposure  of  children  to  these  agents  and 
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the  efifects  of  or  lack  of  ameliorative  efforts  are  mainly  consequences  of 
the  social  environment.,  including  governmental  action  and  inaction. 


CURRENT  CAUSES  OF  DEATH  AND  ILL  HEALTH 

IN  CHILDHOOD 

Certainly  the  most  rdiable  and  usually  the  most  impOTtant  indicators  of 
the  hazards  to  the  health  of  a  population  arc  the  deaths  attributable  to 
various  causes.  Death  among  children  varies  substantially  with  age.  In 
1975,  some  51,000  children  died  in  the  first  year  of  life  (infants);  an 
average  of  about  1,600  died  at  each  year  of  age  from  1  to  14.  but  this 
increased  to  an  average  of  more  than  4.200  at  each  year  of  age  from  15  to 
19.  More  than  94,000  died  before  their  20th  birthday. 

The  relative  magnitude  of  the  contribution  of  "causes"  of  these  deaths 
d^>ends  on  what  cate^  :-Ies  of  cause  are  used  and  how  finely  they  are 
categorized.  Table  1  presents  the  leading  cat^orics  of  caTises  of  death  of 
children  in  1975  according  to  the  National  Center  for  Health  Statistics  (/), 
More  th^Tt  26,000  infants  died,  mainly  from  conditions  associated  witfi 
tnrth.  Congenital  abnormalities  from  genetic  defects  or  prebirth  condi- 
tions (toxic  conditions  or  malnutrition  in  the  uterus)  killed  more  than 
8,500.  Influenza  and  pneumonia  caused  more  than  2,000  infant  deaths  in 
1975,  but  tlwg  number  is  much  larger  in  years  of  influenza  epidemic 

After  age  1,  motor  vehicle  injuries  were  the  leading  cause  of  deaths  of 
children— 4.607  of  the  deaths  from  2^es  1  to  4  and  8.052  of  the  deaths  of 
those  15-19  years  of  age.  About  10,400  of  the  total  motor-vehicle-related 
deaths  were  to  vehicle  occupants  and  2,500  were  pedestrians  struck  by 
vehicles.  Drownings,  fires,  and  unintentional  injuries  by  firearms  and 
poison  ingestions  accounted  fOT  60  percent  of  the  1<X887  unintentional 
injuries  other  than  those  related  to  motor  vehicles.  Deaths  from  fires  in 
motor  vehicle  crashes  were  usually  counted  as  motor  vc^cle  deaths  rather 
than  fires.  Most  injury  deaths  increased  substantially  after  age  15, 
including  70  percent  of  the  2,888  homicides  and  90  percent  of  the  1,764 
suicides,  but  fire  deaths  were  most  frequent  in  children  less  than  5  years 
old. 

Deaths  from  malignant  neoplasms,  numbering  3.906,  were  also  relative- 
ly constant  from  ages  1  to  14,  but  increased  in  the  late  teens.  The  2,444 
cardiovascular  disease  deaths  were  more  frequent  among  infants  (33 
percent)  and  15-19  year  olds  (29  percent).  More  than  two-thirds  of  the  "all 
others"  category  were  infant  deaths  and  almost  half  of  those  deaths  were 
attributed  to  "symptoms  and  ill-defined  conditions."  A  more  dctafled 
presentation  of  categories  of  death,  disability,  and  diseases  of  children, 
including  trends  over  time,  is  included  in  Volume  III  of  the  Select  Panel's 

r^sport.  .  .   

The  consideration  of  current  causes  of  death  is  as  mterestmg  m  terms  of 
what  is  not  on  the  list  as  what  is  on  it.  For  example,  in  1975  no  one  less 
than  20  years  of  age  died  of  poHomyeUtis.  which  25  years  before  was 
among  the  most  feared  of  "children's"  diseases  (although  adults  were 
sometimes  infected  by  the  virus  as  weU),  not  only  because  it  killed  but 
because  more  often  it  paralyzed. 
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Data  on  disability  and  shorter  term  morbidity  are  less  reliable  than  data 
on  deaths.  The  death  rates  from  particular  causes  probably  reflect 
somewhat  the  degree  of  disability  from  those  same  causes  in  cases  that 
disable  as  well  as  kill.  For  instance^  motor  vehicles  account  for  about  half 
of  permanent  paralysis  (paraple^a,  quadripIegiaX  from  injuries  similar  to 
those  that  cause  death  <2).  However,  short-term  morbidity  in  children  is 
dominated  by  upper  respiratory  conditions  and  ear  infections  that  seldom 
lead  to  disability  or  death  (J).  Table  2  illustrates  this  by  the  numbers  of 
days  of  restricted  activity  per  100  persons  per  year  for  children  under  6 
years  of  age  and  those  6— 16  as  reported  by  the  National  Health  Survey  of 
1976(4). 

It  is  not  possible  to  say  that  an  exact  percentage  of  childhood  deaths 
disability^  and  short-term  morbidi^  is  caused  by  environmental  condi- 
tions. If  one  uses  the  term  in  the  broad  sense  to  include  inadequate  social 
and  physical  environments  and  nutrition  as  well  as  hazardous  agents^  it 
should  be  evident  that  environment  contributes  to  the  vast  majority  of 
children's  health  problems. 

Early  neonatal  deaths  are  associated  with  low  birth  weight,  teenaged 
mothers,  and  minori^  status  of  mothers — each  related  to  socioeconomic 
and  medical  care  environments.  Such  deaths  have  declined  substantially 
in  recent  years,  although  the  specific  degree  to  which  this  can  be 
attributed  to  improved  nutrition,  improved  medical  care,  and  abortion  of 
high-risk  fetuses  is  not  known  (5). 

Injuries  are  entirely  attributable  to  environmental  agents,  although 
these  are  augmented  by  temporary  psychological  or  physiological  states, 
especially  those  altered  by  alcohol  use.  The  old  notion  of  **accident 
proneness^  as  some  long-term  psychological  or  physical  trait  that  causes  a 
large  proportion  of  injuries  has  been  discredited  by  competent  research 
Whatever  the  causes,  the  evidence  is  substantial  that  unintentional 
injuries  can  largely  be  prevented  by  reducing  environmental  hazards  (7) 
and  that  even  intentional  injuries  (homicide  a 'id  suicide)  can  be  reduced 
by  changing  environments.  For  instance,  in  Birmingham,  England,  the 
suicide  rate  was  reduced  by  removing  carbon  monoxide  from  coal  gas 
used  for  cooking,  which  people  intentionally  breathed  in  a  significant 
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number  of  suicide  atten^ts  (S),  Homicide  rates  are  substantially  lower  in 
countries  where  handgun  ownership  is  severely  limited  (9). 

As  more  is  learned  about  congenital  abnormalities  and  malignant 
ncopiasmSy  it  will  hardly  be  surprising  if  more  and  more  environmental 
pollutants  are  found  to  affect  the  genetic  material  of  parents  and  aspects 
of  devdopment  of  the  unborn  fetus  in  ways  that  often  result  in  these 
conditions.  The  chemical  drug  thalidomide  and  the  rubella  virus  are  well 
known  teratogens  (causes  of  con^snital  abnormalities).  Smoking  and 
alcohcd  use  by  prcgjaam  women  are  associated  with  increased  risk  of 
congenital  abnormalities  (70)*  Among  the  ^emicals  and  metals  that  are 
known  to  cause  abnormalities  in  ^Tifmai  fetuses^  and  that  cross  the 
jrfacenta^  arc  aluminum,  benzene^  r^^mmrri  carbonyl,  carbon  tetrachlo- 
ride, chromium  compounds,  copper,  4-dimethyIaniinoazobenzene,  2,3- 
dinitrophenoU  fluorine,  formaldrtiyde>  lead,  malathion,  mercury,  nickeU 
nitrogen  oxides,  paraquat,  parathion,  polychlorxnated  biphenyls,  and 
selenium  (//).  Pregnant  women  may  be  exposed  to  one  or  more  of  these 
chemicals  as  a  part  of  their  work  environments  or  in  food,  air,  or  drinking 
water.  The  exposure  of  the  fetus  to  ionisdng  radiation  in  the  mother's  work 
and  other  environments  is  also  an  important  hazard. 

The  environmental  pervasiveness  of  some  of  the  materials  on  the  above 
list  is  indicated  by  where  they  are  found — in  relatively  high  concentrations 
in  some  water  supplies  (aluminum),  emitted  from  some  industrial 
smokestacks  (benzene),  emitted  from  motor  vehicle  exhausts  (lead  and 
nitrogen  oxides),  in  a  commonly  used  garden  insect  ^>ray  (malathion), 
sprayed  on  marihuana  in  Mexico  that  is  subsequently  used  in  the  United 
States  (paraquat),  in  fish  from  contaminated  lakes,  and  in  eggs  and  beef  in 
areas  where  animal  food  contained  polycfalorinated  biphenyls.  It  is  also 
conceivable  that  men  exposed  to  certain  chemicals  or  rngf^^jg  could 
experience  alteration  of  sex  chromosomes  or  transmit  the  hazardous 
agents  that  contribute  to  congenital  anomalies  and  cancers  in  their 
children.  The  possibility  is  being  investigated  that  2,4,5-T  esters,  used 
widely  in  the  Vietnam  war  as  herbicides,  have  contributed  to  ^x>ntaneous 
abortions  and  birth  defects  of  children  of  veterans  exposed  to  the 
chemicals.  In  the  meantime,  they  have  been  banned  for  some  applications 
but  are  still  used  for  others  (72)* 

The  accumulation  of  certain  chemicals  in  fatty  tissues  means  that 
exposure  to  very  small  amounts  over  sufficient  time  can  result  in  the 
buildiqp  of  toxic  doses.  A  number  of  fat-soluble  chemicals  have  been 
banned  from  use  by  the  Environmental  Protection  Agency  (eg.,  DDT, 
aldrin,  dieldrin,  heptachlor,  chlordane,  and  benzene  hexachloride).  Never- 
theless, these  chemicals  remain  in  the  environment  from  past  use  (and  use 
in  other  countries)  and  human  exposure  occurs  in  food  and  drinking 
water.  Studies  of  the  breast  milk  of  nursing  mothers  have  revealed  that  the 
mafority  have  one  or  more  of  the  dilorinated  hydrocarbons  in  detectable 
amounts  in  their  milk.  Thus,  the  fetus  may  be  reposed  in  utero  by  passage 
across  the  placenta,  and  the  newborn  be^ns  life  with  the  high  probabili^ 
that  such  chemicals  are  in  its  diet,  eitiier  in  breast  milk  or  other  foods  (/3). 

Chemicals  known  to  be  carcinogens  (cancer-causing  agents)  and 
teratogens  are  being  fbtmd  on  ground  surfaces  and  in  streams  and  ground 
water  from  old  chemical  waste  dumps — some  near  homes  and  school 
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playnCHmds.  Asbestos  particles  that  cause  cancer  and  other  equally  severe 
disMoes  have  been  found  in  the  air  in  sg±o6ls  and  other  buildings  where 
asbestos  was  used  m  building  materials.  Respiratory  iUnesses  arc  more 
frequent  in  areas  with  hi^  concentrations  of  air  pollutants  such  as  smoke 
and  sulfur  dioxide  </4).  ,  ^  _^       .  u 

In  addition  to  the  contribution  of  environmental  factors  to  ocain, 
disability^  and  disease,  the  physical  environment  is  increasingly  being 
hnplf^**-^  in  intellectual  and  brfiavioral  disabilities  traditionally  consid- 
er^ peripheial  to  health  and  presumed  to  be  caused  by  mhented 
limit^o^  or  social  conditions.  Needlcman,  et  at,  compared  s^ool 
childxen  with  high  and  low  accumulations  of  lead  in  shed  "T^by  teeth  on 
a  number  of  aauevement  and  behavioral  factors.  The  children  with  high 
lead  content  had  significandy  lower  scores  on  a  number  of  indicators  of 
intellectual  peifOTmance  compared  to  the  children  with  low  lead  content. 
Teacher  rating  of  bdiavi<wal  problems  Oncluding  distractible.  not 
persistent,  dependent,  hyperactive,  impulsive,  frustrated,  and  unable  to 
f<^low  sinu>le  directions  and  sequences)  increased  with  higher  conccntta- 
tioDS  of  lead  in  the  children's  teeth.  Statistical  ccmtnrfs  for  39  variables 
from  the  children's  social  and  medical  histories  did  not  e3q>lain  the 
intellectual  and  behavioral  differences  in  children  with  high  and  low 

accumulations  of  lead  (^iSy.  .  

Lead  in  concentrations  sufficient  to  produce  gross  impairment  and 
death  is  thot%bt  to  occur  mainly  as  a  result  of  children  ingesting  lead- 
based  paint  chips  and  plaster  in  deteriorated  houses  and  oth«  buildings. 
Howev^~most  of  the  children  in  the  Needieman,  et  al,  stwty  did  not  have 
a  history  of  lead  pcnsonic^  or  live  in  or  near  deteriorated  boildings.  The 
lead  more  likely  was  in  their  food,  water,  or  in  the  air  th«sy  breathed,  and 
in  dirt  on  sucked  thumbs  and  under  bitten  fingernails. 

Milk,  fruit  juices,  and  other  foods  stored  in  soldered  cans  have  been 
found  to  contain  lead  (itf).  The  extent  of  the  release  of  lead  into  water  and 
air  from  industry  and  motor  vehicle  exhausts  has  been  traced  historically 
by  examination  of  layers  of  ice  in  CSreenland  where  lead  coriccntrations 
are  found  in  association  with  the  industrial  revolution  and,  m  this  century, 
widi  the  use  of  lead  as  an  additive  in  gasoline.  The  fact  that  lead  and  other 
metals  and  chemicals  are  rapidly  accumulating  in  such  isolated  environ- 
ments illustrates  the  pervasiveness,  magnitude,  and  international  nature  of 
environmental  hazards  (/ 7).  . 

Ecologic  systems  are  complex  and  there  arc  short-  and  long-term 
interactions  among  what  may  first  appear  to  be  independent  groupu^  of 
factors.  lonizmg  radiation  can  alter  genetic  material;  persons  injured  by 
ni^K^^^l  or  thermal  energy  and  those  who  arc  malnourished  are  more 
susceptible  to  infection  by  biologic  agents;  increased  survival  of  popula- 
tions without  commensurate  reduction  of  births  will  lead  to  more  people 
than  can  be  supplied  with  food  in  the  long  run,  and  population  density 
contributes  to  pollution  and  stress,  which  may  increase  susceptibihty  to 
illness  in  the  short  run. 

The  emphasis  on  the  current  predominant  causes  of  death  to  children 
nationwide  should  not  detract  from  an  equal  emphasis  on  some  very  old 
problems.  Although  poor  sanitation,  which  contributed  substantiaUy  to 
deaths  historically,  has  been  greaUy  improved  in  most  areas,  it  should  be 
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noted  that  such  problems  remain  potentially  hazardous  in  some  places. 
Members  of  the  Select  Panel  and  consultants  were  appalled  to  observe 
homes  of  people  in  poverty  in  rural  Mississippi  with  no  privies  (even 
outdoors)  and  no  source  of  potable  water  in  reasonable  pro:  imity  to  the 
homes.  The  acuo^ress  of  some  of  the  hazards  noted  vary  &om  area  to  area 
depending  on  socioeconomic  and  other  conditions,  and  such  variation 
should  be  taken  into  account  when  priorities  for  amelioration  are 
considered. 


PRINC3PLES  OF  DISEASE  AND  INJURY  CONTROL 

To  attempt  to  control  the  diseases  and  injuries  that  currendy  kill  and 
disable  children^  one  must  first  believe  that  they  are  controllable.  Human 
history  contains  virtually  every  variety  of  behef  about  the  origins  of 
disuses  and  injuiies  and  the  means,  if  any^  of  controlling  them* 
Widespread  behef  ttiat  diseases  and  iiijuries  were  of  stjpematural  origins 
too  often  have  been  replaced  in  some  circles  with  the  belief  that  some 
diseases  and  injuries  of  known  origin  must  be  accepted  as  unfortimate  but 
inevitable  side  effects  of  a  free  and  economically  strong  socie^. 

The  control  of  most  of  the  epidemic  diseases  that  commonly  killed  and 
crippled  children  and  adults  alike  for  thousands  of  years  contributed 
greatly  to  the  disillusion  of  the  notion  of  the  inevitabifity  of  widespread 
suffering  and  premature  death*  This  is  a  very  recent  phenomenon  in  the 
context  of  human  history.  Only  within  the  20th  century  does  a  newborn 
infant  in  the  United  States  have  a  better  than  three  in  four  chance  of 
surviving  to  his  or  her  20th  birthday.  By  midcentuiy  the  chance  of  siuvival 
to  age  20  had  increased  to  95  percent  and  has  recently  continued  to 
improve 

Epidemiologists^  who  study  disease  and  injuxy  patterns  in  populations, 
enjoy  debating  whether  the  greatly  reduced  death  rates  of  children  in  the 
last  hundred  years  or  so  were  mainly  a  result  of  scientific  discovery  of 
disease  agents  and  deliberate  measures  to  control  them  or  mainly  a  side 
benefit  of  changes  in  sanitation^  water  suppUes,  and  other  aspects  of  the 
environment — changes  that  were  sometimes  undertaken  for  reasons  other 
than  health.  Whatever  the  answer,  the  scientific  specification  of  damaging 
agents  and  the  changes  in  environments,  certainly  deliberate  in  many 
cases  2(7),  that  have  dramatically  reduced  the  damage  of  these  agents, 
support  the  conclu^on  that  dehberate  action  against  the  old  and  new 
maladies  can  be  effective. 

Two  important  lessons  are  to  be  learned  from  the  history  of  attempts  to 
improve  public  health:  (I)  It  is  not  necessary  to  completely  understand  all 
of  the  causes  of  a  particular  type  of  damage  before  action  to  ameliorate 
the  damage  can  be  taken.  (2)  Attempts  at  amelioration  can  have  harmful 
as  well  as  helpful  effects,  and,  therefore,  it  is  as  inqx>rtant  to  study 
scientifically  the  effects  of  ameliorative  efforts  as  to  research  the  causes  of 
diseases  and  injuries. 

An  illustration  of  effective  action  based  on  incon^lete  information 
occurred  in  1854  when  John  Snow  discovered  that  cholera  was  a  water- 
borne  disease  by  comparing  the  nimiber  of  cases  that  occurred  among 
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populations  using  separate  water  supplies.  The  bacterium  that  does  the 
damage  was  not  isolated  until  1883,  but  Snow's  discovery  led  to  a  cleanup 
of  water  supplies  in  some  communities  and  the  1866  cholera  epidemic  in 
the  United  States  was  much  less  severe  than  those  of  1832  and  1849  (/P). 

That  adverse  effects  can  occur  as  a  result  of  intervention  when  a  cause 
of  a  disease  is  known  was  illustrated  in  attempts  to  control  bubonic  plague 
after  the  plague  bacillus  was  isolated.  The  bacillus  is  transmitted  to 
humans  by  bites  from  fleas  that  usually  live  in  the  fur  of  certain  species  of 
animals,  mainly  rats.  Attempts  to  control  the  plague  bacillus  in  some  cases 
included  the  flooding  of  drains  with  disinfectants  that  drove  flea-carrying 
rats  into  homes,  increasing  exposure  of  inhabitants  to  the  bacillus  and 
resulting  in  more  deaths  {21).  -  j  <- 

The  nonexistence  or  extreme  rarity  in  the  United  States  of  mcidence  of 
diseases  caused  by  many  biological  agents  that  plagued  human  popula- 
tions throughout  recorded  histoiy  speaks  to  the  eventual  success  of 
environmental  change  and  scientifically  based  public  health  measures- 
The  challenge  today  is  to  conquer  the  remaining  harmful  biological  agents 
and  to  use  the  principles  learned  in  past  public  health  successes  and 
failures  to  reduce  the  incidence  and  severity  of  disease  and  injury  caused 
by  nonbiological  agents  and  processes  in  modem  environments. 

Effective  and  permanent  reduction  of  a  particular  disease  or  injury  can 
occur  when  a  particular  type  of  cause  is  identified  and  when  the  meaxis  to 
change  that  cause  are  available.  The  most  important  set  of  "causes"  of 
disease  and  injury  from  the  point  of  view  of  prevention  are  those 
conditions  that,  if  changed,  would  result  in  the  disease  or  mjury  not 

occurring-  -     ,       .  .i. 

For  example,  bubonic  plague  does  not  occur  m  the  absence  of  the 
plague  bacillus,  or  the  fleas,  or  the  flea-carrying  animals;  or.  to  take  the 
current  leading  cause  of  death  of  noninfant  children,  severe  motor  vehicle 
injuries  would  not  occur  if  motor  vehicles  were  designed  and  manufac- 
tured with  technology  that  would  prevent  crash  forces  from  exceeding  the 
injury  tolerance  of  vehicle  occupants  and  pedestrians  (22).  Note  that  the 
elimination  of  the  ^'causes"  that  increase  the  probabiUty  of  motor  vehicle 
crashes,  such  as  excessive  alcohol  use.  would  not  eliminate  the  problem, 
although  if  the  causes  could  be  substantially  controlled  the  problem  would 
be  reduced.  The  physics  of  crash  forces  are  known  and  the  forces  can  be 
controlled.  The  factors  that  contribute  to  heavy  drinking  are  not  well 
understood  and  attempts  to  control  such  drinking  have  not  had  any 
sustained  success  (23—25). 


AMELIORATIVE  OPTIONS 

Having  identified  one  or  more  conditions  that,  if  altered,  could 
eliminate  or  substantially  reduce  particular  human  damage,  the  next  step 
is  to  identify  the  alternative  ways  of  controlling  the  conditions.  William 
Haddon,  Jr.,  has  enumerated  10  logical  options.  originaUy  suggested 
mainly  to  reduce  human  injury  from  interaction  with  various  types  of 
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CDcrgy — mcchOTtical,  thermal,  radiation,  etc  (26),  and  recently  more 
geaeraify  applied  to  an  hazardous  agents  <27). 

The  following  is  a  list  of  the  Haddon  options  and  iUtistrations  of  their 
sometime  use  or  possible  application  to  major  hazards  to  child  health: 
m  **Prcvent  the  creation  erf"  the  hazard  in  the  first  j^acc.** 

— Provide  potaMe  water  and  facilities  for  sanitary  waste  disposal 

in  all  dwellings  where  there  are  children. 
— Stop  the  extraction  or  production  of  teratogenic  and  carcino- 
genic chemicals. 

— Do  not  use  flammable  materials  in  dwelling  units  and  chil- 
dren's institutions^  furniture  (particularly  bedding),  and  cloth- 
ing. 

— Do  not  manufacture  t^aTiHgiw^ 

•  '^Reduce  the  amount  of  the  hazard  brou^t  into  being.** 

— Reduce  designed  top-^>eed  ci^>abili^  of  motor  vehicles. 

— Alter  transportation  of  children  from  cars*  truclcs,  and  vans  to 

less  hazardous  buses,  trains,  and  commercially  scheduled 

airplanes. 

— Raise  the  age  of  driver  licensure  to  18. 

— Reduce  temperatures  to  below  ^r^Ming  levels  in  water  heaters. 
— Reduce  the  hardness  of  playground  ^ufaces. 
— Reduce  incentives  for  extraction  of  hazardous  substances  such 
as  deletion  allowances  in  the  tax  code  for  newly  mined  lead. 

•  ^Prevent  the  release  of  the  hazard  that  already  exists." 

— Filter  biologic  pathogens  and  teratogenic  and  carcinogenic 

chemicals  from  drinking  water* 
— Impound  nuclear  and  chemical  waste. 
— Increase  road  sldd  resistance. 

— Keep  all  guns  locked  up  at  supervised  hunting  and  target 
ranges 

— Use  childproof  matches  and  lighters. 
m  ^Modify  the  rate  or  spatial  distribution  of  release  of  the  hazard 
from  its  source.** 

— Increase  the  tsse  of  child  restraints  and  seatbelts  in  tran^x>rta- 
tion  vehicles. 

— Build  or  modify  storm  drains  to  make  them  adequate  to 

prevent  the  accumulation  of  water. 
— Use  flame  retardant  materials  that  do  not  contain  carcinogens, 

teratogens,  or  ^ve  off  toxic  fumes  in  homes^  children's 

institutions,  and  vehicles. 
— Make  containers  for  hot  liquids  (capSy  cofiee  and  tea  pots»  etc.) 

with  large  bottoms  and  centers  of  gravity  such  that  likel£hood 

of  spillage  is  minimized. 
•  **Separate,  in  time  or  in  space,  the  hazard  and  that  which  is  to  be 
protected,** 

— Quarantine  persons  with  influenza* 

— Build  pedestrian  overpasses  and  underpasses  on  roads,  e^>e* 
ciaHy  in  areas  with  large  numbers  of  children. 
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 I>es^nate  separate  roads  for  travd  by  cars  and  by  heavier 

— Build  bicy<^  paths  separated  firom  streets  and  highways. 

 Build  playgrounds  at  a  distance  from  streams  or  reroute 

streams  from  play  areas. 
 Remove  dnldren  or  abusing  adults  firom  homes  where  children 

are  abused. 

 Restrict  target  shooting  and  hunting  to  unpopulated  areas. 

-Separatc  the  hazard  and  that  which  is  to  be  protected  by 
interposition  of  a  material  barrier." 

— Install  air  bags  in  new  cars. 

 Install  energy-absorbing  material  around  fixed  objects  on 

roadsides  where  vehicles  most  commonly  leave  the  road  and  hit 
the  objects. 

— Use  helmets  and  energy-absorbing  padding  yubcn.  riding  motor- 
cycles and  bicycles,  when  siding,  and  when  playing  contact 

^KMtS.   J  - 

 Use  closures  on  poison  containers  that  cannot  be  opened  by 

children. 

—Confine  teratogenic  and  carcxnogenic  chemicals  and  radiation 

to  closed  systems. 
 Use  well-insulated  fir^lace  covers. 

 InstaU  fences  around  swimming  pools  with  gates  that  cannot  be 

opened  by  children.  Similarly,  cover  we]ls»  irrigation  and 
drainage  ditches,  and  culverts  in  ways  that  children  cannot 
enter  them. 

**Modify  basic  qualities  of  the  hazard.**  ^ 

 Use  utility  and  light  poles  along  roadsides  that  "break  away" 

when  struck  by  motor  vehicles. 

 Prohibit  hard  sur^uxs,  sharp  points,  and  e^ges  on  interiors  of 

transportation  vefai<te  and  on  bicycles,  stairs,  furniture,  toys, 
sports  equipment,  playground  equipment,  and  the  like. 

 Use  soft  materials  on  the  firont  ends  of  motor  vehicles. 

— Make  cigarettes  srff<xrtngimhing. 

 Use  cribs  with  ^ps  between  slats  too  narrow  for  infants*  heads 

to  be  engaged  in  the  stats. 
 Develop  emetic  coatings  for  drugs  in  amounts  that  have  no 

effect  at  prescribed  doses  but  induce  vomiting  at  poisonous 

doses. 

 Make  toys  and  other  objects  large  enoi^  that  children  cannot 

get  them  lodged  in  their  throats. 

 Allow  only  rubber  bullets  (such  as  the  kind  used  in  some 

countries  for  riot  contr<^  to  be  s<rfd  in  the  calibers  used  in 

handguns.   

►  "Make  that  to  be  protected  more  resistant  to  damage  from  the 

hazard.** 

 Trrimimiw  children  against  the  diseases  that  remam  a  threat 

and  for  which  safe  and  effective  means  of  immunization  are 
available. 

 immnm^  young  womco  agaxnst  rubella  before  pregnancy. 
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— Provide  blood  dottmg  factors  to  children  with  hemophilia. 

— Install  gas  tanks  and  containers  for  transporting  other  hazard- 
ous materials  that  do  not  rupture  in  crashes. 

— Use  fluoride  in  water  in  amounts  that  prevent  dental  decay. 

— Reqxaire  children  to  perform  warmup  exercises  before  vigorous 
play  and  athletic  competition,  and  prohibit  schools  from 
allowing  those  in  athletic  competition  from  **playing  hurt**  or 
playing  when  out  of  condition. 

•  **0>unter  damage  already  done  by  the  environmental  hazard.** 
— Increase  numbers  of  emergency  roadside  telephones. 

— Provide  for  strategically  placed  quick  rescue  and  emergency 

medical  response. 
— Train  the  population  in  special  techniques  of  resuscitation  of 

children. 

— Install  smoke  detectors  in  all  dwellings. 
— Install  fire  extinguishers  in  all  buildings. 
— Restore  severed  limbs. 

•  *^Stabilize»  repair,  and  rehabilitate  the  object  of  the  damage.** 

— Increase  special  job  training  for  diisabled  children  as  they 
approach  adulthood. 

  — Jbrovide  for  rehabilitative  and  cosmetic  surgery. 

— Make  bum  centers  accessible  to  those  needing  them. 
— Provide*  aid  to  those  whose  families  cannot  support  their 
therapy  or  basic  needs. 
Other  possibilities  have  been  suggested  by  Haddon  and  others  (25-5/ >, 
but  these  are  the  most  relevant  to  children.  The  great  value  of  the  Haddon 
options  analysis  is  that  one's  attention  is  forced  to  the  various  stages  in 
disease  and  injury  processes  where  intervention  is  possible,  without 
becoming  bound  up  in  the  muddy  concepts  of  multicausal  webs  that  have 
led  some  scientists  and  others  to  be  excessively  cautious  in  prescriptions 
for  amelioration. 


EFFECTIVENESS  AND  COSTS 

Having  specified  the  frequency  and  severity  of  <diildren*s  diseases  and 
injuries  and  the  wide  range  of  options  for  their  amelioration,  the  choice  of 
actions  to  be  taken  can  be  made  on  the  basis  of  criteria  for  effectiveness 
and  costs.  Idea?!y  the  goal  of  disease  and  injury  prevention  is  to  reduce  the 
incidence  and  severi^  of  human  damage  to  the  "i«-riTnvm  extent  ^>ith  the 
resources  available.  If  one  knew  the  effectiveness  of  each  option  that 
..could  be  employed  as  weU  as  tfaexosts  of  each  option,  and  had  the  power 
€s€  decision,  one  could  allocate  resources  accordingly.  However,  effective- 
ness involves  more  than  whether  or  not  a  ^>ecific  technology  works 
thecnetically  or  in  a  laboratory,  and  resources  available  may  vary 
dqpmding  on  who  is  providing  them  and  for  what  purpose.  No  one  entity, 
inchiding  the  Federal  Government,  has  unencumbered  power  to  decide 
how  resources  are  to  be  allocated.  Nevertheless,  some  principles  for 
estimadng  effectiveness  of  preventive  strategies  axe  emerging  from 
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research  and  can  be  used  to  allocate  resources  available  within  the  range 
of  power  of  a  given  decisionmaker.  .  ^  j 

To  be  effective,  a  preventive  strategy  must  do  what  it  is  mtended  to  do 
and  be  used  correctly.  The  strategies  that  have  been  the  most  succ«sftil 
arc  those  that  work  automaticaUy.  without  any  action  on  the  part  of  the 
person  being  protected  i3Z  33\  which,  in  the  case  of  children,  usually 
deludes  the  child  and  the  family.  Susan  P.  Baker  has  noted  how  slow  we 
have  been  to  learn  this  principle: 

[AJs  long  as  we  place  responsibility  for  childhood  mjury  prevention 
on  children  and  their  parents,  potential  solutions  that  have  not  been 
implemented  in  1979  will  still  be  largely  unused  in  the  year  2000,  and 
easily  preventable  deaths  and  injuries  will  continue  to  occur.  A 
comparable  error  earlier  in  this  century  caused  thousands  of 
chfldren  to  contract  typhoid  fever,  tuberculosis,  scarlet  fever, 
diphtheria,  and  other  milk-bourne  disrasrs,  because  their  protection 
had  depended  on  their  parents  either  choosing  the  right  kind  of  milk 
or  'pasteurizing'  it  themselves.  Tra^caUy.  these  illnesses  and  deaths 
fix>m  milk-bourne  pathogens  continued  for  decades  after  it  was 
known  that  they  could  be  prevented  by  requiring  all  milk  to  be 
pasteurized  before  being  sold  to  consimicrs  (34). 
Estimates  of  effects  of  strat^es  that  do  not  work  automaticaUy— often 
called  ••active"  strategics — must  take  into  account  the  extent  to  which  the 
strategy  will  go  unused  or  be  misused.  Among  the  factors  that  are  known 
to  re<Sice  effectiveness  because  of  individual  inaction  are  the  frequency 
with  which  the  action  is  necessary,  the  amount  of  effort  required  m  the 
action,  the  discomfort  or  inconvenience  entailed  in  the  action,  and  costs  of 

the  action  (53, 54).  ,    .      ^  ^    ^  e 

For  example,  a  car  seat  or  bed  especiaUy  designed  for  protection  of 
smaU  children  in  crashes,  or  the  correct  use  of  scatbelts  at  1  year  of  age  or 
older,  would  reduce  the  vehicle  occupant  deaths  of  children  by  more  than 
half-  However,  despite  the  fact  that  the  vast  majority  of  people  know  that 
they  are  safer  in  seatbelts  (55),  less  than  one  in  five  drivers  uses  them,  and 
93  percent  of  children  less  than  10  years  old  are  unrestrained  when 
traveling  in  cars-  Even  when  parent  drivers  are  using  scatbelts,  more  than 
75  percent  of  the  child  passengers  are  not  restrained  (55).  A  program  that 
included  donation  of  free  infant  carriers  to  parents  with  newborns  and 
literature  on  their  use  resulted  in  only  a  few  percentage  points  mcr^sc  in 
use  observed  at  age  2-4  months  (57).  Thus,  the  real  effectiveness  of  child 
restraints  is  only  a  small  fraction  of  their  potential  effectiveness  because 
they  must  be  used  frequently  and  at  some  effort  and  inconvemence,  as 
well  as  possible  discomfort  to  an  active  child. 

Meanwhile,  the  automatic  means  to  protect  children  traveling  m  motor 
vehicles  or  struck  by  them  that  do  not  involve  action,  inconvenience,  and 
discomfort  are  unavailable— vehicle  interiors  with  no  protruding  knobs  or 
hard  surfaces  and  edges  that  increase  the  severity  of  injury  in  crashes; 
doors  that  cannot  be  opened  by  a  child  while  the  vehicle  is  in  motion;  soft 
front  ends  rather  than  the  hard  and  sometimes  pointed  edges  aimed  at 
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heads  of  child  pedestrians;  and  air  bags  that  inflate  in  moderate  to  severe 
frontal  crashes. 

In  the  early  1970's,  rather  than  build  into  their  vehicles  automatic  crash 
protection  that  went  beyond  current  Federal  standards,  manufacturers 
pushed  irritating  buzzer  **reminders**  to  use  belts,  and  cars  that  would  not 
start  with  belts  in  stowed  positions.  Negative  public  reaction  resulted  in 
the  misconception  among  some  Congressmen  (38)  and  others  that  the 
public  does  not  want  safety  regulation  when,  in  fact,  the  public's  desire  for 
and  willingness  to  pay  for  automatic  protection  is  high  (39).  What  the 
public  does  not  want  is  discomfort  or  inconvenience. 

i^s^sment  of  choices  among  options  frequently  fails  to  account  for  the 
real,  as  opposed  to  theoretical,  effectiveness  of  a  measure.  For  example, 
the  U.S.  Department  of  Transportation  report  on  national  highway  safety 
needs  claimed  that  the  enactment  of  laws  requiring  seatbelt  use  in  motor 
vehicles  would  result  in  a  40-percent  reduction  in  deaths  of  vehicle 
occupants,  based  on  the  theoretical  effectiveness  of  belts  in  moderate  to 
severe  crashes  (40).  However,  it  was  known  at  the  time  that  report  was 
written  that  the  most  successful  belt  use  law  anywhere — in  Australia — had 
produced  a  20-percent  reduction  in  occupant  deaths  in  urban  areas  and  a 
1 0-percent  reduction  in  rural  areas  (4/).  The  difference  in  the  theoretical 
and  actual  effectiveness  of  the  law  occurred  because  many  people  do  not 
use  the  belts  properly,  and  groups  that  are  more  likely  to  be  involved  in 
crashes,  such  as  teenagers,  are  less  often  using  belts  in  compliance  with  the 
law  (42). 

Thus,  belt  laws  have  an  effect  on  death  reduction  and  should  be 
considered  as  an  option  until  automatic  protection  is  adopted  that  makes 
them  no  longer  necessary.  The  fault  of  the  E>epartment  of  Transportation 
report  was  its  portrayal  of  belt  laws  as  an  equally  effective  but  less  costly 
alternative  to  improved  automatic  protection  in  cars,  when  such  laws  were 
clearly  not  as  effective  as  the  automatic  approach.  In  the  case  of  child 
restraint  use  laws,  the  first  State  to  enact  such  a  law  (Tennessee)  included 
an  exemption  that  would  allow  a  child  riding  on  the  lap  of  an  adult  to 
travel  unrestrained.  This  law  has  the  p»otential  for  increasing  childhood 
injuries  in  crashes.  In  a  frontal  crash  the  weight  of  the  adult's  body  adds  to 
the  force  of  the  child  striking  interior  surfaces.  In  fact,  child  restraint  use 
increased  from  8  to  29  percent  from  before  to  2  years  after  the  Tennessee 
law  was  enacted,  with  little  change  in  on-lap  travel.  Nevertheless,  more 
than  70  percent  of  children  are  unrestrained  despite  the  law  (43). 

Once  a  realistic  assessment  of  the  effectiveness  of  available  strategies 
has  -been  made,  their  costs  can  be  estimated  and  resources  can  be 
allocated  to  minimize  the  consequences  of  diseases  and  injuries.  Estima- 
tion of  costs  is  sometimes  as  faulty  as  estimation  of  effectiveness.  Many,  if 
not  most,  of  the 'present  day  hazards  to  children  are  results  of  human 
exploitation  of  certain  raw  materials  or  the  finished  products  of  that 
exploitation.  Processors  of  raw  materials  and  manufacturers  of  finished 
products  often  strongly  resist  any  strategy  that  would  increase  their  costs 
and  the  costs  of  their  products.  Even  when  governmental  regulations  do 
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not  add  to  costs,  processors  and  manufacturers  are  often  resistant  to 
regulation  because  they  do  not  believe  that  the  Government  should  have 
the  right  to  interfere  in  their  businesses  {44}, 

Covemment  and  business  estimates  of  the  costs  of  modification  of 
processes  and  products  to  make  them  less  hazardous  sometimes  differ 
maiiy  fold.  By  using  accounting  methods  that  amortize  certain  costs  over 
different  periods  than  usiial  or  add  costs  that  are  unnecessary,  as 
automobile  manufacturers  did  in  estimating  costs  of  increased  automatic 
crash  protection  (45),  a  strat^  can  be  made  to  look  much  less  cost- 
eflecdve  than  it  actually  would  be  if  in^lemented. 

The  authority  of  the  Government  to  impose  regulations  to  protect 
public  weifare  is  embedded  in  the  U.S.  Constitution  and  has  been 
repeatedly  upheld  by  the  courts.  However,  the  point  beyond  which  a 
regulation  is  too  cosdy  has  not  been  established.  Some  economists  argue 
that  costs  should  not  exceed  benefits  (46),  and  Government  agencies  have 
experienced  incr^sing  pressures  in  recent  years  to  just^  theu-  actions  by 
cost-benefit  analyses.  ^ 

In  addition  to  the  problems  of  estimating  costs  and  effectiveness  of  a 
given  strat^,  cost-benefit  analysis  must  cope  with  the  problem  of 
^iacing  dollar  values  on  the  l>encfits  of  reduced  disease,  injury,  disabiht3^ 
iutxicathi-  Even-  when  the  effectiveness  of  a  strata  in^reducing  a  hazard 
is  known  precisely  and  the  costs  of  the  strategy  are  reasonably  assessed, 
the  benefit-cost  ratio  (or  more  appropriate  differences  between  costs  and 
benefits)  can  be  made  to  look  unattractive  by  reducing  the  estimated 
dollar  value  of  the  benefits.  Whether  a  strategy  is  considered  cost- 
beneficial  then  becomes  a  matter  of  how  much  a  life  (or  an  eye  or  an  arm) 

is  worth  in  dollars.  ,      .  ^  i,- 

Economists  can  come  up  with  dollar  values  of  life  and  hmb  by  malong 
various  assumptions  about  foregone  earnings,  costs  of  maintaining 
families  when  breadwinners  are  kiUed,  disabled,  or  unable  to  work  for  a 
time  and  the  like  (47).  However,  these  calculations  do  not  deal  adequately 
with  the  basic  underlying  issue  of  human  values.  The  assumption  that 
costs  should  not  exceed  benefits  is  a  value  judgment  that  assumes  that  the 
American  people  are  unwilling  to  contribute  more  to  reducing  disease  and 
injury  than  the  diseased  and  injured  would  return  to  the  economy.  If  that 
value  judgment  were  uniformly  applied,  no  public  funds  would  be 
expended  for  medical  care  of  children  with  congenital  abnormahties 
serious  enough  that  their  economic  productivity,  if  any,  would  produce  no 
net  return  to  the  economy. 

Cleariy,  the  fact  that  public  moneys  are  expended  to  care  for  tliosc 
children  who  wiQ  not  provide  an  economic  return  is  evidence  that  society 
does  not  demand  that  the  measurable  benefits  of  such  care  exceed  the 
costs,  at  least  when  the  persons  affected  arc  readily  identifiable-  Howeverv 
in  the  case  of  most  environmental  hazards,  the  affected  Uves  are  called 
••statistical  lives"  by  economists— meaning  that  the  individuals  who  will 
be  affected  arc  not  easily  identified.  Apparently,  their  lack  of  identifiabdi- 
ty  rather  than  their  intrinsic  value  makes  these  Uves  more  conducive  to 
benefit-cost  analyses  and  decisions-  Their  lack  of  identifiability  perhaps 
also  results  in  a  disproportionate  share  of  resources  being  allocated  to 
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attempting  to  treat  the  damage  once  it  has  been  done,  and  the  person 
aOected  is  thus  identified*  rather  than  to  preventing  the  hazard. 

When  the  public  understands  the  application  of  benefit-cost  analysis  in 
specific  cases  of  identifiable  consequences,  it  is  appalled.  For  example,  in 
one  of  the  cases  involving  a  teenager  badly  burned  because  of  an  easily 
damaged  gas  tank  in  a  Ford  Pinto,  the  jmy  was  informed  that  the 
company  knew  of  the  fire  hazard  from  leaking  gasoline  in  Pinto  crash  tests 
and  had  rejected  the  use  of  available  methods  to  prevent  it  on  the  basis  of 
a  benefit-cost  analysis.  The  company  had  decided  that  an  extra  cost  of 
about  $10  per  car  would  not  equal  the  benefits  in  reduced  bum  injuries 
and  deaths  that  would  be  realized  (48).  The  jury,  aware  of  this  evidence, 
awarded  the  burned  plaintiff  $128.5  million,  which  was  later  reduced  to  $6 
million. 

In  less  well-known  cases,  governments  have  a-^ded  to  the  costs  of 
amelioration  of  environmental  hazards  by  requiring  expensive  economic 
impact  statements  and  benefit-cost  analyses  for  each  decision  to  be  made 
rather  than  applying  general  principles.  For  example,  more  than  one-third 
of  motor  vehicle  fatalities  and  severe  injuries  occur  when  vehicles  leave 
the  road  and  strike  rigid  objects — trees,  utility  poles,  bridge  abutments, 
and  the  like — which  are  often  only  a  few  inches  or  feet  from  roadsides; 
this  situation  would  not  be  tolerated  if  the  objects  were  on  airport 
runways.  Removing  these  objects,  changing  those  that  can  be  modified  to 
break  away  on  impact,  or  placing  energy-absorbing  materials  between 
them  and  the  road  would  greatly  reduce  the  human  damage.  State 
highway  departments  have  made  some  such  changes,  partly  in  response  to 
the  availability  of  Federal  fimds  for  that  purpose.  However,  known 
principles  for  selecting  sites  for  ameliorative  action  have  not  been  widely 
applied.  It  has  been  established  by  research  that  severe  fixed-object 
crashes  are  many  times  more  likely  within  500  feet  of  curves  greater  than 
six  degrees,  on  downhill  grades  of  greater  than  2  percent,  on  nonlocal 
roads,  and  that  such  sites  are  only  a  small  proportion  of  such  roads 
Rather  than  using  that  information,  highway  departments  have  expended 
substantial  sums  for  roadside  surveys  of  all  fixed  objects  and  for 
cost-benefit  analysis  of  fixing  eaclt  site  that  is  considered. 

There  is,  of  course,  an  upper  limit  on  the  resources  that  can  be  used  to 
prevent  or  treat  disease  and  injury  without  severely  afTecting  other  human 
wants  and  needs.  Some  economists  and  others  argue  that  consumers 
decide  by  their  choices  in  the  maiketplacc  what  they  are  willing  to  pay  for 
the  amount  of  risk  they  are  willing  to  take,  and  that  the  Government  role 
should  be  limited  to  informing  consumers  of  the  risks  associated  with 
particular  products  (46).  This  assumes  that  those  who  make  the  purchases 
are  the  same  individuals  who  are  taking  the  risk  and  that  the  marketplace 
will  always  provide  the  less  hazardous  processes  and  products  so  that 
consumers  have  the  choice.  Neither  of  these  assumptions  is  valid. 

People  who  consume  teratogens  or  carcinogens  in  air  and  water  are 
often  not  the  same  people  who  purchase  the  products  of  the  processes  that 
contaminated  the  air  and  water.  Children  especially  are  not  usually  party 
to  decisions  about  purchase  of  much  of  their  food  (certainly  not  when  in 
utero  or  infancy),  their  cribs,  their  medicines,  or  the  vehicles  in  which  they 
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will  ride  even  if  they  could  be  taught  the  hazards  involved.  One  study  of 
people  in  car  crashes  estimates  that  80  percent  of  the  people  of  aU  ag^ 
injiued  as  drivers  and  passengers  were  not  the  original  purchasers  (50), 
and  certainly  the  pwiestrians  struck  by  motor  vehicles  had  no  say  m  the 
hardness  or  sh^pc  of  the  vehicle  surfaces  that  determined  the  seventy  of 

their  injuries.  ^  ^      .  ^  ,       .  . 

Nor  has  the  marketplace  always  responded  with  less  hazardous 
processes  and  products  even  in  the  face  of  known  consumer  demand.  For 
example,  air  bags  that  reduce  severe  and  fatal  injuries  m  frontal  car 
crashes  by  40  percent  were  developed  and  tested  in  the  1960*8  and  were 
available  for  production  in  the  early  I970's.  Edward  N.  Cole,  the  pnsidcnt 
of  General  Motors  at  the  time,  promised  them  on  aU  1975  General  Motors 
cars.  However,  they  were  only  offered  on  a  few  of  the  most  expensive 
Cadillacs,  OldsmobUes,  and  Buicks  in  1974-76  with  virtuaUy  no  advertis- 
ing of  their  availability.  Consumers  attempting  to  purchase  them  expen- 
en^  substantial  dealer  resistance  and  delays  in  delivery  (5i  ).  D«P»tc 
this,  about  10.000  air-bag-equipped  cars  were  sold  to  the  public  (U/50  had 
been  sold  to  private  fleets  previously),  mostly  in  1974.  FoUowmg  Cole  s 
retirement  in  that  year,  air-bag  production  was  phased  out- 
One  possible  reason  for  Cole's  interest  in  the  air  bag  was  markeung 
researcfabyGeneral  Motors  that  indicated  that  consumer  demand  for  the 
air  bag  would  be  high-  That  research  done  in  1971  did  not  come  to  public 
Ueht  imtil  1979-  New  car  buyers  were  shown  air  bags  and  automatic  belts 
incars.  film  showing  air  bags  and  belts  in  crash  tests,  and  favorable  and 
adverse  publicity  on  air  bags- The  study  states  that  .  ^  ^ 

fClonsumers  are  averwhcimingly  in  favor  of  some  kind  of  occupant 
restraint  system .  - .,  [are]  not  scared  off  the  Air  Cushion  concept  and 
that  the  Air  Cushion  Restraint  concept  is  a  viable  one  to  the 

consumers  After  seeing  prices  quoted,  which  were  higher  than 

those  which  respondents  expected,  and  had  a  slight  dampemng 
effect— the  Air  Cushion  still  maintained  half  of  all  preference 

votes  (emphasis  theirs)  (52).  •  .  - 

Why  Cole's  successors  ignored  that  study  and  phased  out  the  air  bag  is 
not  known  publicly  but  it  was  most  certainly  not  because  of  a  lack  of 
consumer  demand  for  increased  crash  protecuon.  General  Motore 
claimed  that  delays  in  offering  air  bags  were  because  of  an  alleged 
potential  hazard  to  out-of-position  children.  However,  examinaUon  of 
Shildrcn  that  were  standing  in  front  of  the  dash  or  sitting  on  midscat  arm 
rests  when  air  bags  deployed  in  crashes  revealed  far  less  injury  than  would 
be  expected  in  crashes  of  similar  severity  without  air  bags.  G^^^  Motore 
subscquenUy  announced  that  the  problems  of  out-of-position  children  had 
bcensolved,  but  later  announced  that  air  bags  would  not  be  offered  soon. 

Despite  the  evidence  that  those  who  process  or  produce  hazardous 
products  do  not  always  act  in  their  own  best  econoimc  interests,  there  is 
merit  to  the  argument  of  many  economists  that  Government  has  not 
considered  adequately  the  use  of  taxes,  fees,  or  other  econonuc  incentives 
for  use  of  less  hazardous  processes  and  pi^rcts  as  an  altemauve  or 
supplement  to  direct  regulation  (5J).  For  exar..ple,  the  Government  has 
required  vehicles  to  be  able  to  operate  on  unleaded  gasoline  but  some 
motorists  use  leaded  gasoline  in  their  new  cars,  destroying  antipoUuUon 


18 


equipment  and  continuing  to  emit  lead  from  their  exhausts,  because 
unleaded  gasoline  costs  more  than  leaded  gasoline.  Also,  the  depletion 
allowance  in  the  tax  code  encourages  the  use  of  newly  mined  lead  and 
other  toxic  materials  rather  than  their  recovery  and  reuse  in  ways  that 
would  not  be  as  harmful  as  their  release  as  waste  in  the  environment. 

Direct  regulation  of  processes  and  products  that  engage  large  numbers 
of  companies  or  local  governments  (as  in  waste  disposal)  often  meets  with 
the  same  kind  of  response  as  the  regulation  of  individual  behavior 
discussed  earlier.  Companies  and  local  governments  do  not  like  to  be 
inconvenienced  any  more  than  do  individuals.  In  many  cases  it  may  be 
more  effective  to  charge  a  tax  or  fee  for  disposal  of  wastes.  Such  fees 
would  be  prorated  so  that  the  economic  incentive  would  be  to  minimize 
use  and  disposal  of  hazardous  materials  rather  than  to  attempt  to  direct 
each  company  or  government  as  to  when,  where,  and  how  hazardous 
wastes  are  to  be  handled. 

To  the  extent  that  the  costs  of  alternatives  to  waste  disposal  vary  greatly 
among  waste  dischargers,  a  fee  or  tax  system  theoretically  would  be  more 
efTicient.  Those  whose  costs  would  be  less  to  treat  or  reuse  wastes  in 
nonhazardous  ways  would  do  so  rather  than  pay  the  fee.  Tliose  whose 
costs  would  be  very  high  would  choose  to  pay  the  fee  and  continue  to 
pollute  but,  if  the  fees  were  set  appropriately,  there  would  be  less  total 
pollution  at  much  less  cost  than  if  everyone  had  to  meet  the  same 
standard.  The  cost  of  governmental  monitoring  of  hazards  would  be  the 
same  in  a  direct  regulation  or  an  incentive  system  {53}. 

Whatever  the  strategy  adopted  to  minimize  hazards,  reduce  costs,  or 
both,  the  principle  that  the  consequences  should  be  studied  to  ensure  not 
only  that  the  strategy  is  woilcing  as  planned,  but  that  no  unanticipated 
harmful  "side  effects"  are  occurring,  bears  repeating.  A  direct  regulatory 
activity  or  an  incentive  system  that  sounds  workable  in  a  Congres'-ional 
hearing  will  not  necessarily  be  so  in  practice  (54). 


MAJOR  LAWS  AND  PRCK^RAMS 

Government  is  the  primary  social  mechanism  for  reducing  hazards  that 
are  inadequately  perceived  or  not  acted  on  by  the  public  and  that  are 
unprofitable  for  action  by  involved  companies,  without  governmental 
standards  or  incentives.  Those  who  object  to  the  Government's  role  in 
such  matters  often  do  so  on  the  grounds  that  it  abridges  human  freedoms, 
at  least  in  terms  of  use  of  resources,  and  takes  responsibility  for  matters 
that  people  should  look  after  themselves.  In  fact,  if  people  had  to  be 
knowledgeable  about  every  potential  environmental  hazard  and  had  to 
take  action  on  each  one,  they  would  have  little  or  no  freedom  to  do 
anything  else;  and,  as  noted  previously,  freedom  of  choice  is  often  not 
available,  especially  for  children. 

Processors  of  raw  materials,  and  designers  and  producers  of  products, 
could  avoid  some  regulations  and,  in  some  cases,  some  long-run  costs  in 
recalls,  litigation,  and  liability  awards,  if  they  would  pay  greater 
immediate  attention  to  the  possible  hazardous  ways  in  which  materials 
and  products  will  be  used  and  eventually  discarded.  Often  ai  no 
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additional  cost,  il  is  just  as  easy  to  make  a  product  soft  rather  than  hard; 
blunted  or  rounded  rather  than  sharp;  nonflanunable  or  slow-burning 
rather  than  quick-blazing;  chemically  inert  rather  than  toxic;  or  incapable 
of  b«ng  swallowed  by  a  chUd.  Where  modification  of  a  process  or  proi^uct 
does  involve  costs  that  would  put  a  company  at  a  contpcuuve  disadvan- 
tage, governmental  regulation  should  be  welcome  to  the  conscienuous 
executive  whose  rcUtive  advantage  would  be  the  same  if  all  similar 
businesses  had  to  meet  the  same  regulations  and  who  could  sleep  well  at 
nieht  in  the  knowledge  that  danger  had  been  reduced  or  avoided. 

To  many,  these  statements  may  be  self-evident,  but  in  an  era  of  anu- 
Govemment  and  antiregulation  hysteria  in  some  circles,  their  restatement 
is  in  order-  Part  of  the  problem  U  the  misperccption  that  Government  is 
ineffective.  Some  of  the  successes  of  Government  in  reducing  hazards  to 
health  arc  not  widely  known;  the  mention  of  a  few  should  illustrate  the 
point  Sanitation  standards  and  immunization  programs  of  Federal,  State, 
and  local  governments  virtually  eliminated  the  harm  done  by  many 
biological  agents  and  grcatiy  reduced  others.  Poisomngs  of  children  by 
druKand  household  products  regulated  by  the  Consumer  Product  Safety 
Commission  have  decreased  25-35  percent  in  association  with  regulauon, 
compared  to  a  20-perccnt  increase  in  ingestions  of  and  poisomngs  by  an 
unregulated  group  of  products  (55).  A  reduction  of  40  percent  in  cnb- 
related  iniurics  accompanied  the  Commission's  programs  and  regulations 
regarding  children's  cribs  (56).  Children's  falls  from  windows  in  multUevel 
^lin^  decreased  by  50  percent  when  New  York  City  required 
landlorS  to  install  devices  on  windows  that  make  it  difficiJt  for  young 
children  to  crawl  out  (57).  State  laws  requiring  instaUation  ofif^^^^i^u" 
cars  reduced  occupant  deaths  10-20  percent  in  the  early  1960  s,  and  the 
initial  Federal  Motor  Vehicle  Safety  Standards  for  cars  reduced  occupant 
deaths  an  additional  23  percent  (55)  and  all  severe  occupant  injun«  by 
25-30  percent  in  the  late  1960's  and  the  1970's  (59).  Unfortunately,  those 
standards  have  had  no  effect  on  pedestrian  deaths  (55).  Part  of  the  lack  of 
knowledge  of  the  effectiveness  of  recent  governmental  health  and  safety 
laws  and  regulations  is  that  they  have  been  phased  in  over  time  ^d,  when 
enough  time  has  passed,  the  outcomes  have  not  been  evaluated  on  the 
assuiSption  that  everything  is  all  right  because  a  law  was  passed  and 
regulations  were  promulgated. 

The  effects  of  laws  directed  to  the  control  of  teratogens  or  carcinogens 
are  not  easily  realized  because  of  the  difficulty  of  identifying  the  agents 
and  their  routes  of  exposure.  The  consequences  of  teratogens  may  not  be 
seen  for  months  or  years  and,  in  the  case  of  carcinogens,  the  delay 
between  exposures  and  manifestations  of  the  disease  can  be  many  ycaj^— 
complicating  both  the  specification  of  exposure  in  causation  or  lack  of 
exp<»ure  in  amelioration.  The  need  to  rely  on  mutagen  and  animal  studies 
leads  to  major  controversies  regarding  their  applicability  to  human 

^Num'tt^  Federal  laws  have  been  enacted  with  the  aim  of  reducing 
environmental  hazards,  particularly  within  the  past  15  y^^  The  laws 
vary  widely  in  the  specificity  of  tiie  hazards  to  be  reduced,  the  niethods  to 
be  used  to  reduce  them,  limits  on  the  authority  of  the  implementing 
agencies,  and  degree  of  consideration  of  costs  (60).  Some  of  the  major 
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laws  aispcd  jit  envuroninenta]  hazards  and  the  agencies  authorized  to 
impier.  r  :  >  -^m  are  listed  in  table  3.  In  a  survey  of  17  agencies 
under  ts:^  t'<vp<u«tioa  of  this  report,  a  question  was  asked  regarding 
need  t<:\  legislation.  None  of  the  agencies  claimed  to  need  new 

autbocii.^  v>  conibat  tiie  hazards  in  its  purview. 

Althoi'4$h  the  overall  thrust  of  the  cumulative  legislation  is  ambitious,  if 
not  exhaustive,  the  inherent  lack  of  a  priority  scheme  in  the  piecemeal 
approach  leads  again  to  the  question  of  whether  resources  are  being 
<^timally  or  even  reasonably  allocated  according  to  the  contribution  of 
given  hazards  to  disease  and  injury.  The  major  laws  directed  at  pollution 
of  air,  water,  and  land  contain  a  mixture  of  goals — reduction  of  hazards  to 
health,  protection  of  flora  and  fauna,  and  aesthetics.  Brown  haze  over 
cities,  brown  rivers,  and  cluttered  landscapes  are  evident  to  all  but  the 
most  insensitive  observers.  However,  the  degree  to  which  pollution  is 
observable  is  not  necessarily  indicative  of  its  hazard  to  human,  plant,  or 
animal  health.  Some  of  the  most  lethal  substances  are  coloriess,  odorless, 
and  tasteless  (6/).  Part  of  the  criticism  of  the  laws  in  question  is  that  too 
many  resources  are  being  exf>ended  to  achieve  aesthetically  pristine  air, 
water,  and  land  at  the  relative  neglect  of  health  hazards.  For  example,  the 
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cost  of  making  riven  odorless,  swimmable.  or  supportive  of  marine  life  in 
certain  areas  u  very  high  (54).  Achieving  these  more  easily  observable 
goals  may  be  poUticalty  appealing  but  it  docs  not  guarantee  that  drinking 
water  taken  from  these  sources  will  be  safe  even  after  currcnUy  used 
treatment  methods  are  applied.  Teratogenic  carcinogenic  and  otherwise 
hazardous  substances  may  remain  in  the  water  or  may  be  dumped  in 
places  where  human  exposure  is  increased. 

The  progression  of  new  legislation  and  amendments  to  the  old  reflects 
some  i^ization  of  such  problems.  Title  II  of  the  Resource  Conservation 
and  Recoveiy  Act  of  1976  spedfically  states  that  the  Oean  Air  Act  and 
the  Wal^  PoUttticm  Control  Act  resulted  in  increases  in  sc^d  wastes 
dumped  on  land.  The  Safe  Drinking  Water  Amendments  of  1977  direct 
the  Environmental  Protection  Agency  to  conduct  studies  of  chemical 
interactions  and  substances  in  drinking  water  that  are  suspected  terato- 
gens and  carcinogens. 

A  number  of  interagency  groups  have  been  formed  in  an  attempt  to 
establish  priorities,  clarify  policies,  and  coordinate  regulatory  activities — 
the  Presidential  Regulatory  Council,  the  Interagency  Regulatory  Liaison 
Croup,  the  Toxic  Substances  Strat^  Committee,  and  the  National 
Toxicology  Prognm.  The  Presidential  Regulatory  CouncU  recently  issued 
some  important  p^cy  statements  regarding  carcinogens:  (1)  Highest 
pribri^shbuld  be  given  to  substances  that  pose  higher  risk  and  to  which 
people  are  most  likety  to  be  exposed.  (2)  Special  populations  such  as 
children  should  be  considered.  (3)  Regulations  should  include  estimates  of 
reduction  of  risk  of  cancers  and  increases  or  decreases  in  other  t3rpes  of 
risks  that  would  result  from  the  regulations.  The  CounciI*s  report  also 
seeks  to  clarify  some  important  facts  regarding  cancers.  A  substance  that 
causes  cancer  in  y^^maU  or  is  mutagenic  is  very  likely  to  cause  cancer  in 
humans  even  though  the  route  or  amount  of  exposure  is  different.  Among 
known  carcinogens,  it  has  not  been  possible  to  establish  that  there  are 
absolutely  safe  levels  of  exposure.  However,  only  7  percent  of  some  7,000 
substances  tested  were  found  to  be  carcinogenic  even  in  large  doses,  which 
indicates  that  the  common  view  that  carcinogens  are  too  many  to  be 
controlled  is  not  Justified  by  the  facts  (62). 

Substantial  evidence  exists  that  children  have  not  been  given  adequate 
special  consideration  in  efforts  to  reduce  environmental  hazards.  This  lack 
has  been  noted  by  Dorothy  Kane:  "Not  much  is  known  about  the  quali^ 
of  air  at  or  near  ground  level  because  devices  used  to  measure  air 
concentrations  are  rarely  placed  at  the  heiglit  of  a  young  person's  face. 
However,  gravity  forces  many  of  the  heavier  and  often  more  toxic 
particles  to  the  ground  (or  floor)."(tf3)  Also,  because  of  the  breathing  rates 
of  children  at  rest  and  the  greater  activity  of  children,  *imdcr  comparable 
exposure,  children  apparently  inhale  two  to  three  times  as  much  of  a 
poOutant  per  unit  of  body  weight  as  do  adults.-(6^ 

Claims  have  been  made  that  known  carcinogens  such  as  chlorinated 
hydrocarbons  (which  have  been  found  in  breast  milk)  and  certain 
pesticides  can  be  removed  from  drinking  water  by  activated  charcoal 
filters  for  about  7  cents  per  month  per  person  served  (65).  If  that  is  true, 
and  even  if  the  cost  were  higher,  governments  with  jurisdictions  over  the 
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water  supplies  surely  would  have  the  support  of  their  constituents  in 
adopting  the  use  of  such  filtration  systems. 

If  a  tolerance  level  of  exposure  to  carcinogens  (and  teratogens)  cannot 
be  established*  the  notion  of  tolerance  levels  for  such  substances  used  by 
various  agencies  in  allowing  the  substances  in  food,  drinking  water,  or  air 
is  not  justified*  The  goal  should  be  to  eliminat't  exposure  to  teratogens  and 
carcinogens  in  these  media  as  well  as  hazards  to  reproductive  tissue  and 
the  fetus  in  workplaces,  and  the  means  of  reaching  the  goal  should  be 
under  constant  review.  One  recent  report  on  food  contaminants  states  that 
**there  is  no  requirement  for  review  of  an  action  level  once  it  is  established. 
Thus.  FDA  (Food  and  Drug  Administration)  is  under  no  pressure  to 
actively  seek  new  data  to  verify  the  &ppropriatcness  of  an  existing  action 
level/*(d6) 

For  years  Allen  V.  Kneese  and  colleagues  have  been  advocating  that 
^materials  balance**  accounting  would  reveal  the  extent  of  hazardous 
materials  in  the  environment  and  have  suggested  points  at  which  the  most 
effective  and  economically  efficient  controls  could  be  applied  (55»  67S8). 
Such  an  accounting  would  include  the  amounts  of  materials  extracted  that 
are  ha^ardous  or  made  hazardous  by  their  processing,  the  flow  of  the 
materials  through  the  economy,  the  amount  discharged  into  air,  water, 
and  on  land  at  each  stage  of  the  process  from  extraction  to  final  use,  and 
disposition  when  no  longer  used. 

Some  such  accounting  is  being  done;  for  example^  a  report  on  arsenic 
was  recently  released  (69)*  However,  that  report  noted  that  the  informa- 
tion is  incomplete  partly  because  there  is  only  one  domestic  producer* 
Present  law  does  not  require  reporting  if  there  are  three  or  fewer  producers 
of  a  substance,  supposedly  to  protect  companies  from  competitors  who 
might  gain  advantage  from  such  proprietary  information.  The  tracing  of 
hazardous  materials  in  the  economy  by  the  agencies  responsible  should  be 
accelerated,  and  the  highest  priority  shoxild  be  given  to  materials  that  are 
the  most  likely  to  be  teratogenic  carcinogenic,  or  otherwise  toxic  to 
children.  No  company  extracting,  processing,  or  selling  the  processed 
material  should  be  exempt  from  reportng  the  fate  of  such  materials  in  its 
hands. 

State  and  Federal  legislators  should  review  lists  of  materials  that  arc 
teratogenic  (//),  carcinogenic  (70),  or  otherwise  hazardous  to  children 
(7i),  and  ^stematically  review  the  tax  laws  for  points  at  which  changes 
would  provide  incentives  for  reduced  usage  and  disincentives  for 
increased  usage  of  such  materials.  Similarly,  the  laws  regarding  clean  air, 
water  pollution,  waste  disposal,  and  the  like,  should  be  reviewed  for  points 
at  which  economic  incentives  and  disincentives  could  be  used  to  reduce 
hazards.  Any  changes  in  the  laws  should  provide  for  fbUowup  assessment 
of  the  consequences  to  ensure  that  anticipated  effects  have  occurred  and 
that  unanticipated  adverse  consequences  have  not  occurred. 

Emphasis  on  the  neglect  of  problems  that  are  newly  found,  if  not  new, 
should  not  divert  attention  from  some  old  problems  that  have  not  been 
completely  solved.  The  1970  Census  found  diat  one  in  five  dwelling  units 
was  lacking  in  some  plumbing  facilities  (72).  In  an  affluent  society,  no 
child  should  have  to  live  in  a  home  without  potable  water  or  sanitary 
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waste  disposal  facilities.  Owners  of  dwelling  units  housing  children 
without  such  facilities  should  be  required  to  install  them.  Where  they 
cannot  afford  to  do  so.  Government  aid  should  be  provided  for  that 
purpose,  and  no  family  should  be  denied  rental  of  or  be  evicted  from  a 
dwelling  unit  by  landlords  to  avoid  the  requirement. 

The  hard  surfaces,  knobs,  and  sharp  or  pointed  edges  on  the  interiors 
and  exteriors  of  motor  vehicles,  and  on  bicycles,  stairs,  furniture,  toys, 
sports  equipment,  playground  equipment,  playground  surfaces,  and  the 
like,  are  common  sources  of  injury  to  children  {73}.  The  agencies  that 
have  been  designated  to  regulate  the  relevant  products  or  environments 
(such  as  the  National  Highway  Traffic  Safety  Administration,  the 
Consumer  Product  Safety  Commission,  and  Federal,  State,  and  local 
recreation  agencies)  should  consider  adoption  of  child  impact  perform- 
ance standards  for  surfaces  that  arc  frequently  involved  in  injury  to 
children.  Such  standards  should  be  based  on  the  best  estimates  of  a 
margin  of  safety  in  managing  the  forces  involved  in  child  impacts  and  on 
knowledge  of  C-*.  degree  to  which  the  severity  of  the  impacts  can  be 
reduced  by  modii^ing  relevant  surfaces. 

Persons  less  than  18  years  of  age  are  prohibited  by  law  from  sigmng 
contracts,  voting,  and  playing  pinball  machines;  yet  persons  considered 
too  immature  for  such  activities  are  ticensed  to  operate  vehicles  that  so 
commonly  kill  and  maim.  Drivers  less  then  18  years  old  are  involved  in 
more  than  4,000  fatal  motor  vehicle  crashes  each  year.  Driver  education 
courses  in  high  schools  have  been  found  to  contribute  substantially  to  that 
toll  because  16-17-year-olds  who  take  driver  education  in  high  school  are 
licensed  to  drive  earlier  than  they  would  be  otherwise,  but  high  school 
driver  education  does  not  reduce  fatal  crashes  per  licensed  driver  (74).  In 
Connecticut,  when  driver  educauon  was  eliminated  from  nine  school 
districts,  75  percent  of  those  students  who  would  have  been  licensed  at  16 
or  17  after  taking  the  high  school  course  did  not  obtain  licenses  until  they 
were  18  or  older.  There  were  substantial  reductions  in  severe  crash 
involvement  of  16-17-year-olds  per  population  of  that  age  from  those 
districts  compared  to  little  change  in  districts  that  retained  the  course  (75). 
If  the  age  of  licensure  were  raised  to  18,  high  school  driver  education 
would  have  no  adverse  effect.  However,  without  an  18-year-old  licensing 
age.  Federal,  State,  and  local  taxpayers  are  being  charged  for  a  school 
program  that  increases  the  risk  that  they  and  their  children  will  be  injured 
by  a  16-17-year-old  driver.  State  Governments  should  consider  raising  the 
age  of  licensure  to  18,  and  the  Federal  Government  should  consider 
prohibition  of  use  of  Federal  funds  for  driver  education  programs  in 
States  where  drivers  arc  licensed  before  their  18th  birthday. 

The  age  of  maturity  is  not  the  only  factor  associated  with  risk  to 
children's  health  that  is  inconsistenly  treated  in  law.  Alcohol  and  cigarette 
use  contributes  to  damage  to  the  himian  fetus,  cancer,  and  to  various 
types  of  injuries.  Alcohol  is  frequently  involved  in  almost  every  type  of 
injury,  including  homicide  and  suicide,  and  smoking  is  associated  with 
fires  that  often  kill  or  severely  disable  and  disfigure  children.  Substantial 
proportions  of  young  people  who  use  these  substances  will  become 
addicted  to  them.  Government  prohibits  advertising  of  cigarettes  and 
distilled  spirits  on  television.  Yet  children  are  concimonly  exposed  to 
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advertUang  of  alcohol  and  tobacco  in  magazines*  newspapers,  and  on 
billboards.  In  such  advertising,  alcohol  use  and  smoking  are  pictured  as 
glamorous  and  sophisticated  activities  that  are  an  integral  part  of  the  good 
life.  The  Federal  and  State  Governments  should  consider  the  prohibition 
of  advertising  of  alcohol  and  tobacco  in  media  that  are  distributed  in  their 
jurisdictions. 

Laws  uniformly  prohibit  homicide  but  only  a  few  jurisdictions  have 
significant  laws  to  reduce  the  use  and/or  lethality  of  the  weapons  used  to 
kill.  The  most  commonly  used  weapons  in  homicides  are  handguns;  they 
are  used  ofken  in  suicides  (9)  and  are  a  frequent  source  of  unintentional 
injury  (table  1 ).  Many  of  the  intentional  acts  are  committed  in  moments  of 
temporary  anger  or  depression  and  will  not  be  repeated.  The  lethality  of 
the  act  is  as  much  or  more  a  result  of  the  lethality  of  the  weapon  as  it  is  the 
intent  of  the  user.  As  identified  in  the  options  analysis  earlier  in  this  paper, 
a  number  of  ways  can  be  employed  at  various  levels  of  Government  to 
reduce  the  availability  and  use  of  handguns  and  the  lethality  of  the 
ammunition. 

Tlie  kinetic  energy  of  motor  vehicles  and  their  occupants  increases 
exponentially  as  speeds  increase.  High  speeds  increase  both  the  likelihood 
of  crashes  and  the  severity  of  injuries  in  crashes.  The  55-milc-per-hour 
speed  limit,  adopted  in  1974  to  save  fuel  rather  than  for  increased  safety, 
resulted  in  about  5*000  total  fewer  deaths  annually  (75),  and  deaths  of 
children  were  reduced  proportioxudly  (from  15,757  in  1973  to  12,914  in 
1975.  partly  due  to  the  speed  limit  and  partly  to  vehicle  safety  standards). 
However,  vehicles  have  long  been  and  continue  to  be  manufactured  with 
speed  capabilities  far  in  excess  of  even  the  limits  before  the  55-mile-per- 
hour  law.  Not  surprisingly,  vehicles  capable  of  such  speeds  are  often 
driven  at  speeds  above  the  legal  limit.  A  policy  more  logically  consistent 
and  effective  than  speed-law  enforcement  would  prohibit  the  manufacture 
of  vehicles  (other  than  emergency  vehicles)  that  are  capable  of  speeds 
above  60  miles  per  hour  under  standardized  test  conditions  on  level  road 
surfaces.  Such  a  standard  would  not  only  reduce  death  and  injuries,  but 
would  conserve  fuel  as  well. 

It  is  unlikely  that  information  available  to  legislators,  the  regulatory 
agencies,  the  regulated  industries,  or  other  groups  will  ever  be  so  precise 
that  the  exact  change  in  risk  that  would  result  from  a  change  in  law  or 
regulations  would  be  known  in  advance.  This  is  particularly  true  when 
there  are  multiple  sources  of  a  hazardous  substance  such  as  lead  (77).  The 
process  of  establishing  standards  for  environmental  risks  will  continue  to 
be  a  political  process  in  which  parties  with  various  interests  will  support  or 
oppose  particular  actions  based  on  less  than  perfect  information. 
Nevertheless,  as  noted  in  the  earlier  discussion  of  current  causes  of  deaths, 
diseases,  and  injuries  to  children,  the  environmental  conditions  that  lead 
to  children's  deaths  and  disabilities  are  becoming  increasingly  well  known. 
That  information,  coupled  with  the  earlier  stated  principles  of  the  type  of 
actions  that  are  likely  to  be  effective  and  publicly  acceptable,  gives 
substantial  guidance  to  governmental  and  private  attempts  to  reduce 
environmental  hazards. 

The  adequacy  of  health  and  safety  laws  depends  as  much  on  the 
continued  support  of  the  legislators  and  Government  executives  when  the 
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laws  arc  enforced  as  it  4oes  on  the  content  of  the  laws.  Laws  are 
necessarily  vague  in  some  respecu.  It  is  not  possible  for  legislators  and 
their  staffs  to  be  expert  in  every  facet  of  the  issues  they  must  legislate.  The 
wisdom  of  a  law  such  as  the  National  Traffic  and  Motor  Vehicle  Safety 
Act  of  1966  is  that  it  refrains  from  specifying  that  particular  equipment 
must  be  used  on  motor  vehicles  and  directs  the  Secretary  of  TiunsporU- 
tion  to  set  performance  standards  to  reduce  death  and  injury.  For 
example,  a  performance  standard  for  brakes  would  specify  that  a  car  must 
stop  within  a  certain  distance  when  brakes  arc  applied  at  a  certain  speed 
but  would  not  specify  the  type  of  brakes.  Thus,  the  manufacturers  are  free 
to  meet  the  standards  using  a  variety  of  technologies,  including  new  and 
perhaps  less  costly  or  more  efficient  technologies  as  they  become 
available,  without  the  necessity  of  changing  the  law.  Substantial  contro- 
versy remains  over  whether  or  not  standards  are  too  stringent  or  are  ahead 
of  effective  and  efficient  technology,  but  the  Congress  and  the  public  are 
usually  better  served  when  the  Congress  provides  for  performance  rather 
than  design  or  equipment  standards. 

The  problem  with  Federal  agencies  authorized  to  implement  legislation 
is  usually  not  that  they  are  too  aggressive  in  health  and  safety  regulation; 
often  they  have  been  less  aggressive  than  the  situation  warranted.  One 
critic  has  claimed  that  23  of  the  27  cases  where  carcinogens  were  regulated 
by  the  Federal  Government  from  1967  to  1977  resulted  from  petition  or 
lawsuit  by  public  interest  groups,  labor  unions,  environmental  groups,  and 
the  like,  rather  than  from  within  the  relevant  agencies  (7»). 

Part  of  the  governmental  health  and  safety  agencies'  slowness  to  act  is 
the  fear  of  reversal  of  regulations,  budget  cuts,  and  other  sanctions  from 
legislators  and  elected  executives  when  constituents  complain  that 
regulations  are  restricting  their  freedoms,  hurting  their  businesses,  causing 
unemployment,  or  causing  greater  energy  use.  There  arc  occasions  when 
some  such  effects  occur  but  the  arguments  are  more  often  used  when  other 
factors— lack  of  consideration  of  freedom  lost  by  the  dead  and  disabled, 
mismanagement,  recession,  failure  to  conserve  energy— are  the  real  issues. 
In  its  recent  action  to  weaken  requirements  to  increase  automatic  crash 
protection  in  cars  by  allowing  purchasers  freedom  to  choose  nonautomat- 
ic  restraint  systems,  the  Congress  failed  to  consider  the  research  that 
found  that  80  percent  of  the  car  occupants  killed  arc  not  party  to  the 
choice  of  original  equipment  (50).  Barry  Commoner  has  observed  that 
unemployment  is  considered  a  natural  consequence  of  innovations  that 
make  industries  obsolete  but  is  viewed  as  more  of  an  evil  when  a  health  or 
safety  regulation  results  in  a  change  that  puts  some  people  out  of  work. 
Much  of  such  unemployment  is  temporary  and  the  new  jobs  created  in 
industries  providing  pollution  control  equipment,  safety  innovations,  etc., 
are  seldom  considered  in  the  argument. 

The  steel  industry  has  argued  that  pollution  abatement  earned  too  great 
a  cost  in  energy  but  the  Environmental  Protection  Agency  (EPA)  found 
that  the  estimates  were  "greaUy  exaggerated  because  they  are  based  on  the 
most  energy-intensive  control  techniques  and  do  not  consider^  the 
recycling  of  energy  now  wasted  in  heat  and  combustible  gases."(79) 
Another  EPA  study  found  that  a  15-pcrcent  recovery  of  soUd  wastes  and 
use  of  burned  solid  wastes  as  a  source  of  energy  would  result  in  a  net 
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reduction  in  a  number  of  significant  environment^  pollutants  and  energy 
conservation  as  well  {SO).  For  decades^  the  automobUe  industry  carried  on 
a  horsepower  race«  with  its  enormous  waste  of  fuel  (in  addition  to  the 
human  damage  both  from  high  speeds  and  emissions  of  pollutants),  and 
now  argues  a^inst  pollution  standards  because  of  slightly  lower  ga:; 
mileage  associated  with  antipollution  technology.  The  generation  and 
release  of  energy  most  often  increases  hazards;  the  conservation  of  energy 
in  most  respects  is  likely  lo  increase  the  health  and  safety  of  our  children 
and  ourselves.  Too  often  facts  such  as  these  are  ignored  in  the  heat  of 
debate  on  health,  economics,  and  energy. 

Recent  years  have  seen  substantial  movement  toward  the  reduction  of 
environmental  hazards  to  children  as  more  has  been  learned  about  those 
hazards.  This  pa|>er  has  indicated  many  additional  options  for  further 
reductions  of  known  hazards.  However,  the  achievement  of  those 
reductions  will  require  increasing  vigilance  by  those  concerned  for 
children'^s  health  and  safe^  as  economic  and  energy  crises  deflect 
attention  and  resources  from  health  and  safety  issues. 

SUMMARY 

Most  childhood  deaths  are  environmental  in  origin  and  most  environ- 
ments are  subject  to  ameliorative  changes*  Inadequate  ^socioeconomic  and 
medical  environments  that  affect  neonatal  deaths;  mechanical,  thermal 
and  other  forms  of  energy  that  kill  by  injury;  teratogens  and  carcinogens 
that  cause  birth  defects  and  malignant  neoplasms  all  can  be  controlled* 

The  options  available  to  prevent  harmful  interactions  of  children  with 
environmental  hazards  range  widely,  including  banning  use  of  certain 
materials  or  products,  modifying  the  materials  or  products  in  ways  that 
make  ^hem  less  hazardous,  separating  children  in  time  or  space  from 
hazardous  agents,  placing  nonhazardous  material  between  children  and 
hazardous  agents,  and  strengthening  children's  resistance  to  some  agents* 

Complete  understanding  of  all  of  the  causes  of  an  injury  or  disease  is 
not  necessary  for  amelioration.  Many  hazardous  agents  can  be  removed 
or  their  harmful  effects  reduced  by  available  options  without  understand* 
ing  of  the  entire  harmful  process* 

Ameliorative  attempts  can  sometimes  be  ineffective  or  harmful  and 
must  be  studied  as  vigorously  as  the  causes  of  the  disease  or  injury  in 
question*  The  effectiveness  of  an  ameUorative  strategy  must  be  judged  not 
only  on  its  theoretical  or  laboratory  effectiveness  but  on  its  effectiveness 
in  use.  Strategies  thai  woiic  automatically  with  no  action  required  by  the 
child  or  family  are  usually  more  effective  in  practice  than  strategies 
requiring  individual  actions*  Ameliorative  strategies  that  require  frequent, 
inconvenient^  or  uncomfortable  actions  of  people  are  not  only  less  often 
effective  but  sometimes  create  backlash  against  ameliorative  efforts 
generally. 

Minimizing  costs  of  ameliorative  efforts  is  desirable  but  uncertainty  in 
assessing  costs  and  expressing  the  value  of  life  and  limb  in  dollar  terms,  as 
is  done  in  cost— benefit  analyses,  can  lead  to  inhumane  decisions. 
Although  individuals,  private  companies,  and  governments  do  not  always 
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act  in  ways  that  r^^TiimW^  their  costs,  economic  incentives  such  as  taxes  or 
fees  may  be  more  effective  and  efficient  than  direct  regulation  when 
banning  a  hazard  is  unfeasible. 

ChOdxen  have  not  been  given  adequate  special  consideration  in  efforts 
to  reduce  environmental  hazards.  The  special  characteristics  of  children 
that  make  their  exposures  different  from  adults,  and  the  environmental 
sources  of  those  h?*^»-^g.  must  be  considered  in  Government  and  private 
health  and  safety  programs  if  the  consequences  of  the  hazards  are  to  be 
reduced. 

Arguments  that  govenmiental  programs  and  regulations  do  not  work  or 
are  incompatible  with  personal  freedoms  or  econoinic  and  energy  goals 
arc  frequently  based  on  false  premises  or  inadequate  information. 
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NUTRmON  EDUCATION  AND 

INFORMATION 


by 

Johanna  Dwyer,  D*Sc- 


THE  FOR  NUTRITION  EDUCATION 

New  Faces  of  Malnutritioa  in  American  Children  Today^ 


New  types  of  malnutrition  arc  evident  in  American  children  today. 
Inadequate  diet  is  less  of  a  problem  than  it  used  to  be,  i^^iile  inappropriate 
diet  and  makiutrition  secondary  to  disease  continue  to  be  troublesome  (/^ 

Starvation,  undernutrition,  and  most  of  the  classical  vitamin  and 
mineral  deficiencies  (with  the  exception  of  iron  deficiency  anemia  and 
insufficient  intake  of  fluoride)  are  less  common  among  children  today 
than  th^  were  in  the  past.  When  they  do  occur,  they  appear  in  milder 
forms  than  previously*  They  are  most  common  among  children  from  low- 
income  minori^  groups  (3%  among  other  families  (especially  if  poverty  is 
coupled  with  low  social  or  educational  status  that  further  predisposes 
them  to  dietary  inadequacy),  and  among  children  who  suffer  from 
diseases  that  have  secondary  efifects  on  nutritional  status  (especially  when 
these  diseases  have  not  been  diagnosed  or  adequately  treated).  In  general, 
infants,  very  young  preschool  children,  and  adolescents  during  the  growth 
5^urt  are  at  greater  risk  than  other  children  (4—6). 

In  contrast  the  prevalence  of  nutritional  problems  related  to  ovemutri- 
tion,  imbalances,  and  excesses  of  food  intake  appears  to  be  on  the  upswing 
(7^  S),  EMetary  imbalances  with  respect  to  total  fat,  saturated  fat, 
cholesterol^  sodium,  and  energy  are  widespread  in  most  income  and  ethnic 
groups  in  mid-  and  later  childhood  and  adolescence,  and  sometimes  even 
in  the  preschool  years.  Excessive  energy  intakes  coupled  with  low-energy 
ou^uts  frequentfy  result  in^  obesity.  Also,  adequate  or  even  excessive 
energy  intakes  are  frequently  combined  with  inadequate  intakes  of 
protective  nutrients,  such  as  iron  and  vitamins  A  and  C,  among  some 


^AMOCtftte  ProfcMor,  Department  of  Medicine  juid  Cotnin unity  Hea!tiu  and  Director  Frances  Stem 
Notrition  Center.  Tufl»-New  England  Medical  Center,  Boston*  Mais. 

^or  a  more  ^g^suw  dsscnssion  of  maternal  and  child  nutrition  status  in  tbe  United  States,  see  Barry  M. 
t  in  tics  volume. 
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c^iildren.  Less  frequently,  toxicities  occur  as  a  result  of  excessive  doses  of 
vitamin  or  mineral  supplements  g?ven  to  young  infants  or  taken  by 

adolescents.  . 

Other  dietary  problems  are  now  recognized  to  exist  in  addition  to  those 
related  to  inadequate,  imbalanced,  or  excessive  intakes,  and  tiiese 
problems  increase  risks  of  certain  diseases  or  conditions  (9).  Such 
phenomena  include  allergies,  intolerances  and  hypersensitivities,  food 
intoxication,  feeding  problems,  emotional  and  behavioral  problems 
related  to  food  and  eating,  and  (among  adolescents)  alcohol  abuse. 
Furthermore,  dietary  insufficiency,  imbalance,  and  excess  along  with 
other  hereditary  and  environmental  factors  are  associated  with  such 
conditions  as  certain  types  of  poor  mental  development,  obesity,  dental 
caries,  and  some  of  the  chronic  d^enerative  diseases  such  as  atherosclero- 
sis and  hypertension.  These  various  risk  factors  are  active  even  m 
childhood  in  inHuencing  the  likelihood  of  developing  disease.  Parents  may 
not  know  or  may  fail  to  foUow  health  promotion  and  disease  prevention 
strategies  that  involve  diet  or  other  measures  (S). 

Our  success  in  keeping  some  children  alive  who  formerly  died  of 
prematurity,  severe  malformations  of  the  gastrointestinal  tract,  diabetes, 
cystic  fibrosis  of  the  pancreas,  and  the  like  has  also  changed  current 
patterns  of  malnutrition.  It  has  increased  the  danger  of  malnutrition 
s^ndary  to  disease  unless  such  children  receive  the  special  nutritional 
support  or  therapy  they  need.  Often  children  afflicted  with  diseai>es  such 
as  some  forms  of  cancer  can  now  be  prevented  from  developing  additional 
complications  due  to  malnutrition  by  appropriate  nutritional  naeasures. 
Yet  failures  to  identify  or  meet  some  children's  needs  for  special  diets, 
foods,  and  health  assistance  are  still  quite  common. 

Finally,  alterations  in  the  social  environments  in  which  children  hve 
have  also*  given  rise  to  changes  in  malnutrition  (/O,  //).  Some  of  these 
problems  are  caused  by  children  themselves  selecting  inappropriate  food. 
Othen.  arc  due  to  lack  of  time  for  parents  or  pressures  on  parents,  such  as 
those  that  occur  in  many  single-parent  famiHes  or  in  famihes  m  which 
both  parents  work.  Lack  of  supervision  of  children's  diets  may  mcrease 
the  risk  of  some  forms  of  malnutrition. 

These  various  problems  are  summarized  in  table  I. 

Types  of  ChildreD  and  Their  Needs:  Socioeconomic  and 
Medical  Classifications  of  Those  With  Special  ProWems 

Even  within  a  specific  age  group,  diet-  and  nutrition-related  needs  are 
far  from  homogeneous.  Further  cat«^orization  by  social  and  medical 
characteristics  allows  for  greater  specificity  with  respect  to  the  need  for 
nutrition  education  (see  table  1). 

The  first  group  comprises  normal,  healthy  children  whose  parents 
require  only  routine  dietary  advice  and  anticipatory  guidance  on  the 
specific  needs  of  the  child  according  to  his  age  and  developmental  stage. 

The  second  comprises  those  with  special  needs  that  arise  from 
socioeconomic  and  geographical  causes.  Income,  ethnicity,  and  other 
factors  such  as  special  dietary  practices  that  diverge  from  sociocultural 
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norms,  geographical  isolation,  or  migratory  patterns  require  special 
attention,  for  the  children  of  such  families  are  at  greater  risk  of 
malnutrition  than  others.  These  include  the  children  of  migrants,  non- 
English-speaking  parents.  Southeast  Asian  refugees,  native  Americaiis, 
and  residents  of  American  possessions  and  trust  territories-  Also  deserving 
mention  9tc  children  whose  families  have  unusual  eating  habits  and  those 
from  families  who  live  on  limited  resources  in  unfamiliar  environments 
such  as  the  children  of  some  American  mihtary  service  personnel 
stationed  around  the  world.  All  children  in  these  groups  are  likely  to  have 
special  needs  for  dietary  counseling  and  education. 

A  third  group  of  infants  and  children  comprises  those  who  have  special 
dietary  needs  due  to  specific  physiological  events  or  problems.  This  group 
includes  premature  or  "small-for-dates"  infants,  pregnant  adolescents, 
adolescents  during  the  growth  spurt,  and  children  and  youths  of  all  ages 
who  are  obese  as  well  as  those  who  are  undergoing  catchup  growth  during 
recovery  from  severe  disease,  injury,  or  malnutrition.  (These  latter  may 
also  have  other  problems  that  fall  into  the  following  category.) 

A  fourth  group  of  children  with  special  needs  comprises  those  who  are 
at  risk  of  malnutrition  secondary  to  disease.  They  may  need  therapeutic 
diets  or  very  detailed  and  specific  nutritional  counseling  and  support 
because  of  disease,  handicaps,  or  other  conditions  including  parental 
inadequacy,  alcoholism,  and  nc^ect.  Diseases  requiring  special  diets  and 
counseling  include  some  forms  of  cancer,  heart  disease,  diabetes  meUitus, 
juvenile  hypertension,  renal  disease,  malabsorption,  mental  retardation, 
obesity,  and  iron  deficiency  anemia.  Pregnant  adolescent  girls  and  others 
who  have  become  dependent  upon  drugs  or  alcohol  also  require  sp)ecial 
dietary  advice.  Adolescents  who  have  children  often  need  advice  for 
themselves  as  well  as  their  offspring. 

Children  from  affluent,  highly  educated,  and  stable  families,  particular- 
ly if  they  live  in  areas  where  access  to  health  services  is  good,  are  more 
likely  to  receive  care  than  are  those  whose  families  are  f>oorer,  less  well 
educated,  less  stable,  and  of  minority  ethnic  groups  especially  if  they  live 
in  areas  where  health  services  are  poorly  developed.  Although  the  severe 
and  acute  problems  the  children  from  affluent  famihes  suffer  from  are 
usually  diagnosed  and  treated,  more  subtle  problems  often  fail  to  be 
recognized.  In  general,  these  diet-related  health  problems  presently  are 
not  dealt  with  as  easily  or  as  well  as  those  difficulties  arising  from 
malnutrition  among  the  poor. 


Fiuictioiial  Classificatioiis  of  ChUd  Nutrition  Tweeds 

Common  nutrition-related  needs  of  children  can  also  be  classified 
functionally  on  the  basis  of  the  source  of  the  child's  difficulties  or 
problems  (12,  13).  These  are  simmiarized  as  follows: 

•  Problems  in  the  child's  environment 

•  Child-rearing  and  home-management-related  problems 

•  Behavioral-emotional-Ieaming  problems 
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m  ProUems  associated  with  ignorance  of  general  health  mfbrmation 
and  education 

•  Problenis  due  to  lade  of  routine^  diet*rdated  counsding 

m  Problems  rdated  to  temporary  deviations  frcnn  normal  growth 
and  development 

•  Problems  related  to  stress  and  short-term  transient  conditions 

•  Nutriticm  management  problems  related  to  pl^sical  and  mental 
handicaps  or  long-term  fllness 

^  Multii^  problems  that  belong  in  one  or  more  of  the  above 
categOTies 

Examples  of  nutrition-related  problems  of  children  are  given  in  the 
following  list.  These  problems  are  classified  according  to  the  difficulties  in 
functioning  involved  with  the  problem  and  are  listed  according  to  their 
increasing  order  of  complexity  and  the  increased  clinical  expertise  that  is 
usually  required  to  deal  with  the  problem.  (That  is,  problems  in  the  child*s 
envircmment  are  relatively  sinsple  to  deal  with,  but  multiple  problems  such 
as  those  experienced  by  a  poor,  out-of-wedlock,  pregnant,  teenage  girl 
with  diabetes  are  very  complex.) 

(1)  Environmental 

m  Physical  problems  <^  the  home 
«  Cultural 

•  Community 

— La^  of  lesources 
— Use  of  resources 

(2)  Child  rearing  and  home  management 
m  Tnadecpiate  provision  for  child  care 

^  Poor  management  of  money,  life,  food,  clothing,  and  house* 
hold  goods 

(3)  Behavioral-emotional-Ieaming 

m  Bdiavioral  and  emotional  problems  with  food  intake  and 
practices 

•  Alcohol,  drug  abuse 

m  Retarded  learning  affecting  food  intake  or  practices 
.  C^)  General  health  information  or  education  lack 
m  No  source  of  referral  for  health  information 

•  No  motivation  for  carrying  out  preventive  or  health  promo- 
tion measures 

•  Lack  of  age-specific  anticipatory  guidance 

(5)  Disordered  or  inadequate  growth  and  development  due  to  lack 
of  anticipatory  guidance  and  supportive  counseling  appropriate 
forage 

•  Infants,  0-12  months 
m  Preschoolers,  1— S  years 

»  Schcml-agechildrai,  6-12  years 
m  Teenagers,  13— 19  years 

•  Parents  or  responsible  adults 

(6)  Temporaiy  deviations  in  growdi  and  develofmient 
9  Inadequate  or  poor  psych<riogicalde\'elopnient 

•  hiappfopriate  or  inadequate  food  intake 
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(7)  Short  term  and  trft*T5**-**  tHTM*gwe  or  cnnditjons 

•  Acute  illness  and  singery 

«  Adolescent  pregnancy  and  lactatkm 

•  Disniption  of  home  2uid  food  management 

(8)  Physical  difficulties  involving  long-term  iUness 

•  Neurology  neurosensory,  muscular,  orthc^^edic,  or  mental 
retardatiott 

•  Chronic  difficulties  of  the  gastrointestinal  tract 

•  CSmmic  cardiovascular  blood  and  renal  disease 

«  Metabolic  difficulties 

•  Dental  caries 
«  Allergies 

•  Obesity 

•  Anemia   

(9)  Maltq>le  and  involved  problems,  including  one  or  more  of  items 
1  through  8 

•  Juvenile  pregnancy 
«  Prematurity 

•  Very  low  birth  iR^ight 

•  SmaB  for  dates 
«  Krth  defects 

•  Inborn  errors  of  metabolism 

•  Child  abuse  or  n^  A 

•  Alcohol  or  drug  abuse 

Nntridon  Edocatkm  Needs  of  ChiWren  and  Their  Parents 

F^tfents  today  report  that  they  have  persistent  problems  with  children's 
diets  (14,  15y.  Although  they  wish  to  improve  their  own  and  thor 
children's  health  tliroi^  changes  in  diet  and  other  health-related 
practices  that  arc  prevention  oriented,  barriers  to  their  doing  so  include 
Sw  hirfx  costs  of  health  care,  inflation,  lack  of  trustworthy  dietary 
information,  competing  concerns  for  resources,  drains  on  resourc^  by 
more  pressing  problems,  denial  of  nutritional  problems,  and  the  stigma 
associated  with  such  problems  as  obesity  or  misuse  of  alcohol  (i5)- 
Nevertheless,  American  parents  are  interested  and  concerned  about 
health,  open  to  discussion  with  their  children,  worried  about  many  dietary 
issues,  and  realize  that  some  constitute  health  hazards.  Therefore,  they  are 
likely  to  be  rec^tive  to  in^provcd  nutrition  education,  counseling,  and 
nutrition  support  services.  In  the  foUowing  section,  some  of  the  nutritioa- 
education-related  issues  are  summarized  for  each  group.  Additional 
sources  that  «q>lore  the  nutritional  and  health  needs  of  various  groups  are 
availat^  (/^20).  Groi^  of  children  with  special  socioeconoimc  or 
medical  characteristics  or  those  exhibit  functional  problems  often 
require  additiooal  attention  directed  spedticaXfy  at  their  special  problems. 

Nntritkm  Edocatioa  Related  to  Infants  and  Their  Modiers 

To  reduce  the  prevalence  of  adverse  conditions  such  as  diet-related 
causes  of  fetal  malnutrition,  low-birth-weight  infants,  and  infants  bom 
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with  birth  defects,  comprehensive  health  care  for  all  pregnant  women  and 
those  who  are  likely  to  become  pregnant  should  include  dietary  advice. 

The  additional  nutritional  needs  imposed  by  pregnancy  and  needed 
adjustments  in  quantities  and  quality  of  food  are  not  necessarily  obvious 
to  pregnant  women,  and  guidance  in  food  selection  is  therefore  warranted. 
Iron  supplements  of  3O-60  mg  per  day  are  now  routinely  recommended, 
and  certain  women  with  special  needs  may  also  require  supplementation 
with  folic  acid  or  other  micronutrients  in  addition  to  dietary  advice.  As 
pregnancy  progresses,  frequent  dietary  advice  is  often  necessary  to  avoid  ^ 
inadequate  or  excessive  weight  gains.  Counseling  on  breast  feeding  is  also 
best  begun  during  the  pr^nancy. 

Some  pregnant  women  require  additional  nutrition-related  interven- 
tions, including  extensive  nutrition  counseling,  provision  of  food  assis- 
tance, or  help  with  food  and  money  management.  Although  the  provision 
of  adequate  food,  appropriate  counseling,  and  education  about  diet  can 
help  to  lessen  the  risks  of  adverse  outcomes  at  birth,  in  most  cases  other 
obstetric  and  medical  measures  are  necessary.  Therefore,  nutrition 
services  are  best  provided  in  the  context  of  a  health  services  system. 

One  form  of  low  birth  weight  or  smallness  for  dates  is  associated, 
among  other  factors,  with  low  weight  of  the  mother  before  pregnancy  and 
poor  weight  gain  during  pregnancy.  Pregnant  adolescents,  low-income 
blacks,  and  some  of  the  other  minority  groups  are  more  likely  to  become 
pregnant  while  in  poor  health  and  p>oor  nutritional  condition  and  thus  are 
in  particular  ne^  of  attention.  Alcohol  abuse  is  also  associated  with 
smallness  for  dates.  Lack  of  health  care  and  lack  of  dietary  counseling  for 
women  who  suffer  from  certain  forms  of  diabetes,  inborn  errors  of 
metabolism,  hyp  -rtension,  or  kidney  or  heart  disease  ar<r  also  associated 
with  poor  pregnar-y  outcomes,  often  including  low  birdi  weight.  The 
hazards  to  fetal  health  imposed  by  these  diseases  can  be  lessened  by  health 
and  nutritional  guidance.  Appropriate  diet  can  also  reduce  the  incidence 
of  birth  defects  arising  from  fetal  alcohol  syndrome  and  certain  inborn 
errors  of  metabolism,  such  as  phenylketonuria  and  a  rare  type  of 
congenital  hypothyroidism  arising  from  extreme  maternal  iodine  deficien- 
cy. Appropriate  infant  feeding  and  diet  after  birth  can  prevent  additional 
complications  that  arise  in  some  infants  who  are  bom  with  special 
nutrition-related  problems.  Other  preventable  causes  of  low  birth  weiglht 
and  smallness  for  dates  are  unrelated  to  nutrition  but  yield  to  obstetric 
and  medical  interventions.  What  is  known  now  must  be  applied  by  all  of 
these  means  to  prevent  poor  outcomes,  and  more  effective  ways  must  be 
found  to  treat  those  with  poor  outcomes  that  cannot  be  prevented  now. 

Adequate  diet  for  satisfactory  growth  and  development  is  crucial  during 
the  first  year  after  birth.  Human  milk  is  the  ideal  infant  food,  and  unless 
there  are  special  problems,  breast  feeding  is  recommended,  with  no  other 
foods  introduced  until  4—6  months  of  age.  Lactating  women  also  need 
dietary  advice  to  ensure  that  their  diets  are  appropriate.  If  the  infant  is  not 
breast  fed,  some  type  of  heat-treated  milk  or  commercially  prepared 
formula  and  appropriate  supplements  constitute  the  infant's  staple  food 
until  4-6  months  of  age.  Nutritional  imbalances  and  excesses,  and 
unhygienically  prepared  foods  must  be  avoided  in  infant  diets  to  promote 
health  and  prevent  diet-related  risks  for  disease.  AH  women  with  newly 


bom  infants  need  advice  on  breast-  or  bottle-feeding  techniques,  appropri- 
ate types  and  amounts  of  foods  and  supplements,  and  monitoring  infant 
growth  and  weight  gains.  r  -  <•    *  * 

fAany  complications  can  be  prevented  through  case-finding  of  mfants  at 
hi^  rbk  so  that  parents  can  be  furnished  with  appropriate  dietary 
nSdance.  For  example,  the  most  common  aUergy-causing  food  m  mfan^ 
&  milk  provided  in  an  inappropriate  form.  By  avoiding  whole  or  skim  milk 
and  other  potentially  allergenic  foo^  until  6  months  of  age  by  breast 
feeding  or  using  heat-treated  milk  or  formulas,  some  potential  cases  of 
allergies  due  to  the  proteins  in  milk  can  be  prevented.  Lactose  mtolerances 
are  most  commonly  due  to  prematurity,  infectious  disease  or  other 
gastrointestinal  problems,  and  more  rarely,  hereditary  deficiencies  or 
Intolerances  affecting  certain  ethnic  groups.  Anticipatory  guidance  re- 
garding the  use  of  sp^siU  foods  low  in  lactose  for  infants  who  are  suffering 
or  recovering  from  gastrointestinal  infections  or  afRicted  with  food 
allergies  and  special  precautions  to  avoid  high-Uctosc  intake  for  infants  of 
families  with  a  history  of  lactose  intolerance  can  prevent  problems  from 
arising.  Similarly,  breast  milk  or  other  low-fat  foods  can  prevent  problems 
of  the  fat  intolerance  commonly  seen  in  premature  and  small-for-dates 
infants  fed  hi^-fat  foods.  The  parents  of  hig;h-risk  infants  need  special 
help  concerning  nutrition  regardless  of  their  incomes.  Those  who  are  poor 
as  wcU  have  a  particular  need  for  attention  because  of  the  other  diet- 
related  problems  that  often  also  beset  them.  However,  affluent  mothers  of 
premature  and  small-for-dates  infants  may  also  require  special  counseling 
because  of  their  infants'  needs  for  specif  nutrition  measures. 

By  4-6  months  of  age  the  normal  infant  needs  more  iron  in  the  diet, 
which  is  provided  in  fortified  cereal,  fortified  formula,  iron  supplements, 
and  other  iron-rich  foods  such  as  pureed  red  meats  introduced  later  m  the 
first  year  of  life.  The  infant  also  needs  fluoride  either  from  fluoridated 
water  or  from  another  source  such  as  a  fluoride  supplement.  However, 
fluoride  intake  must  not  be  excessiv  If  supplements  are  used  they  must 
be  adjusted  for  the  age  of  the  infant  and  the  fluoride  content  of  the  water 
supply  Overfeeding  or  overeating  on  the  part  of  the  baby  must  also  be 
prevented  through  counseUng  in  food  selection,  monitoring  weight  gain, 
and  adjusting  food  intakes  to  energy  needs  before  excessive  weight  gam 

The  special  needs  of  infants  in  low-income  families  or  families  with 
special  social  and  cultural  characteristics  require  dietary  guidance  tailored 
to  the  economic  realities  and  food  habits  of  the  family.  Failure  to  meet 
these  needs  because  of  a  lack  of  advice  or  inappropriate  advice  results  in 
health  and  nutritional  problems,  which  may  then  require  expensive 
interventions.  ^      ,  ^  , 

Infants  may  fail  to  thrive  because  of  diseases  that  have  not  been 
diagnosed  or  because  they  arc  not  properly  cared  for,  are  abused,  or  are 
simply  not  fed.  Dietary  treatment  is  necessary  but  is  usuaUy  insufTicient 
by  Itself  to  deal  with  such  conditions  or  to  prevent  their  recurrence. 
Families  with  such  histories  need  medical  help  before  theu-  children 

develop  problems.  .  .1  

Coimseling  is  also  required  for  the  necessary  gradual  transition  to  the 
family  diets  during  and  after  weaning  the  infant  from  the  breast  or  bottle. 
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This  begins  at  about  6  months  of  age  by  the  gradual  introduction  of  solids 
with  appropriate  texture,  consistency*  and  nonallergenic  characteristics. 
Those  responsible  for  infant  care  need  to  be  aware  of  the  risk  of  dental 
caries  if  staple  foods  are  high  in  fermentable  carbohydrates.  They  should 
be  advised  to  reduce  the  risks  of  dental  caries  from  fermentable 
carbohydrates  by  keeping  children  from  falling  asleep  with  botdes  still  in 
their  mouths  and  by  a  gradual  weaning  from  the  bottle,  as  well  as  avoiding 
the  use  of  sugar  in  baby  foods.  In  late  infancy,  infants  should  be 
encouraged  to  feed  thexnselvc:^.  Parents  should  also  be  counseled  regard- 
ing possible  physiological  anorexia  in  late  infancy,  which  often  occtirs  as 
growth  and,  hence,  appetite  declines.  Poor  a|>f>etites  are  also  associated 
with  teething  and  illness,  and  parents  need  guidance  on  appropriate^  steps 
to  take  to  minimize  risks  to  nutritional  status  from  these  causes* 

Nutrition  EdocatkMi  and  Preschool  Children 

Ideally  the  preschool  child^s  physical  and  social  environment  should 
support  emotional,  intellectual,  and  motor  skill  development.  Parents 
must  distinguish  between  expressions  of  real  nutritional  need  and  other 
needs  that  are  sometimes  expressed  as  nutritional  needs.  They  often 
require  advice  on  how  to  express  their  own  feelings  toward  the  child  other 
than  through  the  use  of  food  alone. 

Parents  also  need  to  imderstand  that  the  normal  preschooler's  striving 
for  greater  independence  often  includes  temporary  refusals  to  eat,  food 
JagSt  and  dawdling.  Healthy  attitudes  toward  food  can  be  fostered,  and 
parents  should  not  become  unduly  concerned  about  fluctuations  in  food 
intakes  or  use  counterproductive  measures  such  as  forcing,  coaxing,  or 
nagging. 

The  preschool  child's  parents  play  a  powerful  role  in  ensuring  that 
nutrition  is  an  enhancing  factor  during  the  preschool  p>eriod.  There  are  a 
number  of  positive  steps  they  can  take  to  do  this.  First,  they  can  ensure 
that  levels  of  physical  activity  and  rest  in  the  child^s  daily  life  are  sufficient 
to  maintain  a  good  appetite  and  normal  growth.  Second,  the  parents  can 
provide  nutritious  food  in  the  home  and  see  to  it  that  it  is  provided  in 
other  settings  in  which  the  child  eats,  such  as  preschool  and  nursery 
school.  Third,  they  can  teach  the  child  to  choose  ai^d  eat  nutritious  food 
by  emphasizing  nutrition  in  meal  and  snack  planning  and  by  discussing  it 
with  the  child.  Fourth,  they  can  begin  to  help  the  child  to  distinguish 
between  reliable  sources  of  guidance  on  food  choice  and  strictly 
promotional  messages.  Fifth,  they  can  foster  appropriate  eating  behaviors 
by  acting  as  role  models  and  by  providing  suitabl  !:ating  experiences. 
Sixth,  parents  can  handle  struggles  over  food  in  su^  a  manner  to  avoid 
the  development  of  feeding  problems.  Seventh,  they  can  begin  inculcating 
habits  of  eating  in  moderation  and  avoiding  food  waste  and  excess. 

Several  special  problems  that  may  arise  in  the  diets  of  preschool 
children  are  common  enough  to  deserve  special  mention.  Particular 
emphasis  in  diet  planning  must  be  directed  toward  iron  because  it  is  low  in 
the  diets  of  many  preschoolers.  Whole  milk  and  other  iron-poor  high- 
energy  foods  such  as  baked  goods,  candies,  and  soft  drinks  should  be 
offered  in  moderation.  Skim  or  2  percent  milk  can  be  substituted  for 
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whole  miWy  and  foods  rich  in  iron  should  be  increased,  such  as  red  meats, 
poultry,  and  fortified,  enriched,  or  whole  grain  cereal  products.  Fluoride  is 
another  common  dietary  deficiency  among  preschoolers.  If  they  do  not 
drink  fluoridated  water,  fluoride  drops  or  supplements  are  recommended. 
In  addition  to  good  oral  hygiene  and  frequent  visits  to  the  dentists,  caries 
prevention  requires  moderation  in  the  consumption  of  sticky  candies, 
confections,  and  other  foods,  especially  between  meals.  Such  foods 
contribute  little  nutritional  value  other  than  energy  to  the  diet,  and  if  they 
are  given  in  excess  for  rewards  or  as  signs  of  love,  the  child  may  equate 
sweetness  with  goodness;  hardly  sound  nutrition  education. 

Excessive  weight  gain  requires  monitoring  of  growth  status  and 
modification  of  diet  and  exercise  patterns.  Experts  do  not  agree  on  the 
routine  alteration  of  diets  of  preschool  children  who  exhibit  predisposi- 
tions for  acquired  hyperlipoproteinemias  or  high  blood  pressure  unless 
other  evidence  of  overt  disease  exists,  although  the  possibility  of  harm 
from  such  dietary  modifications  appears  to  be  slight  if  they  are  supervised 
by  a  physician  and  ongoing  health  care  is  provided  simultaneously. 

School- Age  Chikiren 

Parents  continue  to  play  a  pivotal  role  in  the  nutrition  education  of 
children  in  the  school  years.  First,  it  is  up  to  them  to  provide  good 
examples  and  guidance  that  will  instill  positive  attitudes  about  food  and 
healthfiil  eating  habits.  These  include  regular  eating  patterns  and  wise 
choices  of  foods  for  snacks,  as  well  as  providing  meals  that  carry  their  fair 
share  of  nutrients,  moderating  the  use  of  foods  (espeoally  sweets)  for 
rewards,  ensuring  that  conditions  at  home  encourage  the  child  to  eat 
breakfast,  and  helping  the  child  to  become  a  sophisticated  and  responsible 
food  consumer.  Second,  parents  can  enhance  child  nutrition  by  establish- 
ing consistent  guidelines  that  are  followed  in  managing  the  child's  food 
intake.  Guidelines  include  letting  the  child  know  what  foods  are 
considered  desirable  for  him  to  eat  at  meals  and  snacks  within  the  home 
and  similar  principles  governing  away-from-home  eating.  In  coping  with 
the  child's  food  dislikes,  a  considerate  but  conservative  attitude  that  stops 
short  of  the  parent  becoming  a  short-order  cook  is  advisable.  A  fair,  op>en- 
minded,  and  accommodating  attitude  toward  the  child's  preferences  for 
favorite  foods  in  meal  planning  is  helpful,  but  it  must  be  tempered  by 
judgment  in  acceding  to  the  child's  requests  for  foods  that  the  parent  does 
not  want  the  child  to  have.  Parents  also  need  to  lay  down  general 
guidelines  to  help  the  child  develop  necessary  social  skills  cormected  with 
food  and  eating,  such  as  the  rudiments  of  adult  table  maimers, 
entertaining  guests,  and  assisting  with  food-related  chores.  A  third  major 
way  in  which  parents  can  enhance  child  nutritional  status  is  to  promote 
eating  and  physical  activity  habits  that  foster  normal  body  fitness  within 
the  entire  family.  Measures  include  furnishing  role  models  of  moderation 
in  food  intake,  a  physically  active  life,  and  maintenance  of  body  weight  at 
normal  levels.  Parents  need  to  take  steps  to  ensure  that  the  child  engages 
in  vigorous  daily  physical  activity  on  a  year-round  basis  and  to  help  the 
child  practice  non-food-oriented  forms  of  emotional  release.  Food  should 
be  used  primarily  for  relieving  hunger  rather  than  for  emotional  purposes. 
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such  as  rewards,  punishment,  pacification,  or  as  the  major  means  for 
expressing  affection. 

A  fourth  item  on  the  parental  nutrition  education  agenda  is  to  ensure 
that  children'^s  diets  arc  adequate  and  balanced.  Although  growth  during 
childhood  is  slow  and  steady,  nutritional  needs  are  greater  in  proportion 
to  body  weight  in  childhood  than  in  adulthood,  and  therefore  dietary 
quality  is  important  for  children.  In  planning  menus  for  furnishing  a 
wholesome  and  nutritious  diet  to  the  school-age  child,  intakes  of  iron  and 
vitamins  A  and  C  deserve  attention.  Food  sources  rich  in  these  nutrients 
are  few  in  nimiber  and  are  not  usually  preferred  by  most  children^  and 
therefore  they  tend  to  be  the  **problem'"  nutrients.  Food  guides  are  helpful 
here.  They  stress  inclusion  of  good  sources  of  iron  such  as  red  meat^ 
poultry,  and  some  fishes  as  well  as  iron-fortified,  enriched,  or  whole-grain 
breads  and  cereals,  the  dai!-:  green,  leafy  and  Jeep  yellow  vegetables, 
which  are  good  soiu-ces  of  vitamin  A,  and  citrus  and  other  fruits  and 
vegetables  that  are  good  sources  of  vitamin  C,  Most  children  receive  a 
higher  proportion  of  the  protective  nutrients  from  regular  meals  than  from 
usual  choices  of  snacks.  Therefore,  children  who  eat  regular  meals  are 
more  likely  to  have  healthful  diets  than  are  those  whose  eating  patterns 
are  more  sporadic.  In  addition,  small  children  should  not  be  subjected  to 
long  periods  of  time  without  food,  and  therefore  skipping  meals  or 
substituting  snacks  for  breakfast  and  Ixmch  is  not  advisable*  When 
excessive  intakes  of  foods  that  are  high  in  calories  and  low  in  protective 
nutrients  (such  as  vitamins  and  minerals)  are  a  problem,  the  solution  is  to 
restrict  availabili^  of  these  foods  within  the  house  and  to  teach  children 
more  appropriate  choices.  The  wise  choice  of  snacks  from  the  standpoint::> 
of  energy  intakes,  overall  diet  quali^,  and  the  prevention  of  dental  caries 
should  be  stressed.  It  is  also  up  to  the  parents  to  ensure  that  family  diets 
provide  moderate  amounts  of  energy,  total  fat,  saturated  fat,  sodium,  and 
cholesterol  so  that  excesses  and  imbalances  of  these  food  constituents  do 
not  occur.  Imbalances  of  fat  and  sodium  are  present  in  many  children's 
diets.  Moderate  downward  modifications  pose  no  known  health  risks  and 
may  be  of  positive  health  benefit. 

Fifth,  parents  need  to  take  steps  if  excessive  fatness  or  obesity  has 
become  a  problem  for  the  child.  Working  with  a  physician,  the  parents 
should  take  measures  to  increase  the  child^s  physical  activity  while  slightly 
damping  energy  intakes,  which  will  permit  the  child  to  grow  normally 
while  losing  fat.  Childhood  obesity  is  more  likely  to  be  due  to  low-energy 
outputs  than  high-energy  intakes.  Even  in  the  school  years,  obesity  has 
adverse  effects  upon  child  health  and  development.  Therefore,  even  if  it 
cannot  be  eliminated,  efforts  to  reduce  its  severity  are  desirable.  However, 
in  children  the  goal  is  fat  ioss,  not  necessarily  weight  loss.  This  pemuts  the 
child  to  **grow  into  his  fatness"  rather  than  stimting  his  growth  by  very 
restrictive  dietary  measures. 

Childhood  obesity  can  largely  be  avoided  if  parents  and  their  children 
are  assisted  in  developing  food  habits  that  balance  food  intake  with  energy 
outpat  and  therefore  maintain  normal  body  fatness.  However,  nutrition 
advice  ViHlI  be  of  little  use  unless  food  is  available  in  moderation,  the  child 
leads  a  physically  vigorous  life,  and  food  is  not  used  exc^sssivcly  for 
emotional  purposes,  Lx)w  calories,  nutritious  items  in  place  of  higher 
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calorie  items  in  the  child's  diet,  and  avoiding  the  excessive  use  of  foods  for 
emotional  purposes  are  useful  steps  in  this  direction. 

The  special  needs  of  certain  groups  of  children  as  described  previously 
among  preschool  children  continue  during  the  school  y^.  Obesity  is 
probably  the  most  common  problem.  Poor  growth  due  to  diet  or  illness  is 
klso  present  in  some  groups,  especiaUy  low-income  minority  group 
children.  As  the  chUd  grows  older,  he  begins  to  eat  more  of  his  meals 
outside  the  home.  Parental  control  over  diet  becomes  more  tenuous  and 
thus  the  child  must  assume  greater  responsibility,  especially  if  a  therapeu- 
tic diet  is  indicated.  For  this  reason,  dietary  counseUng  for  the  child  who 
must  adhere  to  a  therapeutic  regimen  requires  parucipauon  of  toe  chiia 
and  steps  to  help  make  the  larger  environment  conducive  to  adherence 
rather  than  concentrating  solely  on  the  parents  and  the  home. 

It  is  also  important  to  adjust  Government-sponsored  meal  programs  tor 
chUdren  with  special  needs  so  that  they  are  not  exposed  to  discrimination 
or  ridicule  because  their  families'  incomes  or  their  own  specific  social  or 
physiological  characteristics  differ  from  those  of  their  peers 

Niitrition  Educatkm  Needs  of  Adolescents 

The  pubertal  growth  spurt  is  a  period  of  growth  exceeded  in  intensity 
only  by  that  of  the  fetus  and  the  infant.  Significant  increases  in  almost 
every  nutrient  are  needed  for  sustaining  rapid  growth  rates  and  larger 
body  size.   For  this  reason   alone  specific  information  and  dietary 
education  are  needed  for  adolescents  during  the  period  of  their  most  rapid 
growth.  Special  attention  also  needs  to  be  paid  to  mtak«  of  uon, 
Specially  among  adolescer  t  girls.  Moreover,  it  is  important  for  adoles- 
cent to  understond  the  growth  process  so  that  they  will  not  become 
unduly  alarmed  by  the  pace,  timing,  and  temporary  deviations  m  size  that 
occur  as  puberty  begins.  Ideal  weight-for-height  tables  are  of  htile  help  in 
iudging  whether  the  growth  of  individual  adolescents  durmg  the  ye^  of 
maSmum  growth  is  appropriate  because  they  represent  averag^  based  on 
age  rather  toan  on  physiological  maturity,  and  the  Uimng  of  toe  pubertal 
^owto  spurt  varies  widely  by  chronological  age.  More  specific  gmdance 
from  a  healto  professional  is  toerefore  needed  so  that  appropriate  ^owto 
is  maintained.  Undemuuition  wito       ,  cct  to  energy  is  rare  in  adoles- 
cence, while  obesity  is  relatively  common.  If  excessive  wei^t  gam  occi^ 
in   toe  prepuberty  period,  obesity  control  measures  should  include 
moderate  reductions  in  energy  intakes  and  stepped  up  physical  activity. 
Severe  dietary  restriction  accompanied  by  weight  loss  is  not  advisable 
except  in  cases  of  morbid  obesity,  as  it  may  restrict  Unear  growto.  Thus,  a 
more  conservative  goal  is  to  maintain  or  only  slighdy  decrease  weight 
while  allowing  growth  in  height  and  lean  tissue  to  continue  A  year  or  two 
after  the  pulSrtal  growth  spurt,  toose  wito  excessive  body  weight  may 
again  need  dietary  counseling,  and  at  tois  point  weight  loss  can  be 
encouraged  witoout  danger  to  growto  or  healto. 

Dieian^  imbalances  are  also  relatively  common  among  adolescents  and 
are  exacerbated  in  some  cases  by  irregular  food  habits  and  an  excessive 
intake  of  snacks  and  fast  foods  at  toe  expense  of  regular  meals.  Teenagers 
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often  eat  large  amounts  of  food  between  meals  that  has  fewer  protective 
nutrients  and  more  sugar,  starch,  and  energy  than  food  at  regular  meals. 
These  dietary  habits,  taken  together,  pose  risks  of  dental  caries  and 
obesity  as  well  as  shortfalls  in  some  of  the  protective  nutrients.  In 
addition,  these  habits  tend  to  result  in  intakes  high  in  total  fat,  saturated 
fat,  cholesterol,  and  sodium.  Moderation  is  important  in  the  intake  of  food 
high  in  these  constituents  esp>ecially  by  those  who  are  known  to  be  at  risk 
for  obesity,  hyperlipidemia,  or  high  blood  pressure.  All  teenagers  can  be 
helped  to  select  snacks  and  foods  away  from  home  that  meet  their  overall 
nutrient  needs  while  avoiding  excess. 

As  children  begin  adolescence,  they  are  de|>endent  upon  their  parents 
for  their  dietary  needs.  By  the  end  of  adolescence,  they  are  largely 
independent.  Parents  have  the  difTlcuIt  task  of  helping  adolescents  to 
assume  greater  responsibility  for  their  own  nutrition  and  health  while 
ensuring  that  dietary  essentials  for  growth  are  met.  Several  steps  are 
helpful  in  achieving  these  goals.  First,  parents  and  teachers  must  provide 
adolescents  with  the  assistance  they  need  to  understand  their  nutrient 
needs  and  how  to  meet  them  as  their  needs  change  with  growth. 
Enormous  increases  in  body  composition  and  nutrient  stores  must  be 
achieved  during  adolescence,  and  these  must  come  from  food.  Nutrient 
needs  vary  during  the  period  from  10  to  20  years,  owing  to  the  differing 
demands  imposed  by  the  various  phases  of  growth.  Increases  in  nutrient 
needs  associated  with  growth  are  especially  high  during  pubescence  (the 
period  up  to  the  attainment  of  sexual  maturity).  During  later  adolescence, 
needs  for  nutrients  stay  high  to  maintain  the  new  tissues  and  physiological 
functions  resulting  from  growth.  Adolescents  of  the  same  calendar  age 
have  very  different  nutrient  needs  because  time  of  maturation  varies  both 
between  males  and  females  (males  exi>eriencing  the  growth  spurt  about  2 
years  later  on  the  average  than  females)  and  between  early  and  later 
maturers  of  the  same  sex. 

Second,  parents  can  help  adolescents  adopt  and  maintain  healthy 
dietary  habits.  To  do  this,  it  is  important  to  ensiu^e  that  energy  needs  as 
well  as  intakes  of  protective  nutrients  are  satisfactory.  The  **basic-four*^ 
food  guide  adopted  for  teenagers  is  helpful  for  this  purpose,  but  special 
emphasis  needs  to  be  placed  on  food  choices  that  are  high  in  iron  and 
calcium  because  teenagers'  intakes  are  often  low  in  these  nutrients. 
EWetaxy  advice  should  also  include  moderation  in  intakes  of  foods  high  in 
energy  and  low  in  protective  nutrients. 

Third,  parents  need  to  work  with  adolescents  to  find  ways  to  eat  that 
fulfill  their  own  individual  needs,  philosophies,  and  wants  without  doing 
violence  to  their  nutritional  status.  Adolescent  preferences  for  frequent 
snacks  and  **mini'*  meals  and  the  unconventional  meals  they  sometimes 
eat  are  no  cause  for  concern  if  these  preferences  are  included  in  teenagers* 
daily  nutrition  plans. 

Fourth,  parents  can  help  adolescents  to  identify  and  alter  eating  habits 
that  are  not  conducive  to  good  nutritional  status.  The  problems  that  may 
be  involved  are  several,  including  longstanding  poor  dietary  intakes, 
irregular  and  unplanned  food  intakes,  and  excessive  intakes  of  high- 
calorie,  low^nutrient  density  foods.  Intakes  of  total  fat,  saturated  fat. 
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sugar  and  cholesterol  may  also  be  excessive  and  should  be  lowered.  Some 
adolescents  have  low  intakes  of  dietary  fiber,  and  increasmg  mtakes  can 
ensure  laxation  if  constipation  is  a  problem- 

In  summary,  the  Dietary  Guidelines,  which  were  recenUy  released  by 
the  U  S.  Department  of  Agriculture  and  the  Department  of  Health  and 
Human  Services,  furnish  a  good  guide  for  achieving  more  appropriate 
dietary  balance.  Other  points  specific  to  the  needs  and  wants  of 
adolescents  also  need  emphasis,  however.  Reliance  on  vitamin  pills  rather 
than  foods  to  ensure  nutritional  adequacy  needs  to  be  deemphasized. 
Extreme  versions  of  alternative  lifestyle  diets  such  as  vegan-vegetanan 
diets,  which  provide  little  or  no  animal  foods,  especially  when  they  ^e 
coupled  with  "health,"  "natural,"  and  "organic"  food  diets,  are  to  be 
avoided-  A  number  of  dietary  treatments  of  unproved  therapeutic  uUbiy 
for  acne,  hyperactivity,  and  depression  are  popular.  The  use  of  vitamin 
pills,  mineral  supplements,  or  special  diets  has  not  been  demonstrated  to 
be  beneficial  in  alleviating  these  conditions,  and  they  are  better  dealt  with 
by  other  measures.  Alcohol  use  is  best  avoided  entirely,  or  at  the  least 
until  late  adolescence,  and  alcohol  abuse  should  be  avoided  at  all  ages. 
Discussions  with  adolescents  on  the  uses  and  abuses  of  alcohol  are 
sometimes  avoided  by  parents,  seemingly  out  of  fear  that  the  very  meution 
of  alcohol  will  in  itself  lead  to  excessive  consumption-  Some  teenagers 
develop  drinking  habits  that  predispose  them  to  alcohol  abuse  simply  out 
of  ignorance,  and  therefore  frank  discussions  are  in  order.  T^nagers 
shoiSd  be  taught  that  they  need  not  drink  at  all,  but  that  if  they  do,  they 
must  drink  sensibly,  using  alcohol  in  moderation  along  with  food, 
drinking  slowly  to  dilute  the  dose,  avoiding  solo  drinking  for  emotional 
reasons,  and  eschewing  any  alcohol  consumption  when  driving- 

A  fifth  step  parents  can  take  to  enhance  nutritional  status  is  to  help 
tecnacers  to  keep  their  weights  at  appropriate  levels  or  to  alter  dieir 
weights  if  necessary  to  achieve  better  health  status.  The  teenager  may  have 
unr^listic  notions  of  body  image  and  physique  that  need  correction. 
Parents  can  also  provide  support  and  positive  role  models  to  encourage 
adolescents  to  take  responsibility  for  maintaining  healthful  dietary  habits 
and  weight  levels.  The  keys  to  obesity  prevention  include  monitoring  ot 
fatiiess  Satus,  moderation  in  dietary  habits,  a  physically  active  life,  and 
provision  of  psychological  support  from  parents  and  peere.  If  obesity  is 
present,  parents  can  help  the  adolescent  determine  if,  when,  and  what 

action  is  called  for. 

Some  adolescents  need  special  dietary  advice.  Among  them  are  ttie 
obese  (particularly  females  in  low-income  groups),  the  very  lean,  those 
who  diet  excessively,  the  very  poor,  those  who  are  living  independently, 
those  who  are  known  to  have  deficiency  diseases  or  to  abready  exhibit  diet- 
reiated  risk  factors  for  chronic  degenerative  diseases,  pregnant  gurls,  those 
on  alternative  diets  (e.g.,  vegan,  vegetarian,  health,  natural,  and  orgamc 
food  diets),  and  adolescent  parents,  especiaUy  if  they  are  poor  or  members 
of  minority,  ethnic,  or  social  groups.  Adolescents  who  suffer  from  diseas^ 
or  conditions  that  require  therapeutic  diets  or  who  are  on  self-determined 
diets  for  ti-eatment  of  acne  or  other  conditions  are  also  especially  m  need 
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of  help,  finally*  pregnant  teenagers  need  nutritional  assistance.  Their 
energy  needs  are  elevated,  as  are  their  other  nutrient  needs.  ^ 


NUTRmON  EDUCATION  PROGRAMS 

Remarkable  progress  has  been  made  over  the  past  decade  in  alleviating 
pov^ty-related  malnutrition  in  children.  Only  a  decade  ago,  in  a  time  of 
relative  affluence  and  low  food  prices,  these  fbrms  of  child  malnutrition 
were  far  more  common  among  children  from  low-income  families  than 
they  are  today  (2/-2<9).  The  exubemnt  proliferation  of  categorical 
programs  instituted  by  the  social  l^;islation  of  the  1960's  and  early  1970*5 
provided  food  and  hesdth  services  and  did  a  great  deal  to  ensure  that  all 
children  received  enough  to  eat.  However,  these  programs  have  not  dealt 
as  effectively  with  problems  associated  with  nutrition  education,  excessive 
food  intake,  or  fostering  healthful  food  habits  when  sufficient  food  is 
available.  Coordination  among  programs  has  also  been  poor.  Their 
faihngs  in  these  latter  areas  need  to  be  corrected,  but  these  shortcomings 
do  not  justify  the  elimination  of  food  and  health  programs.  It  is  naive  to 
assume  that  freestanding  nutrition  education  programs  will  be  the  remedy. 
Categorical  food  programs  and  nutrition  education  programs  are  not 
substitutes  for  each  other,  because  they  deal  with  a  different  set  of 
nutrition-related  problems.  The  adverse  effects  of  even  small  shifts  in  the 
availabQity  of  food  and  health  services  on  child  health  even  in  the  face  of 
nutrition  education  has  been  well  demonstrated  (25, 26),  Therefore  a  more 
sensible  alternative  is  to  strengthen  nutrition  education  components  of 
these  programs. 


The  Role  of  NutritiOD  Educatioo  and  Infonnatioti 

Much  faulty  nutrition  and  resulting  ill  health  are  due  to  inadequate 
knowledge,  attitudes,  or  practices  regarding  nutrition  rather  than  to  the 
unavailability  of  necessary  foods  or  inherent  medical  probi<;ms.  For  these 
problems,  nutrition  education  is  useful,  but  usually  it  must  be  coupled 
with  efforts  to  modify  the  social,  economic,  food,  and  health-related 
aspects  of  the  environment.  When  there  is  a  shortage  of  food  or  iHneffs  is 
present,  the  need  for  nutrition  education  is  even  more  pronounced.  When 
specific  food,  health,  education,  and  welfare  programs  for  c^iildren  exist, 
nutrition  education  components  within  them  are  needed  to  supplement 
and  enhance  their  efifectiveness.  Nutrition  education  contributes  to  the 
efficient  and  effective  delivery  of  other  social  services  as  well  and 
stimulates  individuals  to  act  50 1  that  such  services  can  have  m^-irim^iTn 
effects.  When  general  v^elfare  services  are  mwirrtiil,  nutrition  education 
and  information  services  are  even  more  important,  because  without  them 
even  a  child's  basic  needs  for  food  to  mitintain  good  health  may  be 
misunderstood  or  given  low  priority  by  uninformed  parents  or  care 
providers.  However,  nutrition  education  is  best  thought  of  as  a  supple- 
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ment  to,  rather  than  a  substitute  for,  other  food,  health,  education,  and 
welfare  programs. 


Purposes  of  Nutritkm  EducatioDi  for  Cliil«lren 

To  inform  means  to  provide  information  without  attempting  to  change 
attitudes  and  practices.  To  educate  means  to  inform  and  also  change 
attitudes  and  practices.  Although  controversy  exists  over  whether  the 
appropriate  goal  of  Government-sponsored  programs  of  this  nature  for 
adults  should  be  to  inform  or  to  educate,  there  is  more  conscnsiis  that 
nutrition  education  is  appropriate  for  chUdren,  especiaUy  if  the  formal 
education  system  or  health-related  systems  are  involved  m  its  dehvery. 

VariatioDS  in  Nutrition  Education  Programs 

Programs  in  nutrition  education  and  related  areas  vary  in  a  number  of 
ways  First,  the  type  of  chUd  who  is  covered  varies.  Some  programs  are 
open  to  all  children  of  a  specific  age.  Others  are  restricted  to  specific 
groups,  such  as  children  from  low-income  families  or  those  with  otiier 
physical  or  social  characteristics  that  put  them  at  special  nutritional  nsk. 
Additional  criteria  for  ehgibility  also  exist  for  some  prpgnjns.  Other 
programs  aim  not  at  reaching  the  chUd  directiy  but  at  training  profession- 
als, paraprofessionals,  or  others  such  as  parents  who  m  turn  indirectiy 

influence  the  child.  .  -  .    «      i^-u  ■  ^u-^ 

Second,  the  programs  differ  on  the  site  m  which  the  child  is  reached. 
These  include  the  home,  day  care  center,  school,  a  health  care  setting, 
other  locations  outside  the  home,  or  a  child  care  institution. 

Third,  the  programs  can  be  classified  by  their  predominant  purpose. 
Such  a  classification  includes  programs  devoted  solely  to  nutrition 
education,  those  in  which  nutrition  education  is  a  component  or 
supportive  service  in  a  larger  program,  the  production  of  pubU^tions  or 
ma^mcdia  efforts,  those  devoted  to  the  training  of  persons  who  will  in 
turn  provide  nutrition  services  to  children,  nutrition  education,  research 
orograms,  and  nutrition  advertising,  or  labeling  projects. 
"  .^urth,  programs  differ  in  their  major  emphases,  themes,  or  topics.  In 
one  recent  study  (29)  emphases  among  programs  vaned  from  consider- 
ations of  diet  and  health  and  basic  nutrition  through  a  large  variety  of 
food-related  topics  including  food  storage,  safety,  preparation,  and 
handling.  In  another  study,  themes  among  programs  were  found  to  vary 
from  an  emphasis  on  general  nutrition  or  diets  to  deficiencies  and  diseases 
to  primary  emphasis  on  health  services.^  Unfortunately,  a  common 
classification  scheme  was  not  used  by  the  different  investigators  m  any  of 
the  maior  surveys  that  have  been  done,  and  therefore,  information  on 
program  content  is  stiU  fragmentary  (29,  JO).^  The  basic  problem  is  that 
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various  Federal  agencies  define  nutrition  differently.  Therefore,  without 
additional  descriptive  information*  it  is  very  difficult  to  determine  what  is 
meant  by  the  term  **nutrition  education**  as  it  is  used  in  any  given  context. 

Fedml  Nutrition  Educadon  and  Related  Programs 

In  the  past  5  years,  several  useful  reviews  of  the  Federal  nutrition 
education  programs  have  been  published. 

In  1977  the  Library  of  Congress  identified  30  programs  providing 
nutrition  education  in  1 1  agencies  within  the  Department  of  Agriculture 
(USDAX  Department  of  Health  and  Human  Services  (DHHS),  and  the 
Federal  Trade  Commission  (FTQ  (30).  At  least  22  of  them  included 
children  in  their  criteria  for  ehgibility  (50).  Activities  both  within  and 
between  agencies  were  found  to  be  without  formal  coordination  and 
duplications  existed.  Congressional  oversight  was  dispersed  among  19 
Congressional  committees.  The  30  programs  themselves  were  foimd  to 
operate  under  no  unified  Federal  policy  and  to  lack  dear,  concise  goals. 
Problems  of  the  distribution  of  materials  and  ijiformation  were  conunon, 
and  no  evaluation  of  the  actual  impact  of  the  nutrition  education  had 
been  carried  out. 

In  1978  the  Library  of  Congress  updated  the  1977  report  cn  Federal 
nutrition  education  programs  (3/).  At  least  three  new  programis  serving 
children  were  identified,  bringing  the  total  to  25.  Federal  expenditures  in 
these  programs  had  also  increased  by  50  percent  largely  because  of  the 
inclusion  of  the  USDA's  new  program  in  Nutrition  Education  and 
Training  (NET)  and  additioiud  fimds  for  education  and  training  in  the 
Special  Su]^lemental  Food  Program  for  Women,  Infants,  and  Children 
(WIQ.  Both  of  the  major  departments  (USDA  and  DHHS)  appeared  to 
be  giving  increased  attention  to  nutrition  education.  The  USDA  had 
placed  greater  emphasis  on  developing  mass  media  techniques,  improving 
the  design  and  content  of  publication,  and  coordinating  activities  through 
a  human  nutrition  policy  committee.  Within  DHHS,  the  OfHce  of  Health 
Information  and  Health  Promotion  had  the  responsibility,  although  in 
general,  DHHS  efforts  did  not  appear  to  be  as  intense  or  directed  as  those 
of  USDA. 

In  early  1979,  DHHS's  Nutrition  Education  Subcommittee  undertook  a 
more  detailed  siu^cy  of  all  nutrition  education  and  information  activities 
within  that  department.  A  total  of  43  nutrition  programs  were  identified 
(see  footnote  3).  The  large  number  of  programs  should  not  neccss^uy  be 
taken  as  a  sign  of  growth  as  different  definitions  and  ways  of  counting 
activities  were  employed.  For  example,  a  broad  definition  of  program  was 
used;  activities  that  were  not  identified  as  line  items  in  the  budget  were 
included.  Bo^^etary  breakouts  were  not  presented  in  the  prdiminary 
report.  Also,  the  subcoixmiittee's  definition  of  nutrition  education  was 
different  from  that  used  in  the  other  studies  cited  (30,  3iy  (see  footnote  3) 
in  that  direct  delivery  of  services  (such  as  the  nutrition  counseling  of 
patients)  was  included  and  some  programs  were  identified  for  separate 
discussion  that  had  been  grouped  together  in  the  other  studies. 
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Nutritkm  Edncatkm  and  the  President's  Reorsanization  Project's  Food 
and  Niitrltioa  Task  Force  Study 

According  to  the  findings  of  the  President's  Reorganize  ion  Project;s 
Food  and  Nutrition  Task  Force  study  (J2)  publUhed  m  1978,  apnroxi- 
mately  $118  million  in  Federal  funds  were  direcUy  attributable  to 
nutrition  education  (table  2).  Approximately  20  programs  or  program 
components,  employing  60  people,  were  identified,  most  of  them  in  the 
USDA.  The  major  programs  were  the  Expanded  Food  and  Nutrition 
Education  Program  (EFNEP)  of  the  Science  and  Education  Administra- 
tion the  Food  and  Nutrition  Extension  Program  of  the  same  agency,  the 
NET  proeram  of  the  Food  and  Nutrition  Service,  and  the  WIC  program, 
also  operated  by  the  Food  and  Nutrition  Service.  Together  these  four 
prograjrns  accounted  for  84  percent  of  the  Federal  funds  devoted  to 
nutntion  education,  and  all  USDA  programs  accounted  for  89  percent  of 

2.  NtHrtHon  Education  Exp«odllM»»                      "T-^^T^  NutrtHoo 
Task  FOtea,  Prwrtd^tra  fWotganlxaMon  Pto|*cI.  1978  


Nta|or  Aqtict—  Itwolvd  and  FY  1878 
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Education  Program  (EFNEP).  Extension  jo.b 
Food  and  Nutrition  Education  Program.  Extension  tu  " 

Human  Nutrition  Center  ^'y. 
Cooperative  Research 
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School  Nutrition  Education  and  Trainir>g  Surveys 
Cash  Grants  for  Nutrition  Education  " 
Food  and  Nutrition  Information  Center 

Health.  Education,  and  Welfare 
Office  of  Education  i  7 

Title  IV.  Elementary  and  Secondary  Education 
Health  Senrices  Administration 

Bureau  of  Community  Health  Service  ^• 
Irtdtan  Health  Service 
Public  He^th  Service 
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Digestive  Diseases 
National  Institute  of  Dental  Research 
National  Institute  of  Child  Health  and  Development 
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Bureau  of  Health  Education 
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the  total  nutrition  education  budget.  The  remaining  1 1  percent  of  Federal 
dollars  were  in  DHHS-funded  programs. 

This  analysis  has  several  flaws,  stemming  in  part  from  different 
accounting  practices  in  the  various  Federal  agencies.  Most  USDA 
pro^^uns  have  more  specific  mandates,  and  nutrition  education  is  either  a 
specific  budgeted  item  or  otherwise  relatively  easy  to  account  for  in 
breaking  out  costs.  In  contrast,  most  DHHS  programs  include  nutrition 
education  or  nutrition  counseling  services  as  an  optional  component 
depending  upon  recipient  needs  for  health  services  or  education.  An 
accounting  of  programs^  costs  becomes  extraordinarily  difficult  under 
such  circumstances.  Even  programs  such  as  Head  Start,  with  relatively 
well^developed  and  mandatory  nutrition  education  components,  were 
omitted  from  this  analysis  because  of  the  oifficulties  in  separating  out 
specific  costs  for  nutrition  education  purposes  in  multiservice  programs. 
For  these  reasons  the  nutrition  education  cost  components  of  DHHS 
programs  were  probably  underestimated. 

The  1978  General  Accounting  Office  Report  on  Nutrition  Information 
and  Educatioo:  Major  Probiems  Discovered 

In  1978  the  Comptroller  General  of  the  United  States  issued  a  report 
criticizing  nutrition  information  and  education  efforts  at  the  Federal  level 
(29),  The  highlights  of  that  report  arc  summarized  in  the  following  section. 

Publics  tions 

The  General  Accounting  Office  (GAO)  report  included  an  inventory  of 
published  nutrition  education  material  according  to  agency  (29>*  The 
Office  of  Education  did  not  appear  to  have  produced  any  such  materials. 
In  that  report,  programs  were  not  classified  by  specific  themes  or  target 
groups^  but  rather  all  materials  from  the  agency  or  administrative  unit 
were  classed  together.  Because  program-by-program  information  is  not 
available,  the  following  steps  are  necessary  before  a  more  complete  review 
will  be  possible: 

(1)  A  complete  list  is  needed  of  all  materials  produced  at  the  Federal 
level  or  by  federally  funded  programs  at  the  State  or  regional 
leveL  Efforts  should  focus  on  obtaining  information  on  ail 
programs* 

(2)  A  standard  classification  s>^tem  must  be  developed  that  includes 
all  of  the  terms  used  in  both  the  GAO  study  and  the  DHHS 
study* 

(3)  Primary  target  audiences  must  be  determined  for  each  type  of 
material  for  each  program* 

(4)  The  materials  should  be  clas^nfied  according  to  items  2  and  3. 

Lack  of  DelJncd  Areas  of  Respor^  bility 

Agencies  in  each  of  the  major  departments  still  appear  to  lack  defined 
areas  of  responsibili^^  and  certain  subject  areas  are  being  addressed 
simultaneously  by  several  agencies  or  programs*  Some  of  the  duplication 
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is  understandable  since  the  target  audiences  vary.  However,  some  of  the 
duplication  appears  to  be  due  to  failure  of  programs  to  use  nutrition 
materials  from  other  agencies  or  departments.  In  the  past  year,  both  the 
Department  of  Agriculture  and  the  Department  of  Health  and  Human 
Services  have  begun  inventories  of  the  materials  they  have  available.  This 
should  simplify  consumer  and  professional  access  to  specific  types  of 
information. 

Predominance  of  Printed  Materials 

Printed  materials  predominate  over  fUms,  television,  radio  public 
service  announcements,  or  other  mass-mcdia-orientcd  efforts  without  any 
assurance  that  printed  materials  are  the  most  effective  method  of 
information  dissemination.  Indeed,  for  child  audiences  there  is  reason  to 
suspect  that  they  are  not. 

Lack  of  Formal  Evaluation 

Few  materials  in  cither  department  are  formally  evaluated,  and  most 
agencies  have  little  knowledge  of  the  effectiveness  of  their  nutrition 
information  activities  in  terms  of  audiences  reached,  message  retention,  or 
changes  in  eating  habits.  Several  of  the  more  recent  programs  (including 
Food  for  Thought  sponsored  by  FDA  and  the  National  Institutes  of 
Health)  as  well  as  a  few  of  the  older  programs  (most  notably  NET  and  the 
diabetes  education  activities  of  the  Center  for  Disease  Control)  are  now 
routinely  including  evaluations  in  their  nutrition  education  activities, 
although  much  remains  to  be  done  in  this  regard. 

Little  Dissemination 

The  GAO's  1978  report  foimd  that  very  few  of  the  nutrition  education 
publications  were  widely  disseminated  to  the  public.  Both  departments 
have  attempted  to  "spruce  up"  their  publications  for  the  lay  public  since 
that  time.  For  example,  USDA  rccenUy  produced  a  new  guide  to  food 
selection  that  was  published  in  an  attractive  format  for  high  school 
students  (33).  It  is  also  launching  a  pUot  study  that  will  involve  the  use  of 
the  mass  media  with  messages  directed  toward  children.  Similarly,  the 
Department  of  Health  and  Human  Services  has  let  contracts  for  the 
development  of  more  appealing  materials  and  is  cxirrently  developing 
programs  for  educational  television,  which  will  include  an  emphasis  upon 
nutrition. 

Overall  Effort  Weak 

The  GAO  report  found  that  Federal  Government  efforts  to  inform  the 
American  people  about  nutrition  had  generally  been  insufRcient.  A 
particular  weakness  was  the  paucity  of  food  choice  information  on  types 
and  amounts  of  fat,  carbohydrate,  and  protein  or  amounts  of  alcohol,  salt, 
and  cholesterol.  Only  a  few  programs  have  begun  to  address  these  issues, 
although  numerous  surveys  indicate  that  consimier  questions  are  com- 
mon. 
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Nutrition  education  appears  to  accomplish  its  objectives  best  when  it  is 
provided  in  combination  with  other  goods  and  services,  such  as  food, 
health  care,  or  more  general  education,  and  reinforcements  are  provided 
simultaneously.  Therefore,  not  only  specific  nutrition  education  programs 
should  be  studied,  but  related  activities  that  might  provide  such  reinforce- 
ments must  also  be  investigated.  The  recent  inventory  of  Federal  food, 
nutrition,  and  agriculture  programs  compiled  by  the  General  Accounting 
Office  after  being  e^>ecial]y  commissioned  by  Congress  was  the  primacy 
source  of  data  iJ4y  for  our  study  of  child-related  nutrition  education  and 
information  programs,  which  is  described  in  greater  detail  in  the  foUowing 
sections.  By  using  the  computerized  data  base  provided  by  GAO.  it  was 
possible  to  search  all  relevant  entries  anfl  to  ascertain  nutrition  education 
program  activity;  37  programs  were  identified  (table  3). 


Budgets 

Many  programs  do  not  report  nutrition-education-related  components 
separately;  therefore  the  level  of  funding  of  nutrition  education  is 
extreniely  difficult  to  determine.  Table  4  reports  our  findings.  With  the 
exceptions  of  the  food  and  nutrition  extension  fwgrams  and  the  NET 
pro-am,  expenditures  for  nutrition  education  are  included  in  larger 
programs  with  other  primary  missions.  The  expenditures  for  nutrition 
education  arc  possibly  substantial  in  these  other  large,  multipurpose 
programs,  but  breakouts  of  costs  for  nutrition  education  are  the  most 
elusive  and  difficult  to  make.  In  these  same  programs  the  service  provider 
or  researcher  has  the  greatest  latitude  on  whether  to  include  the 
component  or  not.  Unfortunately,  there  is  no  guarantee  that  it  is  included 
even  if  it  is  sorely  needed. 

The  budget  estimates  highlight  the  need  for  better  reporting  systems  on 
expenditures  devoted  to  nutrition  information  and  education,  especially 
when  they  arc  part  of  larger  service  or  research  programs.  These 
observations  are  particularly  relevant  to  programs  in  DHHS  and  in  the 
new  Department  of  Education. 


EligibJe  ChUdrcn 

Of  the  37  programs  report^  in  the  General  Accounting  Office 
inventory,  15  of  the  nutrition-related  programs  serve  the  general  child 
population,  13  serve  low-income  children,  and  9  serve  children  with 
special  medical  or  social  characteristics,  such  as  mentally  or  physically 
handicapped  children,  migrants,  American  TTirfian<:^  or  ill  children. 


Program  Purpose 

In  general,  all  children  are  eligible  for  educational  activities  that  may 
include  some  nutrition  education  (depending  on  the  State,  school  system, 
and  t»cher).  Wth  the  exception  of  USDA's  NET  program  and  DHHS's 
Head  Start,  the  educational  programs  that  exist  are  larg^  focused  on  the 
older  child. 
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All  chfldxcn  are  also  eligible  for  school  meal  prpgrams.  These  are 
provided  free  or  at  a  reduced  price;  depending  on  f;unily  income,  to 
children  in  schools  or  other  educational  settings  from  primary  school 
through  high  school. 

In  addition,  poor  <diildren  are  eligible  for  other  educatioiial  programs 
with  nutrition  education  components  that  start  earlier  in  life,  as  well  as  for 
a  varie^  of  food  fHograms  and  health  services  with  an  <^tional  nutrition 
counseling  component*  However,  aside  from  the  USDA's  EFNEP 
extension  program,  children  arc  reached  outside  rather  than  inside  their 
homes. 

Children  with  special  social  or  physical  characteristics  are  eligible  to 
receive  special  educational  and  health  services  geared  to  their  needs. 
These  programs  sometimes  include  nutrition  and  are  usually  provided 
through  health  services  or  in  special  ^rtJaools.  The  providers  of  these 
services  also  receive  continuing  education  and  training  in  several  of  the 
service  programs. 

The  programs  for  all  children  emphasize  consumer  information,  general 
or  basic  food  and  nutrition  and  food  s^ection,  and  the  buying, 
preparation,  and  >>3tt>Hlmg  of  food.  Programs  for  low-income  fainilies 
include  consumer  informatiDn  on  Federal  programs  in  some  cases,  but  the 
taskjar  emphasis  is  t^>on  g^meral  or  basic  food  and  nutrition  and  food 
selection.  Within  a  health  services  framework,  the  provision  of  food  and 
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natritioD  counseling  and  education  relating  to  diets»  especially  therapeutic 
dices,  also  are  common.  Programs  for  children  with  other  special  needs  are 
focused  most  heavily  on  nutrition  counseling  within  a  health  services 
context.  Several  prc^;rams  have  multiple  emphases,  although  often  there  is 
no  logical  link  between  components.  For  example,  the  School  Lunch 
Program  does  not  include  information  on  basic  food  and  nutrition  or  food 
choices  unless  the  school  elects  to  include  this  component. 

Linkages 

Although  the  GAO  inventory  requested  that  related  programs  be 
identified,  in  no  case  did  any  of  ^c  program  descriptions  aciualiy  list  any 
related  activities.  This  indicates  either  that  the  enabling  legislation  is 
vague  in  specifying  desirable  connections  between  pro^^ms  or  that  those 
who  implied  the  descriptions  did  not  regard  their  programs  as  closely 
associated  with  any  other  activities.  Personal  interviews  with  program  staff 
indicated  that,  in  fact,  a  number  of  linkages  sometimes  existed  at  the 
Federal,  State,  and  local  levels  and  that,  in  general,  program  staff  believed 
that  these  were  desirable  and  helpful  to  the  children  and  families  who 
received  services.  Examples  in  which  linkages  were  helpful  include  the 
Head  Start-Child  Care  Food  Program  links,  and  the  various  Indian 
Health  Service  programs  that  enjoy  close  ties  with  several  of  the  USDA 
food  program*,  the  Extension  Service,  and  other  Public  Health  Service 
programs.  Also,  the  NET  program  in  USDA  has  helped  in  some  cases  to 
tie  school  food  Si  vice  programs  more  closely  to  the  formal  classroom 
ciKiiculum,  and  the  commimity  food  and  nutrition  programs  have 
increased  participation  in  other  federally  funded  efforts,  such  as  food 
stamps  and  child  nutrition  programs.  Other  examples  of  positive  coopera- 
tion could  be  cited  as  well. 

Interviews  with  program  staff  also  revealed  that  the  present  Federal 
bureaucratic  str  .cture  did  not  always  actively  foster  the  development  of 
linkages  bc^  veen  programs.  In  the  past  few  years  the  topic  of  nutrition  has 
become  h*^^y  poUticized  within  the  Federal  Government,  and  interde- 
partmental rivalry  has  been  marked  (35,  36).  As  a  result,  interdepartmen- 
tal cooperation  may  have  been  hindered.  Federal  officials  at  the  program 
level  expressed  concern  that  regularly  schedtiled  interdepartmental  meet- 
ings of  middle-management  level  civil  servants  no  longer  took  place.  Until 
1974  an  interagency  conmiittee  on  nutrition  education  met  on  a  regular 
basis  and  helped  to  foster  linkages  and  cooperation  at  the  Federal 
program  level.  Although  the  committee  did  not  have  policymaking 
audiori^^  it  did  help  agency  representatives  io  see  the  Govemment*s 
eflbrts  in  a  wider  perspective  that  led  to  some  cooperation  and 
coordination  at  the  program  level.  Now  interdepartmental  meetings  are 
usually  at  the  policy  level  and  those  closest  to  the  programs  are  not  always 
included.  Much  remains  to  be  done  if  interagency  contact  at  both  the 
policy  and  program  levels  are  to  be  facilitated  in  the  future.  Within  the 
past  year  a  number  of  signs  of  cooperation  have  emerged.  For  example,  a 
recent  publication  (57)  describes  a  variety  of  Federal  programs  in  many 
agencies  that  may  be  helpful  in  provi<Ong  nutrition  information  and 
services  to  participants  in  many  programs.  The  USDA  and  DHHS  jointiy 
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issued  a  pubUcation  on  Dietary  Guideiines  for  Americaiis.  Nutntion 
monitorine  and  surveUlance  arc  being  better  integrated  into  programs 
within  deoartments.  BoiU  USDA  and  DHHS  have  sponsored  human 
nutrition  research  conferences  W  39)  and  ^HHS  fundi^  a  na^nal 
nutrition  education  conference  with  the  cosponsorship  of  US»OA, 
the  Executive  Office  of  the  President,  and  the  Society  for  Nutrition 
Education  (40).  AU  of  these  activities  included  representatives  of  all 
relevant  Federal  departments.  Also,  recent  efforts  on  the  part  of  both 
departments  in  other  program  areas  indicate  that  lately  more  attention  h^ 
bccn^paid  to  coordination  (4/,  42).  A  number  of  problems  remam  (43-^5) 
that  must  be  solved  before  interdepartmental  cooperation  can  be 
improved,  but  these  efforts  represent  a  first  step  toward  achievmg  better 
linkages  between  nutrition-related  programs  in  the  future. 

Problems 

Seven  organizational  problems  inhibit  nutrition  education  efforts  at  the 
Federal  level. 

( I)  There  are  no  formal  mechanisms  for  acbievmg  a  workmg  consensus 
on  nutritional  guidelines  for  the  pubtic.  This  problem  has  two  aspects.  One 
has  to  do  with  message  content  and  the  other  with  organizauon. 

The  basic  messages  in  nutrition  education  must  be  practical  and  stated 
in  ordinary  language.  In  the  past.  Government-sponsored  nutntion 
education  efforts  centered  around  food  choice  guides  such  as  the  basic 
four  foods,  which  provide  only  for  sufficient  intakes  of  protective 
nutrients.  Agreement  was  widespread  withm  the  scientific  conununaty  that 
such  guides  were  appropriate.  The  message  of  ^^eat  a  variety  of  foods  from 
each  of  the  four  major  food  groups"  was  not  controversial  and  met  httle 
opposition  from  the  private  or  voluntary  sectors.  However,  in  the  l^t  few 
yS^  new  developments  have  called  into  question  the  ulihty  of  such 
guides  as  the  sole  or  major  message  for  consumers.  First,  as  knowledge  ot 
Sutrient  needs  has  grown  and  recommendations  for  specific  nutrients  have 
changed,  consumption  of  the  basic  four  foods  clearly  does  not  ensure  that 
RecommtTided  Dietary  AUowances  for  all  nutrients  will  be  met.  Second, 
the  guide  f^ils  to  .iddress  the  concept  of  moderation  with  respect  lo 
intakes  to  avoid  ovemutrition,  imbalance,  and  toxicity.  Many  parents 
want  such  dietary  guidance.  They  are  also  concerned  about  such  ^ues  as 
the  relationship  between  food,  diet,  and  health  as  weD  as  the  safety  and 
nutritional  quality  of  the  foods  they  buy.  If  Government  refuses  to  make 
statements  about  these  issues,  consumers  run  the  risk  of  being  mism- 
formed  about  food  and  diet  by  obtaining  their  information  from  the  many 
unreliable  sources  that  make  pronouncements  on  these  topics  today. 
Although  other  reputable  sources  of  information  exist,  most  consumers 
have  ffl-eat  difficulty  in  selecting  reliable  sources.  They  regard  the 
Government  as  one  such  source.  Therefore,  even  if  defimtive  answere 
cannot  be  giver^  nutntion  information  produced  by  Government,  which 
evaluates  all  sides  of  controversial  nutrition  issues  and  leaves  the  oicc 
up  to  consumers,  serves  a  purpose  because  it  ensures  that  the>/  a«  wcU 
informed  and  permits  them  the  maximum  choice.  Similarly,  a  fo*^  gmde 
that  assists  in  modifying  dietary  intakes  both  to  achieve  greater  balance 
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and  to  avoid  excess  would  be  useful  to  some  consumers.  However,  such 
dietary  guidance  is  immediately  threatening  to  certain  private  interest 
groups  in  industry  and  to  some  programs  within  Government  because  it  is 
more  specific  and  may  lead  to  eating  less  rather  than  more  of  certain  types 
of  foods. 

In  additioiu  complete  consensus  about  every  item  in  Dietary  Guidelines 
is  iacking^  and  controversy  exists  over  issues  of  health  promodon  and  diet- 
related  disease  prevention  in  the  scientific  community  (46).  Sci entire 
knowledge  in  the  field  of  nutrition  is  expanding  rapidly,  but  findings, 
particularly  on  the  relationships  of  i*iet  to  health,  are  st^  controversial. 
Nevertheless^  the  pros  and  cons  on  disputed  question  -  can  be  described, 
and  recommendations  can  be  made  for  those  who  wish  to  follow  the 
findings  that  may  be  beneficial  and  that  will  not  be  harmful  to  health* 
Because  of  the  differences  of  opinion  Avithin  the  s-^entific  community, 
the  potential  opposition  of  some  producer  groups,  and  the  growing 
sophistication  of  consumers  about  food  and  nutrition.  Government's  role 
in  nutrition  education  has  become  more  complex.  A  single  message  or 
food  guide  that  will  meet  all  of  the  public's  wants  is  no  longer  appropriate. 
Government  and  other  nutrition  education  efforts  are  confronted  with  the 
task  of  presenting  the  best  available  guidance  and  helping  consumers 
distinguish  between  findings  that  involve  differen*  degrees  of  scientific 
certainty.  As  scientific  knowledge  increases,  the  nutrition  message  content 
may  become  more  definitive,  but  in  the  meantime  Government  has  a 
responsibility  for  evaluating  and  presenting  information  on  what  is 
known.  At  the  same  time,  dietary  guidance  must  be  presented  in  ways  that 
take  into  account  individual  wants  and  lifestyles  while  stressing  the 
importance  of  some  practices  that  can  promote  health  and  help  to  prevent 
certain  diseases,  such  as  increased  physical  activity,  moderation  in  the  use 
of  alcohol  and  tobacco^  and  consumption  of  appropriate  diets. 

(2)  Orga  niza  dan.  The  present  organization  of  Government's  nutrition 
programs  is  such  that  legitimate  scientific  disagreements  are  sometimes 
magnified  by  interagency  and  interdepartmental  rivalries  or  even  personal 
disputes  between  a  few  scientists.  In  addition,  each  agency  has  a  tendency 
to  regard  the  problem  in  the  broader  context  of  its  overall  mission.  Thus^ 
research-oriented  programs  insist  that  more  research  needs  to  be  done; 
food'production-onented  programs  emphasi2:e  that  a  minimum  of  disrup- 
tion in  the  food  supply  system  should  be  a  criterion  in  establishing 
guidelines;  consumer-  and  education-oriented  programs  stress  the  urgent 
need  for  practical  advice;  and  health  services  agencies  perceive  dietary 
guidance  as  only  one  of  many  health  promotive  behaviors* 

The  Federal  Government  lacks  a  formal  mechanism  for  reconciling 
these  legitimate  but  differing  points  of  view.  Ad  hoc  arrangements  do  exist 
but  they  do  not  furnish  a  permanent  solutioi^  to  the  structural  difficulty. 

To  develop  agreement  on  principles  and  consistent  Government 
positions  on  specific  issues,  a  formal  means  of  evaluating  controversial 
nutrition  issues  would  be  helpful.  Several  of  the  criticisms  of  Federal 
nutrition  education  and  information  programs  will  continue  to  apply 
because  of  the  lack  of  such  a  c  eans.  These  include  the  tendency  to 
emphasize  familiar  time-worn  concepts  such  as  the  basic-four  food  guide 
and  dietary  variety  and  the  dissemination  of  conflicting  and  inconsistent 
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messages  lo  the  public  while  neglecting  topics  of  greater  concern  to 
consumers.  The  end  result  will  be  further  public  disinterest  and  confusion. 

In  the  past  few  years,  the  executive  branch  of  Government-took  several 
steps  to  overcome  these  organizational  problems.  The  Department  of 
Health  and  Human  Services  formed  subcommittees  on  dietary  goals  and 
nutrition  education  within  its  nutrition  coordinating  committee.  It  has 
also  issued  several  guides  to  organizing  child  health  services,  which 
include  attention  to  nutrition  (47,  48).  The  USDA's  Nutrition  Policy 
Coordinating  Conmiittee  developed  an  inventory  of  nutrition  education 
and  information  activities  and  progi-ams.  An  interdepartmental  task  force 
of  the  Nutrition  Policy  Coordinating  Committee  on  USDA  and  HEW  was 
appointed  and  issued  Oietary  Guidelines  (46).  Finally,  a  formal  mecha- 
nism for  coordinating  nutrition-research-related  issues  is  now  plaimed, 
which  wiU  include  the  Office  of  Science  and  Technolc^  Policy  stibcom- 
mittees  on  food  and  renewable  resources  and  medicine  and  health.  In 
spite  of  these  efforts,  the  resolution  of  major  nutrition  issues  upon  which 
policy  decisions  depend  and  upon  which  nutrition  education  messages  can 
be  developed  has  been  slow.  It  took  3  years  of  meetings  at  aU  levels  of 
Government  to  develop  a  clear  statement  on  nutrition  guidelines. 
Inventories  of  USDA  and  DHHS  nutrition  education  and  information 
activities  are  still  incomplete  and  disagreement  continues  on  nutrition- 
research-related  issues.  Therefore,  while  these  initiatives  may  have  been 
usefiU  and  are  better  than  nothing,  their  pace  and  effectiveness  leave  much 
to  be  desired. 

(3)  No  comprehensive  strategy  or  national  policy  exists  for  nutrition 
education.  The  current  patchwork  program  approach  results  in  an  overall 
effort  that  does  not  serve  the  majority  of  the  public  and  that  leads  to 
occasional  duplication  and  overlapping.  Formal  mechanisms  for  coordi- 
nating Federal  nutrition  education  efforts  are  lacking  even  for  programs 
with  similar  goals.  An  even  more  serious  problem  is  the  lack  of 
coordination  between  Federal,  State,  and  local  efforts.  In  addition,  public 
programs  are  poorly  integrated  and  coordinated  with  private  and 
voluntary  efforts  at  the  national  level  and  also  frequently  at  State  and 
local  levels.  This  lack  of  a  comprehensive  strategy  has  led  to  the  following 

problem.  ^   ,  .  ^ 

(4)  A  lack  of  evaluation  and  knowledge  of  the  effectiveness  and 
efficiency  of  Federal  nutrition  education  programs  is  apparent.  Realistic 
estimates  of  the  number  of  people  being  served,  actual  nutrition  education 
expenditures,  or  the  effects  of  the  programs  on  participants  are  few  m 
number  Only  a  few  programs  completed  such  studies  until  a  few  years 
ago.  Three  positive  examples  that  date  from  the  early  1970's  are  the 
following:  the  evaluation  of  a  television  film  series  entitled  Mulligan  Stew 
produced  by  the  EFNEP,  other  rather  limited  evaluations  of  the  L.FNEP. 
and  the  various  studies  that  evaluated  tiiv  -  Jtrition  comporient  of  the 
maternal  and  infant  care  projects.  The  NET  program  is  currenUy 
conducting  an  evaluation  of  some  projects.  The  WIC  program  al^ 
evaluated  some  aspects  of  its  nutrition  education  activities  m  the  mid- 
I970's  and  because  of  the  negative  finding,  it  has  strengthened  the 
education  components  of  the  program.  The  Child  Care  Food  Program  znd 
Head  Start  are  also  being  evaluated,  and  the   nutrition  education 
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components  of  these  programs  will  be  examinecL  The  extension  programs 
are  also  undergoing  evaluations  of  a  less  formal  nature.  However,  few  if 
any  evaluations  of  the  nutrition  education  activities  in  the  large 
multiservice  education  and  health  programs  under  the  aegis  of  DHHS  and 
the  new  Department  of  Education  have  been  attempted,  nor  have  most  of 
the  evaluations  of  school  lunch  or  breakfast  feeding  programs  for  children 
focused  on  the  possible  nutrition  education  effects  of  the  programs.  Thus, 
it  is  difficult  to  judge  the  overall  impact  o*  '-ederal  nutrition  education 
programs  on  children. 

The  very  programs  that  remain  unevalnated  in  this  respect  arc  some  of 
the  most  costly  Government  nutrition  programs.  Although  most  of  them 
have  multiple  purposes,  their  size  and  reach  makes  it  imperative  to 
determine  if  they  do  in  fact  have  viable  and  cfTective  nutrition  education 
components.  If  they  do  not,  the  development  of  education  components  for 
enhancing  their  effectiveness  and  efficiency  should  be  considered. 

(5)  Nutrition  information  programs  are  often  unresponsive  to  public 
need.  Government  nutrition  information  programs  are  characterized  in 
the  President's  Reorganization  Project  rejwrt  as  operating  on  an  ^^ofTer** 
rather  than  **serve**  philosophy.  That  is,  the  type  of  information  that  was 
offered  and  the  way  in  which  it  was  offered  did  not  serve  the  majority  of 
the  public  welL  The  information  was  disseminated  in  a  maimer  that 
reflected  the  regulatory,  research,  or  other  missions  of  the  program 
involved  rather  than  the  concerns  of  consimiers.  The  materials  that  do 
exist  are  rarely  publicized,  and  few  consumers  are  aware  that  information 
is  available.  Information  is  provided  chiefly  in  response  to  requests  from 
the  public  and  indirectly  relayed  through  food,  education,  and  health 
specialists.  For  most  consumers.  Government-sponsored  information  is 
difficult  to  find.  In  part,  this  may  be  due  to  Government's  failure  to  utilize 
other  information  channels  such  as  the  mass  media,  newspapers,  popular 
books,  and  magazines  for  furnishing  food  and  diet  information  and 
guidance*  In  contrast,  other  sources  of  information,  such  as  advertising 
messages  and  promotional  material  from  industry,  are  well  financed  and 
widely  available. 

The  content  of  Government-sponsored  nutrition  publications  is  often 
out  of  date,  neglectful  of  controversial  subjects,  overly  general  and 
simplistic,  and  sometimes  inconsistent  in  the  concepts  presented.  In 
addition,  the  formats  frequently  suffer  from  poor  design  and  the  materials 
are  often  poorly  written.  Finally,  while  some  topics  are  not  discussed  at 
all,  other  materials  are  dupUcate<L 

(6)  TZie  reach  of  nutrition  education  programs  for  children  is  inade- 
quate. Formal  education  programs  for  elementary  and  secondary  school 
children  and  other  nonformal  nutrition  education  efforts  aimed  at 
improving  the  nutritional  status  of  special  groups  of  children  reach  only  a 
small  proportion  of  their  target  audiences.  They  are  ustially  imcoordinated 
at  the  Federal  as  well  as  at  the  State  and  local  levels  even  when  they  are 
provided  in  the  same  sites.  Professional  rivalries,  disagreements  on  overall 
policies,  goals  and  strategies  and  funding  priorities  foster  the  lack  of 
coordination  at  all  levels  of  Government.  In  addition,  the  multiservice 
nature  of  many  of  these  progr^ns  makes  nutrition  edxication  everybody's 
and  nobody'^s  business  at  the  same  time.  Nutrition  education  is  only  a 
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minor  component  of  education  and  miiltiservice  health  programs,  thus 
planning,  budgeting,  and  monitoring  of  nutrition  activities  are  often 
overlooked.  As  a  result,  duplication  of  services  and  failure  to  reach  the 
majority  of  parents  or  their  children  are  common. 

(7)  Tbc  research  base  for  nutrition  education  is  weak.  The  field  of 
nutrition  education  lacks  systematic  studies  of  efficient  and  effective 
strategies.  As  a  result,  program  decisions  are  often  made  on  the  basis  of 
convention,  convenience,  or  the  personal  preference  of  the  provider.  T^  ^ 
contents  of  the  messages  that  are  delivered  also  vary  great^ly  and  often 
reflect  the  same  rationale  rather  than  the  needs  of  the  target  group. 

Two  kinds  of  data  are  necessary  for  improved  services.  First,  the  needs 
of  children  for  nutrition  education  must  be  assessed.  These  needs  vary 
from  one  group  of  children  to  another  by  such  factors  as  age,  family 
income,  and  education,  and  special  physical  or  social  characteristics  of  the 
children  and  their  families.  No  overall  formula  applies  to  all  children. 
Second,  messages  or  combinations  of  messages  and  other  services 
(including,  but  not  limited  to,  nutrition)  must  be  developed  and  tested  for 
their  effectiveness  in  meeting  the  needs  of  children  in  these  various  groups 
and  remedying  the  problems  that  exist. 

Although  there  are  various  sources  of  data  for  conducting  needs 
assessments  (such  as  those  discijssed  in  section  I  of  this  report  and 
addition^  information  available  elsewhere),  relatively  Uttle  information  is 
available  on  how  best  to  put  these  elements  together  into  effective 
programs  or  what  the  trade-offs  arc  for  different  combinations  of  services. 
Systematic  studies  of  such  issues  as  the  factors  that  influence  the  dietary 
practices  of  specific  target  groups,  the  effectiveness  of  different  methods  in 
Y»5*^ntafTiTTig  good  dietary  practices,  and  the  cost  effectiveness  of  different 
information  and  education  approaches  are  urgently  needed. 

Studies  of  program  effectiveness  are  also  needed.  Issues  to  be  addressed 
include  the  level  of  effort  needed  to  achieve  minimal  changes  in  the 
dietary  behavior  of  specific  target  groups  of  children  and  better  determi- 
nation of  points  of  diminishing  returns  (i.e.,  number  of  classes,  home 

visits,  or  program ''exposures'*)-  ^        ,   t~  ^ 

Among  several  options,  the  President's  Reorganization  Project  s  Food 
and  Nutrition  Task  Force  recommended  that  nutrition  education  be 
consolidated  on  the  basis  of  the  target  groups  served  by  each  department. 
It  was  suggested  that  USDA  take  responsibility  for  nutrition  education 
and  information  provision  to  the  general  pubUc,  day  care,  elementary  and 
secondary  school  programs,  and  community  programs  for  low-income 
and  other  special  groups.  In  addition,  USDA  would  be  given  operational 
responsibiUty  (with  technical  assistance  from  DHHS)  for  developing 
nutrition  guidelines  and  food  and  diet  guidance  materials,  assessmg  the 
nutrition  education  needs  of  the  general  pubUc  and  research  on 
improving  nutrition  education  and  information.  The  nutrition  education 
activities  of  DHHS  would  consist  of  those  for  preventing  or  treating 
specific  diseases  or  disorders  and  those  for  dealing  with  nutrition  as  part 
of  individual  health  services  in  the  community.  When  these  recommenda- 
tions were  made,  the  Department  of  Education  nad  not  yet  been 
established  and  its  responsibilities  were  not  delineated  in  the  recommen- 
dations. The  difficulty  with  this  division  of  labor  is  that  neither  agency  has 
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been  singled  out  with  a  specific  mandate  for  preventively  oriented 
nutrition  education. 

The  recommended  option  was  not  implemented.  In  the  3  years  since  the 
report  was  published,  some  steps  have  been  taken  to  coordinate  nutrition 
education  and  information  activities  in  existing  ageimcies  and  to  explore 
the  possible  roles  of  the  Department  of  Education.  However,  a  ninnber  of 
problems  remain.  Consensus  on   nutrition   education's   content  ard 
messages  is  still  lacking*  Committee  planning  and  ap>proval  procedures 
have  caused  lengthy  delays.  The  problem  of  gaps,  overlaps,  and  the 
overall  lack  of  a  comprehensive  Federal  policy  and  strategy  for  nutrition 
education  remains.  Research  on  nutrition  education  remains  fragmented 
and  is  tnodesdy  funded,  so  that  policynoakers  still  have  little  basis  for 
selecting  their  nutrition  education  strategies.  Program  personnel  receive 
conflicting  directives  and  are  confused.  Appret  fusions  about  the  future 
role  of  the  Department  of  Education  are  apparent  among  some  USDA 
and  DHHS  program  personnel.  The  DHHS  rightly  appears  to  be  reluctant 
to  settle  for  an  organizational  solution  that  would  deprive  it  of  the 
opportunity  to  provide  nutrition  information  and  education  to  the  general 
public  except  for  that  directed  at  preventing  or  treating  specific  diseases  or 
disorders^  yet  DHHS  has  not  seized  the  initiative  in  the  area  at  the 
program  level  in  health  promotion  through  diet  The  Surgeon  General's 
report  Healthy  People  stresses  the  multiple  combined  factors  that  are 
involved   in  disease  causation  Cincluding  diet),  the  need  for  health 
promotion  rather  than  disca se*by-disease  curative  approaches,  and  the 
importan^:^  of  multiple  and  coordinated  interventions  to  prevent  illness 
and  preserve  health.  Such  a  holistic  view  of  the  coptinuiun  between  health 
and  disease  emphasizes  the  positive  aspects  of  individual  behavior  in 
promoting  health  rather  than  concentrating  on  the  negative  or  risl^ 
behaviors  that  must  be  avoided  to  prevent  disuse.  From  this  perspective 
it  is  difficult  to  separate  health  promotion  from  disease  prevention  and 
diet-related  behaviors  from  other  health-promoting  and  disease-prevent- 
ing measures,  which  affect  the  samr  diseases*  Given  such  a  concept,  there 
is  room  for  bcth  agencies  as  well  as  the  fledgling  Department  of 
Education  to  become  more  active  at  the  program  level. 

IVtrrROlON  EDUCATION  MANPOWER 

The  many  professionals  who  are  being  trained  specifically  in  child 
nutrition  arc  difficult  to  identify  and  entunerate.  Except  in  a  few  instances, 
as  is  the  ^  of  those  specializing  in  nutridon  training  in  programs  that 
are  known  to  be  devoted  primarily  to  children,  the  extent  of  child 
nutritioja  training  is  coiyecturaL 

The  quahty  and  type  of  instruction  provided  is  also  unknown.  It  is  hard 
to  tell  whether  it  emphasizes  i»imaxy,  secondary,  and  tertiary  prevention, 
or  whether  it  deals  with  public  health  or  solely  with  ^nomial*^  <diild 
nutrition,  to  the  exclusion  of  other  issues.  It  is  doubtful  that  existing 
training  programs  emphasize  nutrition  and  health  promotion,  disease 
preventiotL,  and  the  ^>ecialized  needs  of  some  children.  These  issues  are 
important  for  the  training  of  those  who  are  not  closely  associated  with 
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health  care  resources,  such  as  those  who  u-ill  work  in  schools,  the 
extension  service,  and  food  services,  ^  .s  riore  and  morr  children  with 
special  problems  are  ^^roainstreamed,"  into  schools  rather  than  institution- 
alized or  confined  to  their  homes  and  special  schools,  the  need  for  special 
nutrition  services  has  increased  even  in  these  settings. 

In  addition,  few  specific  training  programs  could  be  identified  at  the 
graduate  level  that  provide  both  rigorous  training  in  the  nutrition  and 
health  sciences  and  communications  skills  that  are  necessary  foi  improv- 
ing the  quality  of  services  provided  by  nutrition  education  professionals. 

The  various  individuals  who  must  later  function  as  a  team  providing 
nutrition  and  related  services  to  children  currently  receive  training  in 
widely  disparate  educational  settings.  Interdisciplinary  training  appears  to 
be  the  exception  rather  than  the  rule. 

Aisother  unanswered  question  is  the  extent  to  which  programs  that 
provide  training  in  child  nutrition  complement  and  supplement  one 
ax:other.  A  positive  example  is  short-term  training  of  professionals 
working  in  a  variety  of  programs  funded  by  many  different  sources  in 
infajit  nutrition  at  the  University  of  Iowa  Medical  Scf.ooL  This  has  been 
sponsored  for  many  years  by  the  Bureau  of  Conmii*iiity  Health  Services, 
DHHS. 

The  content  and  quality  of  child  nutrition  training  in  university-based 
degree  programs  appears  to  have  a  nimiber  of  gaps  and  shortcomings.  The 
contents  of  on-the-job  training  and  short  courses  are  Ukely  to  exhibit  the 
same  weaknesses  because  those  who  teach  them  are  ill-trained  themselves. 
Many  of  the  Federal  programs  that  deliver  nutrition-related  services  to 
children  have  short-term  training  courses  for  aides  or  paraprofessional 
assistants,  which  are  provided  as  part  of  "on-the-job"  training.  Such  is  the 
case  with  EFNEP,  child  nutrition  programs,  and  Head  Start,  for  example. 
Even  when  those  who  provide  this  training  are  well  trained  themselves, 
their  other  duties  and  lack  of  appropriate  training  materials  make  the  task 
difficult.  In  the  past  few  years  considerable  progress  has  been  made  in 
upgrading  and  expanding  training  materials  and  in  the  development  of 
performance  standards  for  evaluating  some  of  these  programs,  and  those 
who  provide  the  training  have  received  additional  inservice  education. 
However,  training  staffs  are  usually  too  small  for  continuing  and  ongoing 
training  of  the  teachers  and  aides  on  a  regular  basis. 

The  same  problem  exists  among  professional  staff  in  the  training  field. 
Because  many  of  them  are  members  of  professional  organizations  that 
require  continuing  education  for  maintenance  of  credentials,  incentives 
exist  for  keeping  up  to  date.  However,  continuing  education  in  child 
nutrition  is  not  always  available. 

Some  nutrition  service  programs  must  rely  on  other  sources  or  local 
resources  for  training  materials-  For  example,  the  Indian  Health  Service's 
training  programs  do  not  have  specific  funds  that  are  earmarked  for 
materials,  and  those  that  are  used  mxist  be  borrowed  from  other 
community  resources  or  pro'/ided  by  staff  members  themselves.  Other 
nutrition  service  programs,  such  as  the  WIC  program,  have  no  specific 
funding  for  staff  training  and  rely  on  other  Government  agencies  and 
sources  not  only  for  materials  but  also  for  continuing  education.  The 
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mstruction  they  receive  may  not  be  tailored  to  their  needs  or  to  overall 
progr-am  goals. 

A  major  difficulty  is  how  extension  or  EFNEP  personnel  cope  with 
individuals  who  require  therapeutic  diets.  The  usual  response  is  to  refer 
the  problem  to  nutrition  specialists  in  other  programs.  However^  such 
specialists  are  often  not  available.  The  answer  is  better  distribution  of 
nutrition  specialists  and  health  care  services  in  imderserved  areas  and 
removal  of  barriers  to  reimbursement  for  nutrition  services.  In  the 
meantime,  however,  stop-gap  arrangements  must  be  developed. 

IVlanpower 

Among  those  who  by  virtue  of  their  training  interests,  or  work  are 
identified  by  others  or  identify  themselves  as  nutritionists,  it  is  immediate- 
ly apparent  that  the  type  and  level  of  training  they  have  received,  their 
academic  degrees,  their  knowledge  and  skills,  the  focus  of  their  interests, 
and  their  perspectives  on  nutrition  vary  widely.  Moreover^  even  within 
most  of  the  specialties,  skills  and  competencies  vary  greatly  because 
standards  for  training  are  not  uniform.  The  Department  of  Labor 
employment  statistics  do  not  specify  nutritionists  and  the  related 
categories  mentioned  in  this  section.  Therefore,  informal  estimates  of 
professional  associations  must  be  rehed  upon.  Even  iising  the  most  liberal 
estimates,  fewer  than  100,000  persons  are  engaged  in  these  activities  on  a 
paid  basis.  Greater  than  75  percent  of  these  persons  possess  baccalaureate 
degrees  or  less  and  are  employed  as  dietitians,  diet  technicians,  food 
service  workers,  or  home  economists.  Not  more  than  5,000  of  them  hold  a 
doctorate  or  equivalent  degree  in  the  field  of  nutrition.  A  small  and 
tmknown  number  of  these  persons  devote  most  of  their  time  to  child 
nutrition. 

Parents 

In  enumerating  those  who  are  concerned  about  child  nutrition,  it  should 
be  remembered  that  probably  the  largest  group  of  dedicated  individuals 
are  parents.  Like  professionals,  their  concem  for  child  nutrition  stems 
from  more  than  simply  a  legal  responsibility  or  need  to  gain  a  livelihood. 
Moreover,  they  have  more  influence  and  experience  in  the  feeding  of  their 
individual  children  than  any  other  group  of  personnel.  Therefore,  they  are 
inc'i^ded  first  on  the  list  of  those  who  play  a  major  role  in  the  provision  of 
nutrition  services  to  children.  In  many  instances  there  is  only  one  parent 
in  the  family,  and  in  most  instances  formal  education  in  nutrition  is 
limiteL",  although  many  have  developed  considerable  nutrition  knowledge 
^nd  skill. 

NatritioD  Research  Scientists 

Nutrition  research  scientists  usually  hold  a  doctoral  degree  in  some 
biological  science  such  as  biochemistry,  physiology,  ammal  science,  or 
human  nutrition  per  se. 


Some  nutrition  scientists  hold  degrees  that  are  sp>ecificaliy  in  the  fields 
of  nutrition  or  public  health  nutrition.  Usually  the  degree  includes 
considerable  coursework  in  nutritional  biochemistry  and  the  biomedical 
sciences.  Others  hold  degrees  in  biology,  physiology,  or  biochemistry,  with 
the  latter  group  predominating.  Biochemists  study  the  biological  striicture 
and  metabolism  at  the  ceUular  and  subcellular  level  and  concentrate  on 
problems  such  as  dietary  requirements  for  cell  maintenance  and  identi- 
fying the  chemical  and  physical  structiu-e  of  nutrients,  their  fimctions 
within  the  cell,  and  more  general  metabolism  within  the  body. 

Some  physicians  are  engaged  in  biomedical  and  climcal  research 
relevant  to  nutrition  and  focus  on  basic  and  apphed  issues.  Many  animal 
scientists  have  developed  an  interest  in  human  nutrition  problems  throi^h 
their  work  with  artimaU  in  the  study  of  himian  disease  and  comparative 
nutrition  and  animal  health-  Others,  such  as  food  scientists  or  food 
technicians  and  economists,  may  also  participate  in  nutrition  research. 

None  of  the  professional  groups  specify  the  courses  that  are  required  for 
the  doctorate  in  himian  nujition.  Requireme:  is  vary  greatly  from  one 
institution  to  another,  although  all  institutions  require  graduates  to 
demonstrate  the  ability  to  conduct  independent  research. 

EZstimates  of  the  existing  number  of  nutrition  research  scientists  range 
from  2,000  to  several  thousand  persons.  The  American  Institute  of 
Nutrition's  members  have  made  significant  contribuiions  to  nutrition 
research,  most  of  which  is  probably  relevant  to  humans-  Membership  in 
1977  was  1,730.  The  American  EHctetic  Association's  members  included 
764  whose  orientation  was  primarily  research. 

In  1976  the  USDA's  Federal  and  State  experiment  stations  devoted  194 
scientist-years  to  human  nutrition.  In  1979,  267  scientist-years  were  spent 
on  research  in  human  nutrition  (49).  In  1977,  the  National  Institutes  of 
Health  (NIH)  devoted  70  scientist-years  to  human  nutrition  research  with 
1,980  intramural  investigators  participating  in  these  studies,  20  of  whom 
were  formally  trained  nutritionists.  In  addition,  NIH  supports  several 
hundred  extramural  nutrition  research  persons  through  grants  and 
contracts.  In  1977  the  Department  of  Defense  had  20  lead  scientists  with 
doctoral  level  training  who  were  engaged  in  human  nutrition  research. 

In  1978-79,  approximately  50  institutions  awarded  doctoral  degrees  in 
human  nutrition  and  40-80  new  scientists  enter  this  field  at  this  level  each 
year  (49). 

Approximately  75  institutions  offer  master's  degrees  in  human  nutri- 
tion. Most  of  these  programs  are  in  land  grant  universities.  Estimates  of 
the  numbers  of  new  graduates  are  not  available,  but  probably  amount  to 
several  hundred  persons  a  year,  some  of  whom  choose  research  careers. 

Public  Health  Physkaans  and  Dentists 

Training  in  public  health  varies.  The  most  common  type  of  formal 
education  is  that  leading  to  the  Masters  of  Public  Health  (M-P.H-),  which 
is  granted  by  approximately  a  dozen  schools  of  pubhc  health  in  the 
country.  Both  "geii-rralist"  programs  and  programs  that  focus  on  a  specific 
area  (such  as  nutrition  or  maternal  and  child  health)  are  available. 
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However,  tbe  mafority  of  i^ysiciaiis  and  dentists  who  woik  in  public 
health  or  commonity  health  positions  probabty  do  not  have  such  a  degree. 
Tbey  may  have  gained  e3q>erience  **on  the  Jol>'*  or  beoiuse  of  a  personal 
intecest  in  sooal  medione.  However,  their  competence  is  highly  variable. 

The  United  States  is  estimated  to  have  more  than  1,500  public  health 
nutritionists,  40  percent  of  them  widi  master's  d^rees.  The  number  of 
pnUKc  health  physicians  and  dentists  witfi  specific  expeitise  in  child 
nutrition,  including  M.P.H.  degrees,  is  extremely  small — probably  less 
than  a  hundred.  There  are  perhaps  10  times  as  many  in  the  more  general 
area  <^  maternal  and  child  health.  They  usualfy  have  at  least  one  graduate 
level  course  in  maternal  and  child  nutrition. 

PoUic  Health  Norses 

No  data  are  available  on  nimibers  of  public  health  nurses  with  nutrition 
txainxng.  The  extent  of  training  of  diese  persons  varies.  The  formal 
academic  degree  in  the  field  is  the  M.P.H.  Some  nursing  schools  have 
master's  programs  that  include  substantial  study  in  public  health.  Finally, 
there  are  various  short  courses  and  training  in  public  health  for  healdi 
nurses  with  bachelor's  degrees  or  diplomas.  Very  few  of  these 
iiave  more  than  very  basic  courses  in  nutritfon  (often  taught  as  part  of  a 
larger  course^  but  most  programs  devote  considerable  attention  to 
maternal  and  child  health. 

Public  Health  Nntritl'^iiists 

A  public  health  nutritiomst  is  prepared  by  training  at  the  master's  level 
or  above  to  provide  all  types  of  nutrition  services  in  community  health 
programs.  Major  responsibilities  include  planning  and  implementing  the 
nutrition  component  of  health  care  programs,  recruiting,  trainings  and 
supervising  subordinate  nutrition  staSy  coordinating  nutrition  with  other 
care  components^  and  evaluating  the  effectiveness  of  services. 

Public  health  nutritionists  usually  receive  master's  degrees  in  schools  of 
public  health  where  they  have  specialized  In  the  study  of  nutrition.  Their 
undergraduate  degrees  are  usually  in  one  of  the  biological  sciences  or  in 
food  and  nutrition  at  a  collie  of  h<mie  economics*  In  some  but  not  all 
programs  fidd  training  is  required.  These  individuals  have  no  registration 
examination^  although  an  accreditation  process  is  sponsored  by  the 
Amerkan  Public  Health  Association  for  the  schools  of  puUic  health  that 
the  nutritionists  attend. 

Persons  with  M.P.H/S  in  nutrition  have  had  fairiy  standardized 
training  Programs  generally  foOow  the  guidelines  of  the  Association  of 
Faculties  of  Graduate  Programs  in  Public  Health  Nutrition.  Requirements 
vary  dq>ending  upon  whether  the  career  focus  is  upon  medical  public 
health  or  university  teaching  (50). 

Sixteen  institutions  offer  graduate  degrees  in  public  health  nutrition, 
and  two  of  these  also  ofTer  doctorates. 

In  tbe  past  few  years^  a  number  of  new  schools  of  pubhc  healOi,  which 
sometimes  include  nutrition  curricula  in  their  programs,  have  been 
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established.  Also,  several  bachelor's  degree  programs  in  public  health 
nutrition  and  community  dietetics  have  opened.  Many  of  their  graduates 
woA  in  public  health  settings,  although  the  numbers  are  small  as  yet  for 
those  engaged  in  public  health  nutrition.  Registered  dietitians  are  another 
large  group  who  often  regard  themselves  as  public  health  or  commumty 
nutritionists  and  who  work  for  public  or  voluntary  health  agencies.  Some 
450  members  of  the  American  EHetetic  Association  are  employed  in  such 
settings. 

Physicians  Specializing  in  Clinical  Nutrition  and  Otiier  Aspects  of 
Haman  Nulritioa 

Physicians  who  specialize  in  clinical  nutrition  have  usuaUy  received  in 
addition  to  their  basic  degree  in  medicine,  residency  training,  board 
certification  in  some  specialty,  such  as  internal  medicine,  pediatrics, 
smgery.  or  preventive  medicine,  and  some  on-the-job  training  m  nutrition. 
Formal  education  in  the  nutrition  sciences  is  often  lacking.  Occasionally 
they  also  have  obtained  certification  by  the  American  College  of 
Nutrition,  a  revivified  professional  accrediting  organization.  However, 
many  senior  level  clinical  nutrition  specialists  are  not  certified  by  this 
body  and  are  more  closely  associated  with  the  ^jecialities  in  which  they 
received  the  most  of  their  training.  Physicians  with  an  interest  in  clinical 
nutrition  are  often  members  of  the  American  Society  for  Clinical 
Nutrition  if  they  are  interested  in  research  or  the  American  Society  for 
Parenteral  and  Enteral  Nutrition  if  their  interest  is  clinical  m  nature. 
There  are  probably  only  a  few  thousand  physicians  with  special  training 
or  experience  in  clinical  nutrition  among  the  350,600  M.D.'s  and  12,100 
D.O.'s  in  active  practice  in  1974  (5/). 

Other  physicians  specializing  in  basic  nutrition  research  are  gencraUy 
board  certified  in  some  medical  specialty  and  have  additional  formal 
training  or  experience  involving  human  or  animal  nutrition  resc^ch. 
Occasionally  they  may  have  obtained  a  hi^er  degree  stich  as  a  master's  or 
doctorate  in  nutrition,  public  health,  or  biochemistry.  There  are  no  firm 
estimates  of  their  numbers  but  it  is  doubtful  if  they  exceed  a  few  hundred 
at  most. 


Nurses  Specializmg  in  Clinical  Nutrition 

The  handful  of  nurses  who  specialize  in  nutrition  are  trained  in  a  variety 
of  ways,  but  mostly  inservice  rather  ^han  formal  education.  For  example, 
many  nurses  acquire  considerable  experience  in  nutrition  because  of  their 
v.'ork  on  nutrition  support  teams.  In  the  past  few  years  a  number  of 
clinical  nurse  spec  aUsis  programs  have  sprung  up.  Some  programs  consist 
of  only  a  few  months'  training,  others  are  master's  programs  of  1  or  2 
years.  A  few  special  programs  in  midwifery  are  also  available.  These 
programs  usually  include  riome  study  of  nutrition,  but  often  it  is  minimal 
and  only  rarely  is  the  coui^  content  equivalent  to  a  graduate  level  or  even 
an  advanced  undergraduate  nutriuon  course.  Clinical  nurse  specialists  can 
also  obtain  master's  degrees  in  nutrition  or  foods  and  nutrition,  but  this 
option  is  rarely  chosen. 
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Dietitians  ^>eaalizc  in  planning  balanced  and  nutritious  meals  and 
provide  education  and  diet  therapy  for  those  referred  to  them  by 
I^iysicians.  Federal  estimates  of  dietitians  and  nutritionists  employed  in 
the  health  Teld  in  S974  were  48,000. 

Am<»g  the  23,000  members  of  the  American  EMetetic  Association^  in 
1971  approximately  71  percent  held  bachelor's  d^ees,  23  percent 
master^s  degrees  and  2  percent  doctOTal  d^^ees^  and  90  percent  were 
TC^stcTcd  d^titians  (52).  The  majoriw  (65  percent)  were  employed  in 
hoqntals  or  other  health  care  facilities*  5  percent  in  puUic  health  agencies, 
9  percent  each  as  teachers  or  food  service  managers  in  educational 
institutions^  and  the  remainder  in  Government  and  business.  Currently^ 
active  membership  of  the  American  Dietetic  Association  is  31,000*^  An 
additional  24,700  persons  were  employed  as  dietetic  technicians  or  food 
service  siq>ervisor5  who  were  not  dietitians  and  usually  had  received  less 
fonx«al  training  than  the  bachelor^s  de^pm/ 

Most  of  the  practicing  dietitians  in  the  country  receive  undergraduate 
d^  ees  in  home  economics  at  land  grant  or  other  State  universities.  Those 
who  major  in  foods  and  nutrition  generally  have  strongs  preparation  in 
the  biological  sciences  than  those  who  major  in  home  economics^  food 
services^  administration,  or  institution  management.  Until  recently,  a  year- 
long internship  was  required  in  a  teaching  hospital  ac  other  accredited 
health-rdated  institution  for  membership  in  the  American  Oictetic 
Association,  and  registered  dietitians  were  required  to  pass  a  registratioi;> 
examination^  Now  it  is  possible  to  complete  aU  of  these  requirements  an<i 
to  qualify  for  registration  in  a  coordixiated  undergraduate  program  of  4 
years  that  offers  clinical  or  applied  training  and  classroom  work.  Five- 
and  six-year  programs  also  are  available,  although  there  is  a  growing 
tendency  for  them  to  become  internship— master's  degree  programs. 
Programs  at  both  the  undergraduate  and  graduate  level  are  becoming 
increasiTtgly  specialized,  and  community,  clinical,  or  adnunistrative 
^>ecialities  are  now  required  for  accreditation  by  the  American  Dietetic 
Association.  Programs  must  declare  the  types  of  personnel  they  are 
trainings  meet  standards  set  down  by  the  accrediting  association,  and 
undergo  periodic  reviews. 

The  homogeneity  of  dietetic  training  for  the  B.S.  degree  in  foods  and 
nutrition  is  greater  than  that  for  those  who  elect  ther  vocational  tracks* 
However,  considerable  differences  in  focus  exist  even  at  this  level, 
especially  in  the  quality  and  intensity  of  training  in  the  biological  sciences 
that  students  receive.  In  general,  those  who  elect  clinical  dietetics  receive 
training  in  bioc:hemistxy,  physiology,  and  metabolism  and  have  the  most 
intensive  health  sciences  preparation.  Programs  for  administration  con- 
centrate upryn  the  management  of  food  services  and  associated  operations, 
with  greater  attention  to  management  and  lesser  cmpoasis  on  food  and 
nutrition,  and  usually  exclude  biochemistry  and  other  advanced  courses  in 


^W,  O^Coanell,  p^tmnmJ  A'anutmnrmrirm  from  mn  Americmn  Dietetics  Asaouitaoo  staff"  pcison 
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tt^w«a«  niilxitkMi.  Community  nutritionist  training  is  sometimes  a  combi- 
natkm  of  the  two  or  rmr^*^^  basic  knowledge  in  food  and  nutrition 
without  biochemistry  but  with  additional  courscwork  in  education  and  the 
social  and  b^iavioral  sciences. 


NiriiiUoiiists 
(Bachelor's  and  Masto's  Depee  Ijevels) 

An  estimated  5,000  to  10,000  nutrition  education  specialists  and 
communiw  nutritiomsts  exist  with  perhaps  5.000  employed  as  such  today 
in  the  country.  The  Society  of  Nutrition  Education  has  about  5.000 


Nutrition  education  specialists  and  community  nutritionists  are  trained 
in  any  of  the  fields  mentioned  previously  with  some  special  preparation 
for  teaching  nutrition.  . 

Most  nutrition  educators  hold  at  least  a  bachelor's  degree  with  a  major 
in  food  and  nutrition  or  more  general  programs  such  as  home  economics, 
education,  or  science  with  at  least  one  course  in  human  nutrition  at  the 
undergraduate  lev^  Some  nutrition  educators  have  additional  training  as 
tfi^H^iii^  or  hold  a  master's  d^ree  in  foods  and  mitrition,  nutrition 
education,  or  nutrition  sciences.  Most  nutrition  educators  have  basic 
knowledge  in  food  and  nutrition  as  well  as  education,  evaluation  of 
education  programs,  and  the  behavioral  sciences.  •*Commumly  nutrition- 
ists'* usually  have  a  ^>ecial  interest  in  community  health  or  education 
programs- 


Home  economists  are  individuals  ^o  have  received  at  least  a 
bachelcv's  d^ree  at  I  of  the  300  institutions  in  the  country  that  offer  such 
programs.  Most  of  these  programs  are  located  in  land  grant  colleges  and 
State  university  systems,  and  only  a  few  privately  sponsored  institutions 
have  such  programs.  At  least  160,000  home  economists  are  thought  to 
exist  in  the  country-  The  American  Home  Economics  Association 
reported  a  membership  of  43,000  in  1978.^  Of  these.  S,880  individuals  in 
1978  and  8300  in  1979  were  affiliated  with  the  food  and  nutrition  section, 
and  presumably  majored  in  these  subjects  as  undergraduates.  Approxi- 
mately 20  percent  of  the  home  economists  work  as  elementary  and 
secondary  school  teachers,  8  percent  in  the  extension  services.  5  percent  m 
human  services,  11  percent  in  cofleges  and  universities,  3  percent  m 
business,  and  the  remainder  in  a  variety  of  other  settings- 

Training  in  human  nutrition  is  highly  variable  among  those  who  hold 
degrees  in  home  economics;  some  individuals  have  considerable  course- 
w<wk  in  food  and  nutrition  areas,  and  others  have  only  a  single  basic 
course. 


^PmoamlconmumeMtioa  from  the  America  Home  Ec<moouc»  AswcUlion,  December  1979. 
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Diet  Trrtmichms,  Food  Services  Supervisors,  and  Nutritfon  Aides  in 
Odier  PtoginuBs 


These  persons  are  subordinate  to  dietitians  or  food  ser^/ice  managers 
and  ^oxic  in  food  services  delivery  in  institutions  such  as  hospitals, 
schools,  and  day  care  centers* 

There  axe  at  least  30,000  diet  technicians,  food  service  supervisors,  and 
nutrition  aides.  In  1974,  24,700  of  them  were  estimated  to  be  employed  in 
the  health  field  (5i>.  In  1979,  the  EFNEP  in  the  USDA  employed  some 
3»700  persons  as  outreach  workers  and  teachers  of  basic  food  and 
nutrition  skills*  A  number  of  other  Federal  programs,  such  as  Head  Start, 
day  care  programs,  and  the  like  also  employ  persons  who  may  have 
received  short-term  training  in  nutrition*  Approximately  11,500  dietetic 
assistants,  most  of  whom  were  trained  in  conmiunity  colleges,  are  also 
working  in  the  health  field  (see  footnote  4). 

Training  among  these  individuals  is  variable,  ranging  from  short-term 
training  courses  and  on-the*job  training  (as  with  EFNEP  aides)  to  formal 
and  specialized  associate  degree  programs*  The  trend  is  toward  associate 
degree  programs,  wnich  are  growing  at  a  rapid  rate  in  community  colleges. 

With  appropriate  supervision,  these  individuals  can  perform  many  of 
the  routine  tasks  that  are  involved  in  dietary  or  food  services  delivery. 

Adequacy  of  Manpower  Siq»ply 

Opinion  is  sharply  divided  about  the  existence  of  a  manpower  shortage 
that  is  inhibiting  advances  in  nutrition  education.  The  question  has  not 
been  addressed  comprehen^vely  by  any  recent  study,  and  reliable 
manpower  training  and  employment  statistics  are  not  available.  There- 
fore, a  need  for  more  data  is  indisputable. 

Personal  Health  Services  Versus  Public  Health  Services 

Personnel  required  for  disease  prevention  consists  of  two  major 
categories:    those  engaged  in  providing  personal  health  services  to 
individuals,  and  pubHc  health  professionals  mainly  concerned  with  the 
health  of  populations  (55).  The  personal  health  tnonpower  category  is 
judged  to  be  adequate  and  includes  physicians,  dentists,  pharmacists, 
podiatrists,  nurses,  physician's  assistants,  nurse  practitioners  and  others 
working  within  the  health  care  delivery  sry^tem  (53).  However,  the  quality 
of  services  (especially  nutrition  services)  is  an  issTie  and  raises  such 
questions  as  how  the  personal  health  services  delivery  system  cap  be 
encouraged  to  increase  its  emphasis  on  disease  prevention,  what  koles 
should  various  health  professionals  play  in  prevention,  and  how  the 
education  of  health  professionals  can  prepare  them  for  their  roles  in 
disease  prevention.  While  some  adjustments  in  the  manpower  pool  might 
be  necessary,  considerable  potential  for  disease  prevention  is  untapped 
within  the  cmrent  pooL  Making  health  promotion  and  disease  prevention 
a  part  of  personal  health  services  will  require  changes  in  the  training  of 
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health  professionals,  changes  in  the  organization  and  fmancing  of  health 
services,  and  changes  in  consumer  expectations  of  health  care.  Nonphysi- 
cians  have  a  great  deal  to  offer  in  disease  prevention. 

Nutrition  Scientists 

The  Congressional  Resea  .  >  e  (54)  and  the  General  Accounting 
OflTice  (55)  studies  claimed  sb  rtage  of  nutrition  scientists  existed, 

while  the  Office  of  Science  .  nology  Policy  (56)  and  the  Office  of 

Technology  Assessment  (OTA>  v-^^)  studies  questioned  this  assertion.  To 
guide  Federal  poUcy  in  manpower  training  (57),  the  OTA  report  sugg<^ted 
tfiat  a  census  be  conducted  of  nutrition  scientists,  both  working  and  in 
training. 

Public  Health  Physicians,  Dentists,  and  Nurses 

One  report  on  health  manpower  has  concluded  that,  compared  with 
personal  health  services  manpower  in  general,  professionals  working  in 
disease  prevention  are  in  relatively  short  supply  (53).  The  numbers  and 
abilities  of  those  with  child  nutrition  skills  are  relatively  hmited. 

Public  l-k'ealtfa  Nutritionists 

There  were  1,921  public  health  nutritionists  at  the  local.  State  and 
Federal  levels  in  1978  (50).  Of  these,  45  percent  provided  generalized 
services;  32  percent  were  afTiliatcd  with  the  WIC  program;  13  percent 
served  in  public  agencies,  education,  or  voluntary  agencies;  7  percent 
served  as  administrators  or  consultants;  and  2  percent  in  licensing  and 
certification;  less  than  I  percent  is  unaccounted  for.  A  personnel  shortage 
appears  to  exist  in  this  category. 

Public  Health  Nursing 

The  shortage  of  r^^blic  health  nurses  is  less  of  a  problem  than  is  their 
lack  of  expertise  in  nutrition.  Public  health  nurses'  training  should  be 
modified  to  include  skills  for  better  identification  and  appropriate  referral 
o** , ;-  tritional  health  problems. 

"  .,^1.^  and  Dentistry 

.  avsicians  (including  pediatricians)  who  have  expertise  in  cUi.  cal 
nutrition  are  in  short  supply,  and  the  basic  level  of  skill  m  nutrition  is  lo  w 
foi  physicians  in  general.  Training  in  pediatrics  and  family  medicine  tends 
to  pay  somewhat  more  attention  to  nutrition  than  do  other  subspecialties  , 
A  number  of  physicians  are  now  being  trained  in  climcal  nutnuon,  but 
better  training  in  nutrition  is  still  needed  for  physicians. 

Nursing 

A  serious  shortage  of  nurses  with  specific  expertise  in  child  nutrition 
i.ppeais  to  exist.  None  of  the  major  professional  nutrition  associations  has 
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more  than  s  handful  of  registered  nurses.  In  nursing  schools,  if  nutrition  is 
taught  at  aJl.  it  is  usuaJIy  incorporated  into  a  medical-surgical  nursing 
course  or  taught  separately  to  nurses  by  a  dietitian  rathe*-  than  by  nurses 
themselves,  perhaps  indicating  that  very  little  nutrition  expertise  exists 
araong  nurses.  With  over  1,000,000  nurses  in  the  country,  this  lack  is 
striking.  Specialists  in  maternal  and  child  health  nursing  tend  to  be  better 
trained  in  nutrition  than  other  nurses,  but  even  at  the  master's  degree 
level,  preparation  is  weak,  consisting  of  a  course  or  two  at  most. 

Dietitians 

Opinion  is  divided  on  the  need  for  additional  dietitians.  The  American 
Dietetic  Association  argues  the  need  for  more  personnel  at  both  the 
registered  dietitian  and  dietetic  technician  levels.  In  contrast.  Voder's 
more  general  analysis  of  manpower  for  the  personal  health  care  category, 
which  includes  dietitian::;,  did  not  reveal  shortages,  although  the  basis  for 
this  conclusion  was  not  stated  (53).  The  issue  hinges  primarily  on  what 
services  physicians  vrish.  to  delegate  and  what  they  wish  to  do  themselves. 
At  present,  there  is  increasing  emphasis  on  physicians'  taldng  responsibili- 
ty for  providing  nutrition  counseling  of  ambulatory  paiicnts  in  such 
specialties  as  family  medicine,  general  medicine,  and  pediatrics,  based  in 
part  on  new  views  of  the  importance  of  these  and  other  lifestyle  topics  in 
health  and  in  part  on  the  predicted  surpluses  of  physicians  in  the  next 
decades.  These  issues  and  the  costs  of  various  alternative  providers  need 
to  be  sorted  out  before  sensible  manpK>wer  planning  can  be  done  in 
dietetics. 

Nutritioa  Educators  and  Home  Economists 

Little  information  exists  on  the  adequacy  of  supply  of  nutrition 
educators  and  home  economists.  The  Society  for  Nutrition  Education 
states  that  shortages  of  appropriately  trained  people  are  evident. 


Quality  of  Training 

Opinion  is  also  sharply  divided  on  how  well  students  are  prepared  for 
dealing  with  current  nutrition  problems.  The  evidence  is  good  that,  in 
some  areas,  reorientation  is  long  overdue  and  that  training  programs  are 
out  of  date.  The  disputes  center  less  on  whether  to  incorporate  new 
material  and  courses  into  existing  curricuJa  than  on  how  it  is  to  be  done. 
The  difficulty  is  in  deciding  what  current  studies  are  to  be  eliminated  to 
make  room  for  new  courses  and  emphases. 

Trainiii^  for  Research 

The  Office  of  Technology  Assessment  rep)ort  (^28)  suggested  that 
training  methods  were  of  equal  if  not  f  ^tcr  concern  than  the  number  of 
persons  trained,  because  the  develop  ♦of  knowledge  in  the  I980*s  is 
likely  to  :  ^uire  different  skills  than  those  required  traditionally.  The 
report  specifically  suggested  that  doctoral  training  in  the  nutrition  sciences 


and  related  disciplines  should  stress  diseases  affected  by  diet,  nutnuonal 
pharmacology,  the  principles  of  food  science,  and  evaluation  and 
Lsessment^  nutritional  status.  PubUc  health  nutrition  research  should 
place  greater  emphasis  on  imtrition-rclated  fields  such  as  epidemiology, 
bchavSral  sciences,  health  services  administration,  nutrition  pobcy.  and 
community  organization  without  losing  its  strong  basic  core  m  the 
nutrition  sciences.  The  report  also  recommended  that  postdoctoral 
training  should  include  clinical  or  community  work  and  exposure  to  the 
diet-reUted  health  considerations  of  both  healthy  and  lU  persons. 

Training  in  Public  Health  Nutritioa 

The  major  problem  in  public  health  nutrition  appears  to  be  lack  of 
pcrsoPJiel  rather  than  inappropriate  training.  However,  training  nught  be 
helpful  in  skais  for  assisting  those  who  are  not  nutriuon  specialists,  such  as 
nurses,  to  idendfy  and  deal  with  nutrition-related  problems.  Tbere  should 
also  be  greater  emphasis  on  recruiting  and  training  individi^  who  wish 
to  work  in  mcdicaUy  unUerscrved  rural  areas  ^^fre  P"''^^ 
health  nutrition  services  are  particularly  great.  Needed  skills  include 
clinical  dietetics  as  weU  as  pubUc  health,  since  the 

serve  as  a  backup  consultant  for  others  providmg  personal  health  services. 

Nncritioo  Training  of  Phyiicians  and  Dentists 

Thanks  to  the  recent  emphasis  on  the  importance  of  b^ic  clinical 
nutrition  skills  for  physicians,  some  progress  is  being  made.  However  m 
most  medical  schools,  nutrition  is  still  treated  perfunctorily  and  relegated 
to  elective  status  or  an  occasional  related  lecture,  and  it  is  generally  not 
regarded  as  important  enough  to  merit  an  alteration  m  an  already 
crowded  curriculmn.  Greater  emphasis  in  undergraduate  medical  educa- 
tion should  be  put  on  both  the  knowledge  base  (e.g.. 
biochemistry  and  physiology)  and  chnical  --actice  in  nutrition  to  improve 
patient  care^^One  of  ie  major  difficult  .  .mpedmg  the  trainmg  of  medic^ 
students  is  the  lack  of  qualified  faculty.  In  addre^g  .^^^^^^^^^ 
Nutrition  auster  Report  of  the  President's  Biomedical  Research  Panel 
sugeested  that  25-40  postdoctoral  feUowships  per  year  inchmeal  nutiition 
be^granted  to  proi5tising  young  physicians  (5»)    The  same  r^rt 
recommended  that  Federal  funds  be  provided  for  the  creation  of  10-15 
faculty  positions  in  clinical  nutrition  across  the  country  .^^  J^jy 
mediia  Siools.  After  a  limited  period,  support  would  be  furnished  by^e 
medical  school  or  teaching  hospitaL  Many  of  these  ideas  have  been 
incorporated  into  the  clinical  nutrition  research  umt  concept  tot  funded 
in  1979  by  NIH.  These  units  are  designed  to  provide  a  base  for  chmcal 
nutrition  research,  to  teach  mec^ical  and  otiier  students  m  the  health 
professions,  and  to  provide  community  services  within  academic  medical 

The  "  undergraduate  curriculum  in  dentistry  should  include  more 
emphasis  on  chnical  nutrition  and  prevention-oriented  nutrition  which  are 
relevant  for  dental  practice. 
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The  new  emphasis  on  primary  care  in  medical  schools  is  commendable, 
but  as  it  is  currently  visualized,  it  is  doubtful  that  cither  the  competencies 
in  dietary  treatment  (as  opposed  to  diagnosis)  of  the  average  physician  or 
their  geographical  distribution  will  be  such  as  to  allow  dispensing  with  the 
services  of  dietitians  and  nutritionists.  Therefore^  rr-inpower  planning 
exercises,  which  make  such  assumptions,  are  unlikely,'  to  be  fruitful.  They 
may  well  add  to,  rather  than  subtract  from»  the  costs  of  delivering  health 
care  services  involving  nutrition,  and  the  services  that  arc  provided  may 
be  of  poorer  quality  unless  more  attention  is  paid  to  clinical  nutrition 
treatment  issues  and  appropropriate  referrals  to  allied  health  professionals 
in  revised  curricula^ 

Nurses 

Clinical  nutrition  appears  to  have  disappeared  from  nurses*  training 
since  the  curriculum  reforms  of  the  I960*s  and  1970*s.  Training  should 
include  nutritional  status  screening  and  referral  procedures  for  patients 
suspected  of  being  at  high  nutritional  risk.  Nurses,  not  physicians  or 
dietitians,  are  the  most  likely  to  have  frequent  and  intimate  contacts  with 
patients,  which  permits  them  to  identify  frequently  subtle  nutritional 
problems.  Nurses  are  also  in  an  ideal  position  to  reinforce  and  monitor 
any  necessary  nutrition  interventions.  It  is  time  for  nursing  schools  to 
strengthen  their  human  nutrition  components,  "Out-breeding'' — that  is, 
training  future  faculty  members  outside  of  nursing  schools  in  nutrition 
sciences,  clinical  nutrition^  and  public  health  nutrition — is  needed  because 
at  present  the  nursing  schools  lack  the  faculty  to  do  the  job  themselves. 

Dietitians 

Fundamental  biomedical  knc  'edge  and  new  technologies  must  be 
transferred  into  training  and  clix  al  practice.  More  emphasis  should  be 
made  on  disease  prevention  through  better  screening  and  case  funding. 

The  dietitian  is  now  frequently  charged  with  screening  hospitalized  and 
ambulatory  patients  to  identify  those  who  are  in  need  of  further 
assessment  and  services.  Once  those  at  risk  are  identified,  the  dietitian 
must  work  with  other  health  care  personnel  to  provide  appropriate 
interventions.  Nutrition  support  techniques  employed  today  require  a 
much  greater  knowledge  of  metabolism,  diet-drug  interactions,  and  the 
underlying  pathophysiology  of  the  illness  and  more  teamwork  in  the 
provision  of  care  than  dietetics  did  a  decade  ago.  These  trends  are  likely  to 
continue. 

More  instruction  on  prevention  of  the  most  common  diet-related 
diseases  and  conditions  should  be  also  encouraged  in  the  training  of 
dietitians,  especially  those  who  plan  to  practice  in  ambulatory  settings. 
Basic  concepts  of  epidemiology  and  risk  shctild  be  emphasized  in  the 
community  dietitian's  training  to  focus  on  the  many  in  need  of  services. 
Finally,  dietitl^ins  need  more  training  in  group  teaching  methods  with 
regard  to  such  subjects  as  diet,  drugs^  exercise,  and  smoking.  Although 
individualized  dietarv   counseling  will  always  be  necessary  for  some 
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Datients.  dietitians  have  not  yet  tapped  the  potential  of  group  appr«icLes 
to  teaching  for  some  diet-related  health  problems.  It  is  essential  that  future 
physicians  become  better  trair^ed  in  recognising  nutritional  problems  and 
referring  patients  who  require  dietary  therapy. 


H« 

Home  economists  often  lack  the  specialized  expertise  necessary  to 
interpret  technical  research  to  laymen  and  deal  with  large  numbers  or 
people  who  rarely  encounter  other  nutrition  specialists.  They  often  do  not 
haJ^  appropriate  information  because  of  the  failure  of  the  ^"^^lon 
science  a  i  clinical  community  to  transfer  such  mformation  effecuvcly. 
Given  sucn  information,  home  economists  arc  able  to  package  and  shape 
it  in  the  form  that  is  most  relevant  and  appealing  to  their  audiences. 
Training  needs  are  twofold:  suongcr  preparation  in  the  nutrition  soences, 
and  grMitcr  attention  to  information  transfer  through  group  and  mass 
media  methods. 

Associate  Degrees 

The  training  of  associate  degree  level  workers  is  r  standardized  and 
usually  takes  place  in  technical  institutes  of  commumiy  coUcges  that  are 
quite  Separate  from  the  institutions  in  which  other  nutrition  profession^ 
ie  train^  Such  separation  makes  it  difficult  for  new  developments  to  be 
incorporated  easUy  into  training  curricula,  unless  a  ^^^^"^.^^S^jy^^ 
made  to  bring  instructors  in  associate  degree  programs  mto  the  la^er 
academic  coimnunity  instead  of  regarding  vocational  mstruc^n  of  Uns 
type  as  a  totally  separate  activity.  At  present,  persons  trained  m  such 
twines  are  iU  equipped  to  deal  with  clinical  nutrition  issues  m  situations 
in  w^h  supervision  is  inadequate  or  sporadic  as  it  sometimes  is  m 
nursing  homes  or  other  extended  care  facihties. 

Primary  and  Secondary  School  Teachers 

The  vast  majority  of  primary  and  secondary  school  teachers  have  had 
no  formal  training  in  either  general  nutrition  or  child  numnon.  The  only 
Skely  exceptions  Ire  teache^  of  home  economics  or  health  educaUon  at 
rtf^Xry  leveL  Some  primary  ^hool  teachers  have  t^en  short 
in^^  SSses  in  nutritioti,  but  this  is  hardly  a  subsUtute  for  formal 
education.  WeU-taught  courses  in  child  nutrition  at  teacher  tra^S 
institutions  are  urgeSly  needed.  In  addition,  most  school  systems  do  not 
^ve  nu^tion  <^ucation  specialists  available  for  cfnsultaaon  ^ 
classroom  teachers,  nor  are  such  speciaUsts  always  available  at  Ae  S^te 
level  The  USDA^s  NET  program  has  funded  some  nutrition  education 
SStions  as  weU  as  short'^coSrses  for  teachers  and  the  <l«velopm«tt  of 
Nutrition  materials  for  classrooms,  but  a  great  deal  remains  to  be  done^ 
Other  programs,  such  as  the  USDA's  child  nutrition  programs,  have  also 
i^elo^^ort  courses  for  the  training  of  school  food  ^^%P^^f; 
but  m^of  these  persons  do  not  teach  in  the  classroom.  Some  funds  were 
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made  available  by  the  OfTicc  of  Education  to  carry  out  inservice 
workshops  and  curriculum  development  efforts,  and  private  groups  such 
as  the  National  Dairy  Council  have  also  sponsored  a  variety  of  short 
courses  for  teachers.  Funding  tends  to  be  sporadic,  however,  and  no 
efforts  to  date  have  led  to  mandatory  training  in  nutrition  for  teachers.  In 
the  past  few  years,  some  States  have  legislated  that  health  education 
(which  usually  includes  nutrition)  be  taught  as  a  required  subject  in  the 
schools.  This  requirement  may  strengthen  the  case  for  including  a 
required  nutrition  course  at  the  undergraduate  level  in  teacher  training. 

An  Example:  Ways  to  Strengthen  the  EFNFP  in  Child  Nutritioo 

The  Expanded  Food  and  Nutrition  Education  Program  of  the  USD  A 
has  lately  been  the  subject  r**  a  number  of  -tudies  (57,  59~6S),  The 
HFNEP  might  be  stren^theneo  through  more  inservice  education  for  the 
home  economics  extension  agents,  who  are  the  trainers  of  the  aides. 
Specific  training  geared  to  child  nutrition  might  be  developed  by  the 
national  ofRcc,  utilizing  some  of  the  excellent  self-study  texts,  movies,  and 
other  materials  that  have  already  been  developed  by  many  of  the  State 
extension  service  offices  and  that  should  be  more  widely  disseminated. 
Collaboration  among  DHHS,  USDA,  and  voluntary  agencies  in  develop- 
ing the  training  program  would  provide  the  means  for  corrhining  the  most 
efTectivc  program  content  with  the  most  effective  means  of  communica- 
tion. Special  attention  should  be  given  to  appropriate  sources  of  referral 
for  health  problems  and  to  develop  a  more  simplified  kit  of  training 
materials  for  program  aides  in  EFNEP.  Once  developed,  these  materials 
could  be  disseminated  to  the  States  for  use  as  the  b'-j^is  of  inservice 
education  for  extension  home  economists-  Chief  food  and  nutrition 
specialists  and  other  relevant  health  professionals  can  also  be  enlisted  as 
visiting  faculty. 

A  second  way  to  strengthen  the  program  would  be  change  the  system  of 
recruiting  families  for  the  EFNEP  to  ensure  that  the  neediest  families  are 
the  first  to  receive  attention.  Public  health  and  welfare  referrals  could 
become  the  source  of  outreach  information  as  well  as  provide  necessary 
backup  services.  Supervision,  however,  would  remain  with  the  extension 
home  economists. 

A  third  way  to  strengthen  the  program  is  through  training  to  increase 
the  skills  of  the  extension  food  and  nutrition  specialists  by  recruiting  those 
with  expertise  in  child  nutrition  or  encouraging  existing  staff  to  take 
courses  in  child  nutrition- 
Resident  faculty  at  the  land  grant  colleges  and  universities  might  also 
receive  additional  training  in  child  nutrition,  and  more  research  monies 
might  be  devoted  to  research  in  this  area- 
Human  nutrition  research  at  the  USDA  is  funded  at  $36  million  (80 
percent  USDA  Federal  funds),  and  267  scientist-years  are  in  386  research 
projects-  Extension  programs  are  funded  at  $59  million,  and  1,654 
professionals  and  3,718  paraprofessionals  (most  of  whom  are  oncemed 
with   EFNEP)  are  employed.  These  data  suggest  that  findings  from 
nutrition  education  research  programs  would  find  a  ready  audience. 
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At  present  the  USDA  has  no  specific  program  for  training  nutrition 
scientists  for  nutrition  -  ducation  research,  applied  purposes,  or  specifical- 
ly for  training  in  child  nutrition. 


Training  Issues:  Basic  Versus  Applied  Training 


The  appropriate  mix  of  theoretical  and  applied  training  for  nutriuon 
res^rch.  teaching,  and  service  delivery  is  a  matter  of  some  dispute.  The 
type  and  amount  of  education  varies  from  one  subspecialty  to  another, 
but  also  within  specialties.  Existing  reports  on  manpower  do  not  deal  with 
these  issues  in  depth  as  they  affect  the  nutrition  field  (58.  67-69).  Some  of 
the  newer  studies  begin  to  aR>roach  the  problem  (70),  but  collecting 
statistics  remains  a  problem  (7/). 

Approximately  hAf  of  those  with  doctorates  who  work  m  nutrition 
positions  apparendy  were  trained  in  nutrition  departments  in  umversity 
graduate  schools  (,49).  The  others  probably  hold  degrees  in  biochemistry, 
physiology,  and  chemistry,  and  fewer  have  degrees  in  animal  or  food 
sciences.  Only  a  very  small  number  hold  degrees  in  economics  or  th-s 
social  sciences.  Many  nutrition  positions  are  filled  by  persons  with  specific 
doctorates  in  nutrition.  These  scientists  may  be  cut  off  from  advances  in 
many  of  the  basic  disciplines  (other  than  their  more  general  area  of 
training)  that  would  contribute  to  fundamental  knowledge  in  the  nutrition 
field.  The  disadvantage  applying  to  the  other  specialists  with  more  basic 
scientific  training  is  their  often  extremely  narrow  perception  of  the  field  of 
nutrition  as  a  whole  due  to  training  that  focused  on  only  one  clement 
within  the  broader  field.  Perhaps  coUegial  interaction  will  deepen  the 
former  and  broaden  the  latter,  and  the  best  solution  is  a  mix  of  mdividuals 
trained  in  many  disciplines. 

The  vast  majority  of  those  who  hold  master's  or  baccalaureate  degrees 
in  nutrition  are  trained  in  nutrition  or  other  "applied"  fields  such  as 
education  or  dietetics.  In  order  for  those  with  degrees  in  the  liberal  arts  or 
the  biological  sciences  to  obtain  master's  degrees  in  applied  nutrition 
(such  as  that  required  in  dietetics,  WIC.  or  the  child  nutrition  programs), 
they  usually  must  do  a  great  deal  of  "remedial"  course  work  in  specialty 
areas.  This  lengthens  the  course  of  study  and  perhaps  discourages  some 
bright  young  people  from  entering  the  field.  This  problem  is  parUcularly 
true  for  those  trained  in  the  social  and  behavioral  sciences,  who  fmd 
making  up  courses  in  chemistry  and  physiology  onerous.  Flexsblc  yet 
rigorous  programs  are  needed  to  overcome  these  obstacles. 


NEW  DIRECTIONS  FOR  THE  1980's: 
THE  NATIONAL  CONFERENCE 
ON  NUTRITION  EDUCATION  OF  1979 

In  late  1979,  major  existing  agencies  concerned  with  nutrition  education 
sponsored  a  joint  conference  (40).  Education,  nutrition,  and  commumca- 
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tion  professi<mals  as  well  as  consumers  pa:  >cipated  in  the  conference 
delibotitions  and  conference  preparation. 

The  recommendations  of  the  task  forces  for  each  of  the  relevant  target 
groups  varied^  but  10  issues  of  general  concern  tvere  raised  in  all  four 
reports.  These  were  as  follows : 

(1>  One  of  the  goals  ^f  nutrition  education  should  be  the  provision  of 
readily  accessibfe  infbioiation  and  public  messages  about  the  prevention 
of  disease  as  well  as  the  promotion  of  health  through  diet  and  the 
treatment  of  illness  and  dietary  support  of  medical  treatment. 

(2)  The  pace  of  development  of  nutrition  education  messages  for 
^>ecific  groups^  outreach  efforts^  consumer  protection,  and  greater  use  of 
the  mass  media  must  be  speeded  up. 

(3)  Consumer  advocacy  as  well  as  provider  advocacy  is  seen  as 
necessary  to  improve  the  status  of  nutrition  education  efforts. 

(4)  Coordination  must  be  improved  between  and  within  Federal 
departments  as  well  as  at  State  and  local  governmental  levels  and  with 
voluntary  and  private  groups. 

(5)  Training  of  those  who  train  •  nutrition  educators  is  a  necessary 
first  step  for  improving  nutrition  edii  -ttion. 

(6)  Financing  of  nutrition  edu*:ation,  including  patient  counseling^  is 
also  an  essential  prerequisite. 

(7)  More  research  is  needed  on  nutrition  education. 

(8)  Nutrition  education  programs  need  to  be  evaluated. 

(9)  FoUorvup  efforts  to  ensure  implementation  of  the  reconmiendations 
are  needed. 

(10)  Linkages  among  nutrition  education  and  food  or  income  assis- 
tance and  health  and  education  programs  are  needed  at  Federal,  State^ 
and  local  levels. 

The  reconmiendations  of  the  task  force  on  children,  adolescents,  and 
pregnant  women  were  as  follows: 

(1)  Nutrition  education  needs  a  new  orientation,  both  with  regard  to 
message  content  and  methods  of  delivery. 

Message — Nutritionists  and  others  responsible  for  nutrition  education 
mttst  reach  a  consensus  on  the  basic  messages  that  are  relevant  to  each  of 
these  tar^t  groups  and  acknowledge  those  areas  in  which  controversy 
exists  if  consensus  is  not  yet  pos^ble. 

Delivery — With  the  use  of  techniques  based  on  market  research* 
attitudinal  and  behavioral  change  should  be  promoted  where  necessary 
among  consumers  and  sound  nutrition  practices  should  be  reinforced. 

Leadership  Coordination  and  Advocacy — federally  supported  na- 
tional nutrition  council  of  diverse  membership  should  be  established  for  a 
3-year  period  and  ^ould  invite  participation  of  the  private  sector.  Such  a 
cotmcil  wou.d  provide  leadership,  serve  as  zxi  advocate  for  nutrition 
education,  advise  the  Federal  Government,  provide  a  forum  for  exchange 
of  information,  develop  poli<^,  encourage  and  oversee  coordir'^tion  of 
nutrition  education,  provide  foDowi^  of  the  National  Nutrition  Educa- 
tion Conference,  and  monitor  progress  in  implementing  recommenda* 
tions. 

(2)  Nutrition  messages  must  be  matched  with  the  perceived  needs  and 
cultural,  social,  and  economic  characteristics  of  target  groups* 


77 


91 


(3)  Nutrition  education  curricula  for  preschooU,  primary,  and  secon- 
dary schools  must  be  evaluated  and,  if  necessary,  designed  specifically  for 
the  target  group  needs  and  perceptions.  ,  <-r  ^ 

CritSa  mim  be  established  for  assessing  the  scientific  accura<^ 
message  content,  curricula,  and  training  guides.  The  cntena  should  be 
pcrioScally  reviewed  by  appropriate  professional  groups  and  updated 
information  disseminated.  .   •  i. 

The  Federal  Government  should  evaluate  nutrition  education  materials 
and  curricula  and  share  the  results  with  State  and  local  groups, 

A  common  core  of  objectives  should  be  addressed  m  addition  to 
ptv,  ram  specific  activities.  For  each  specific  prognun.  behavioral  objec- 
tive .d  Performance  standards  must  be  established  under  the  direction 
of  competent  nutritionists  and  those  from  other  appropnate  disciplines. 

All  nimition  education  professionals  and  paraprofessionals  should  have 
access  to  inservice  and  continuing  education.  ^    ^  ,  , 

Nutrition  educators  need  more  training  in  processes  that  help  people  to 
make  informed  decisions  about  choices  of  food  other  than  the  mere 
distribution  of  information.  »       .       .        x-  t 

(4)  More  innovative  use  must  be  made  of  informal  and  nonformal 
settings  for  nutrition  education  such  as  waiting  rooms  in  health  care 
facilities,  correctional  institutions,  recreational  centers,  hbranes,  tooa 
markets,  laundromats,  beauty  salons,  and  the  woricplacc  to  reach  children 
and  parents  with  nutrition  education-  ^ 

The  Department  of  Health  anc*  Human  Services  should  ensure  that 
standards  and  criteria  for  health  care  programs  include  specific  rcqmrc- 
mcnts  for  nutrition  services  including  counseling  and  education. 

Greater  emphasis  on  community  participation  and  self-help  m  develop- 
ing nutrition  education  programs  is  also  needed.        ,     , .  ,  , 

rS)  The  mass  media  and  other  new  technology  should  be  used  more 
effectively  to  improve  the  image  of  nutrition  and  to  initiate  large-scale 
change  in  attitudes  about  healthful  eating- 

Programs  to  support  general  nutrition  education  efforts  as  wcU  as 
specisd  nutrition  messages  for  particular  concerns  or  issues  should  be 
<£velopcd  by  commercial  as  wcU  as  public  service  and  educational 
television.  Priority  should  be  given  to  developing  high-quahty  nutiition 
messages  with  a  specific  focus. 

Artudy  of  tiic  fcasibiUty  of  utilizing  new  technology  for  nutiition 
education  should  be  undertaken  by  the  communications  mdustty,  and  tiie 
rmdings  shared  with  persons  in  the  nutiition  and  education  fields. 

(6)  Evaluation  of  nutrition  education  should  receive  more  «nph^is. 
Support  services  for  evaluating  nutrition  education  efforts  should  be 
developed  and  expanded  in  collaboration  witii  professional  groups  m  both 
nutrition  and  education.  Nutiitionists  should  receive  ti^mg  m  evalu- 
ation during  their  formal  education.  ^^t^ 

AU  Federal  food  and  nutrition  assistance  programs  mcludmg  grantee 
programs  should  require  and  fund  evaluations.  These  mclude  school 
Head  Start,  pubUc  health  nutiition  services,  nutiition  education, 

and  training  programs.  rw^^rt 

(7)  Kes^ch  in  nutrition  education  must  be  expanded.  The  Depart- 
ments of  Agriculture  and  Health  and  Human  Services  must  give  priority 
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to  research  that  will  provide  basic  daU  and  other  information  about  target 
populations.  Many  other  areas  of  nutrition  education  research  need 
attention.  These  include  effective  delivery  methods  and  techniques* 
approaches  to  learning,  appropriate  packaging  of  nutrition  knowledge  for 
specific  groups,  evaluating  curriculum  evaluation,  changing  childhood 
perceptions  of  the  relationship  between  food,  nutrition,  and  health, 
surveys  on  the  food  habits  of  ethnic  groups,  and  epidemiological  surveys 
to  identify  the  nature,  magnitude,  and  location  of  nutrition  problems  so 
that  appropriate  nutrition  education  can  be  developed.  The  two  depart- 
ments should  give  high  priority  to  implementing  a  cooperative  national 
nutrition  status  monitoring  system.  All  of  the  Federal  agencies  with 
nutrition  education  programs  must  review  their  requirements  for  grant 
applications  to  encourage  a  comprehensive  approach  to  the  development, 
implementation,  and  evaluation  of  nutrition  education  research  and 
programs. 

(8)  The  Departments  of  Agriculture  and  Health  and  Human  Services 
along  with  other  Federal  agencies  and  organizations  should  coordmate 
their  approaches  to  nutrition  education.  The  National  Academy  of 
Sciences  or  some  other  agency  could  serve  as  a  focal  px>int  for  an 
interdepartmental  task  force  to  identify  priorities  in  nutrition  education, 
obtain  agreement  on  the  messages,  and  coordinate  agency  responses. 

The  Departments  of  Agriculture  and  HealUi  and  Human  Services,  as 
wcl!  j»s  o»hcr  agencies,  if  appropriate,  should  sponsor  two  or  three 
com'/iunity  nutrition  education  model  programs.  TTiese  could  then  be 
replicated  in  other  communities. 

(9)  Nutrition  education  needs  more  financial  support.  Federal  agencies 
responsible  for  nutrition  education  programs  or  services  should  have 
sound  cost-effectiveness  data,  and  if  program  funds  are  inadequate  to 
implement  all  nutrition  education  efforts,  program  administrators  should 
establish  priorities  for  Federal  fund  grantees. 

Nutrition  counseling  services  should  be  reimbursabk  as  a  health  care 
service.  Federal  legislation  and  regulations  should  provide  for  such 
reimbursement. 

Today  payment  mechanisms  for  health  services  are  such  that  third- 
party  reimbursements  for  preventive  services  are  few  in  number  and 
nonexistent  for  many  prevalent  problems,  such  as  obesity.  Such  payment 
schemes  inhibit  the  provision  of  some  necessary  services.  They  probably 
also  limit  the  number  of  providers  of  some  services. 

In  1976  the  Institute  of  Medicine  recommended  that  third-party  payers 
should  pay  for  effective  health  education  for  their  clients  and  preventive 
services  including  ehose  in  nutrition.  It  was  believed  that  such  payment 
would  expand  access  to  such  service  (70).  As  yet  these  reconrmiendations 
have  not  been  implemented. 


CONCLUSIONS 

Tlie  changes  m  societal  and  health  problems  affecting  children  call  for 
new  responses  on  the  part  of  Government  today  (72-/5).  Federal 
nutrition  program  success  has  been  considerable  over  the  past  decade.  But 
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because  of  outmoded  message  conlenl»  antiquated  deUvery  systems,  and 
organizational  problems  at  Federal.  State,  and  local  levels,  nutrition 
education  compo  nents  are  greatly  in  need  of  improvement  (  77). 

Nutrition  education  expenditures  constitute  only  a  small  fraction  of 
nutrition  program  funds,  or  about  $120  .niUion.  This  dollar  amount  is 
several  orders  of  magnitude  less  than  the  money  spent  on  advertismg  and 
i>romotional  efforts  directed  specifically  at  chUdrcn  for  the  purpose  of 
modifying  food  choices.  The  Federal  nutrition  educaUon  efTort  is 
insufficient.  Several  critical  weaknesses  in  existing  efforts  must  be 
remedied.  Before  additional  funds  arc  aUocated  on  a  large  scale,  pilot 
proerams  must  be  mounted  to  resolve  these  issues:  ^  ^  ^ 

(O  Confusion  Rcgtuxiing  Message  Content  in  General  and  for  Specific 
Target  Populations  in  Particular.  Confusion  is  rampant  regarding  the 
message  content  of  Government-sponsored  nutrition  education  efforts  for 
children.  Should  they  stress  only  sufficiency  ot  food  intakes  o.  both 
sufficiency  and  moderation?  What  special  emphasis  should  be  given  for 
chUdren  from  low-income  families?  Finally,  what  are  the  special  messages 
that  are  necessary  for  children  with  spt:cial  physical  or  social  charactens- 
lies'* 

(2)  S/ucws/i  Federal  Mechanisms  for  Achieving  a  Working  Consensus 
on  Sutritional  GuideUnes  for  ChUdren  and  Adolescents.  The  slow 
pTOuress  in  reaching  consensus  on  appropriate  nutrition  messages  reflects 
Uck  of  scientific  consensus  to  some  extent,  but  also  the  inability  of 
Federal  agencies  to  deal  in  a  timely  maimer  with  issues  that  cut  across 
professional  disciplines  and  executive  departments. 

(3)  Problems  in  Defining  and  Reaching  Target  Croups.  The  responsi- 
SiUty  of  ihc  various  departments,  agencies,  and  programs  is  not  clear  cut 
for  nutrition  services  for  children  according  to  their  demographic,  social, 
educational,  and  physical  health  characteristics.  As  a  result,  some  groups 
of  children  have  suffered  from  nutrition  education  overkiU  and  have  had 
the  same  messages  repeated  over  and  over  again  whUc  other  relevant 
messages  and  larger  groups  of  children  are  overlooked  entirely. 

7i)  Program  Patchwrk.  A  natchwork^  of  nutrition  education  programs 
in  three  executive  departm/nts  (Agriculture,  Education,  Health  and 
Human  Services)  exists  witb  little  common  direction  within  either  the 
executive  or  the  legislative  branch  of  Government.  Definitions  of  what 
constitutes  a  program  vary.  Depending  upon  the  defimtion  chosen,  19,  25, 
26,  or  27  programs  with  a  nutrition  education  component  were  discovered 
out  of  the  37  more  gmcral  nutrition  programs  serving  children-  The 
majority  of  these  arc  multiservice  programs  in  which  nutrition  education 
or  information  is  an  unplanned,  unprogramcd  and  often  an  unbudgeted 
service.  The  effectiveness  and  efficiency  of  the  nutrition  educauon  in  most 
of  these  programs  have  not  been  studied. 

(5)  Inadequate  Outreach.  Only  a  small  proportion  of  children  are 
reached  by  any  of  the  nutrition  education  programs.  Two  of  the  meal 
programs,  the  School  Lunch  Program  and  the  Special  Supplemental  Food 
Program  for  Women,  Infants,  and  Children  (WIC),  appear  to  reach  a 
somewhat  higher  proportion  of  the  eligible  population. 
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(6)  iadTective  Modes  of  DcUvery,  Government  nutrition  education 
materials  are  difficult  to  obtain,  and  educational  methods  and  strategies 
employed  arc  often  untested  and  unevaluated. 

(7)  OrguuzMtioa  ofGovenunent  CoDtributes  to  Rather  Than  Alleviates 
These  Probiems.  Federal,  State,  and  local  Government  structures  and 
regulations  are  oflen  at  cross  purposes. 

(8>  inadequate  Professional  Preparation,  Many  of  the  professionals 
charged  with  providing  nutrition-related  health,  education,  or  food 
services  are  inadequately  trained. 


RECOMMENDATIONS 

(1)  A4ore  Highly  Integrated  and  Better  Inventories  ofPr&ent  Program 
Efforts.  The  two  major  agencies  continue  to  use  difTerent  definitions  and 
schemes  for  classifying  nutrition  education  and  related  programs  and 
materials.  A  single  set  of  definitions  and  a  matrix  for  classifying  programs 
and  materials  should  be  agreed  upon  and  adopted  by  both  agencies  to 
achieve  an  overall  picture  of  nutrition  education  activities  in  the  United 
States.  This  will  result  in  a  clearer  assignment  of  responsibilities  among 
and  within  Federal  departments,  agencies,  and  programs.  Similar  data 
gathering  and  consolidation  .k'  .ities  have  been  suggested  for  other 
Government  programs  (7/). 

(2)  More  Coordination  and  fntegradon  of  Congressional  Oversight 
Activities,  Coordination  at  the  ^cngressional  level  can  do  much  to 
eliminate  excessive  duplication  and  to  stimulate  cooperation  among  the 
executive  departments  and  programs. 

(3)  Cost  Accounting  Systems  With  Budgetary  Breakouts  for  Nutrition 
Education  and  Related  Nutrition  Services.  Budgets  for  nutrition-related 
activities  are  extremely  difficult  to  discern  for  many  programs.  Better  data 
on  actual  expenditures  and  more  e7q>licit  rationales  for  estimates  are 
ui^gendy  needed,  especially  in  DHHS  and  Department  of  Education 
programs. 

(4>  Greater  Simplification  and  Specification  of  Eligibihty.  The  General 
Accounting  OfHce  recently  has  recommended  standardizing  eligibility  and 
improving  referral  systems  among  programs  (45). 

(5)  Extension  of  Services  to  Eligibles  Who  Are  Most  in  Need  and  Not 
Yet  Being  Reached.  Such  a  measure  also  requires  more  sophisticated 
reporting  systems  than  arc  currentiy  available  for  most  progranrs. 

(5)  Better  Coordination  Amcmg  Federal  Health,  Education,  and  Nutri- 
tion Programs  That  Reach  Children  at  Single  Locations.  Ooser  linkages 
between  food,  health,  and  education  programs  in  day  care  centers, 
schools,  and  other  settings  are  needed. 

(7)  More  Emphasis  on  Efforts  That  Reach  the  Child  in  the  Home.  Mass 
media  or  other  nutrition  education  efforts  that  reach  the  child  in  the  home 
can  enlist  parent  support.  Because  only  a  few  programs  currently  reach 
the  child  at  home,  more  emphasis  in  this  direction  should  be  seriously 
considered. 
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(8)  Better  Referrals  Betweer  Programs.  With  the  exception  of  the  food 
programs,  few  of  the  general  nutrition  education  programs  for  all  children 
provide  for  those  with  special  needs  and  at  greatest  risk.  The  categorical 
programs  that  do  cover  these  special  groups  often  do  not  include  the 
Services  included  in  the  more  general  programs.  Better  referral  systems 
could  lead  to  children  in  special  groups  being  given  special  status  in  the 
more  general  nutrition  education  programs,  which  maintain  a  broad 
program  base. 

(9)  Reviews  of  the  Effectiveness  of  Various  >futntton  Educavon 
Proerims  and  Appropriate  Reformulation  If  Necessary.  New  strategies 
nay   be   better   suited   than   existing  cfTorls   for   achieving  program 

rfTf  ctiveness.  „      ,    .        . - 

(10)  Elimination  of  Unnecessary  Red  Tape  and  Regulations.  Many 
DHHS  and  Department  of  Education  programs  lack  documentauon  of 
costs  and  delivery  of  nutrition  services;  however,  USDA  progarr^  require 
tedious  paperwork  and  cost-reporting  procedures.  The  USDA  should 
streamline  its  reporting  systems  while  preserving  the  essentials  necessary 
for  program  evaluation.  The  other  agencies  need  to  put  theirs  in  place. 

(11)  More  Emphasis  on  Nutrition  Education  That  Is  UnkedClixely 
With  Health  Promotion  and  Disease  Prevention  Programs  for  Children. 
Dental  caries,  obesity,  iron  deficiency  anemia,  and  diet-related  nsk  factors 
for  a  number  of  chronic  degenerative  diseases  occur  relatively  frequcnUy 
to  chUdren  during  the  first  and  particularly  the  second  decades  of  life.  The 
results  of  several  demonstration  projects  indicate  that  nutrition  cducauon 
programs  that  incorporate  these  elements  are  well  accepted  by  primary 
and^econdary  school  students.  Yet  no  major  State  Government  program 
has  incorporated  all  of  these  elements  into  its  nutrition  education 
curriculum.  Federal  assistance  may  be  needed  to  foster  such  efu>rte. 

(12)  Implementation  of  the  Specific  Recommendations  of  the  National 
Nutrition  Education  Conference's  Task  Force  on  Children.  These  recom- 
mendations include  specific  measures  for  addressing  the  above  issues 
within  the  existing  bureaucratic  structures.  -     ,   «  *        vr  *  v«« 

(13)  Delineation  of  the  Department  of  Education  s  Role  in  NutnUon 
Education.  Nearly  all  oi  the  nutrition-cducation-related  programs  m  the 
former  HEW  Office  of  Education  are  now  transferred  to  tiie  new 
Department  of  Education.  Delineation  of  projected  nutnuon  educauon 
activities,  consolidation  of  existing  programs,  and  the  forging  of  links  with 
other  relevant  Federal  departments  are  necessary  to  avoid  problems  ot 
coordination  and  excessive  duplication.  _4  r 

(14)  Conclusion.  As  the  national  dialogue  on  the  unmet  needs  ot 
America's  children  continues  (70,  72-75),  attention  needs  to  be  paid  to 
nutrition  and  nutrition  education  (77).  j  Hie.**.**. 

A  growing  consensus  is  emerging  to  promote  health  and  prevent  disease 
in  children  by  taking  these  steps  to  improve  tiieir  nutnUon: .       .     ,  _ 

•  Ensure  that  all  American  children  achieve  sufficient  intakes  ot 

nutrients.  ^  , 

•  Provide  appropriate  nutrition  information  and  educauon  so  that 
children  are  fed  and  will  choose  to  eat  diets  tiiat  promote  healtii 
by  avoiding  insufficiencies,  imbalances,  and  excesses  of  nutrients 
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or  energy  and  minimize  dietary  and  other  related  risk  f.vctors  for 
disease. 

•  Meet  the  special  nutritional  needs  of  certain  groups  of  children  by 
providing  appropriate  diet  counseling  and  food  and  health 
assistance. 

•  Apply  what  is  already  known  and  continue  progress  in  research 
and  training  in  human  nutrition  to  improve  the  health  of  children. 
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NUTRITIONAL  PROGRAM 
OPTIONS  FOR 
MATERNAL  AND  CHILD  HEALTH: 

A  SUMMARY 

by 

Barry  M.  PonciN,  PluD.,  J<XfN  Akin,  Ph.D., 
Mildred  Kaufman.  Maurice  MacDonald*  Ph.DJ 

E^OTRODUCnON 

Nutrition  is  one  of  the  major  influences  on  duld  health  and  develop- 
ment* Major  nutritional  inadequacies  that  affect  maternal  and  child  health 
exist  in  the  United  States  and  paxticulariy  in  certain  populations  of 
specific  age,  sex,  and  racial  characteristics.  Iron  deficiencies,  poor  growth, 
underweight,  obesity,  and  inadequate  vitamin  A  and  C  intakes  and  serum 
levtHs  exist.  Recent  research  suggests  tiiat  diet  in  earty  life  affects  the 
course  and  rate  of  development  of  chronic  degenerative  disease  in  later 
life.  Poor  growth  is  more  of  a  problem  among  preschoolers  than  obesity. 
Iron  deficiencies  exist  especially  among  children  1—3  years  of  age.  Below 
standard  dietkoy  intakes  of  pres^oolers  are  r^>orted  f<y  vitamins  A  and  C 
and  tor  calcium*  Retarded  growth,  obesi^  (10-25  percent  prevalence), 
excessive  dental  caries,  iron  deficiency,  and  a  relatively  high  prevalence  of 
children  with  excessive  serum  cholesterol  are  nutritional  problems 
observed  arocmg  the  school-age  population.  A  high  proportion  of  the 
bhths  of  low-birth-weight  infants  as  weU  as  inadequate  dietary  intakes  of 
calories,  calcium,  and  iron  are  related  to  the  nutritional  im>blems  of 
pregnant  women. 

The  Federal  Government  sponsors  several  programs  to  address  the 
nutritional  needs  of  women  and  diildren.  The  Department  of  Agricmlture 
(USI>A)  has  three  major  programs:  the  Special  Siq^lemental  Food 
Program  for  Women,  Infants,  and  Chfldren  (WIC),  tl^  National  School 
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Lunch  and  School  Breakfast  programs,  and  the  Food  Stamp  program.  The 
Department  of  Health  and  Human  Services  (DHHS)  supports  nutrition 
programs  for  children  and  pregnant  women  through  Title  V  of  the  Social 
Security  Act,  through  Title  XIX  Medicaid  and  through  Head  Start. 

It  is  anticipated  that  health  promotion  and  disease  prevention  will  be 
emphasized  in  the  1980's  (I.  2).  The  1980's  may  also  witness  the 
emergence  of  a  national  food  and  nutrition  policy.  The  United  States 
Dietary  Goals,  as  developed  by  the  Select  Committee  on  Nutrition  and 
Human  Needs,  and  the  Dietary  GuideUnes,  as  developed  by  USDA  and 
DHHS,  reflect  an  increasing  awareness  of  the  role  of  nutrition  in  health 
promotion  and  disease  prevention  and  may  represent  an  initial  step 
toward  such  a  policy  (3). 

In  the  1960's  and  1970's,  awareness  of  the  impact  of  undemutnuon 
increased  greatly  and  was  followed  by  the  rapid  growth  of  major  USDA 
food  programs  such  as  tiie  Food  Stamp  program  and  the  school  feeding 
programs.  Additionally,  USDA  began  to  focus  attention  more  on 
nutritional  needs  rather  than  on  issues  of  food  surplus  that  underlay 
earlier  programs. 


HEALTH  AND  NUTRITION 

Understanding  the  effects  of  nutrition  on  health  is  important  for 
determining  both  the  allocation  of  resources  and  the  choice  of  programs 
to  meet  the  current  nutritional  needs  of  specific  groups  within  the  larger 
society.  The  full  range  of  nutritional  problems — undernutrition,  imbal- 
ances in  diet,  and  overconsumpdon— may  occur  in  the  same  population 
group.  Because  of  the  multiplicity  of  problems  in  a  diverse  society,  it  is 
often  difficult  to  make  program  decisions  in  response  to  emerging 
problems  (i.e.,  obesity)  without  harming  other  participants.  For  example, 
if  the  Food  Stamp  program  or  the  school  food  programs  were  adjusted  for 
lower  fat,  sodiimi,  and  caloric  intake,  some  undernourished  persons  might 
be  adversely  affected. 

The  methodologies  available  for  measuring  dietary  requirements,  food 
intake,  and  malnutrition  are  problematic.  Surveys  of  nutritional  status  and 
dietary  intake  on  a  national  basis  are  Umited.  National  surveys  such  as  the 
Health  and  Nutrition  Examination  Survey  (HANES)  and  the  National 
Food  Consumption  surveys  report  dietary  intakes  as  related  to  Recom- 
mended Dietary  Allowances  (RDA).  However,  the  Food  and  Nutrition 
Board  of  the  National  Academy  of  Sciences,  which  publishes  the 
Recommended  Dietary  Allowances,  has  clearly  stated  that  consumption 
below  the  RDA  docs  not  necessarily  mean  that  dietary  inadequacy  or 
individual  dietary  deficiency  exists.  AdditionaUy,  these  surveys  identify 
the  number  of  "individual-days  below  standard**  rather  than  the  nunabcrs 
of  individuals.  Thus,  even  where  national  data  are  available,  critical 
questions  exist  regarding  their  interpretation.  Substantial  controversy  also 
exists  among  investigators  over  what  constitutes  nutritional  risk,  partiaDy 
because  of  the  minimal  research  on  the  functional  effects  of  malnutrition 
(e-g.,  effects  of  low  or  deficient  hemoglobin  levels  in  child  performance). 
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In  ^te  of  tliese  limitations,  however,  available  data  give  some  indication 
of  the  nature  and  extent  of  malnutrition. 


NatritkNud  Needs  of  Women  of  ChUdbeariog  Age 

irtfcinalr  for  Prenatal  ImcnrcndoB 

The  association  between  maternal  nutrition  and  pregnancy  outcome 
(e^  neonatal  and  postnatal  infant  mortality  and  birth  weight)  is 
documented  in  numerous  studies  Increased  fetal  and  neonatal 

mortality  and  reduced  birth  weights  were  observed  during  famines  in 
World  War  II  in  Leningrad  and  Holland  {9,  lO).  In  more  recent  studies 
conducted  amoc^  low-inoome  Canadian  (//>  and  rural  Guatemalen 
mothers  {JZ,  ISy,  the  role  of  nutritional  siq>plements  in  inq>roving  birth 
weight  is  dccumented.  Conflicting  evidence  of  the  relationship  between 
sqpecific  elements  of  maternal  diet  or  nutritional  status  and  pregnancy 
outcome  has  been  reported  il2,  14).  Baird  (/5)  showed  that  maternal 
weigiht  and  height  at  conception  may  have  more  influence  on  infants*  birth 
weights  than  increased  calorie  intakes  during  pr^nancy.  Naeye  (i^ 
showed  that  pregnancy  outcome  r^tes  to  maternal  weight  gain,  which  is 
conditioiial  upon  prepregnan<y  nutritional  status. 

Methodological  differences  (i7>  including  differences  in  the  degree  and 
duratkm  of  maternal  malnutrition  (12,  IS)  may  explain  these  dififerences. 
Studies  in  Britain  have  also  suggnted  that  the  lifetime  nutritional 
experience  of  mother,  other  health  factors:,  the  quality  of  obstetrical 
care,  other  a^>ects  of  medical  cere,  sanitation,  and  a  host  of  other 
variables  contribute  to  outcomes  of  pr^nancy  (i5,  19).  Associations 
between  low  birth  weight  and  low  socioeconomic  status  have  been  weU 
documented  (^19-22).  In  Britain,  racial  differences  in  birth  weight 
persisted  even  after  adfustments  for  socioeconomic  status.  A  number  of 
studies  link  the  influence  c€  dietary  counseling  for  maternal  diet  to 
improved  outcomes  of  pn^can^  (  i  i,  23,  24). 

The  conse<{uences  of  undernutrition  on  the  outcome  of  an  adole&cent 
pregnancy  can  be  particulariy  severe,  affecting  not  onty  fetal  growth  and 
development  but  Uie  mother's  growth  as  welL  A  majority  of  adolescent 
females  do  not  achieve  their  ultimate  height  until  the  age  of  17,  although 
the  average  age  of  menarcfae  in  the  United  States  is  12.5-13  years.  Among 
teem^ers  in  general,  and  especially  teenage  girls,  a  significant  proportion 
ccmsume  diets  inadequate  for  their  own  growth  (see  tabte  I).  The 
additional  burdens  of  pregnancy  fmther  complicate  this  problem.  Inade- 
quate dietary  intake  amcmg  pr^pant  adolescents,  along  with  a  host  of 
other  biological  and  socioeconomic  factors,  contributes  to  increased 
incidences  of  low-birth- v^x^iht  infants,  infiEmt  mortality,  and  complications 
of  pr^nancy  (25>. 

The  edema,  proteinuria,  and  hypertension  syndr<»ne,  an  additional 
dimension  of  pr^n^ncy  outcome,  is  also  believed  to  be  influenced  by 
nutritioxk,  although  the  etiology  and  treatment  for  this  condition  remains 
in  dilute. 
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Table  2  reviews  many  of  the  major  studies  linking  nutrition,  as  well  as 
other  factors,  to  improved  pregnancy  outcome. 

Maternal  Dietary  and  NDtritkmal  Status 

Although  a  cumber  of  studies  have  been  conducted  on  the  dietary 
intakes  of  women,  the  results  of  these  studies  must  be  interpreted  and 
compared  with  caution. 

The  HANES  study  is  the  only  nutritional  survey  to  date  conducted  on  a 
ivpresentative  nationwide  sample  of  the  U.S.  population.  Although  special 
subgroups  of  the  population  have  been  sam^ed,  including  pregnant  and 
lactating  women,  data  on  these  subgroups  have  not  yet  been  published. 
Major  findings  of  HANES  I  with  regard  to  adult  women  in  general  are 
summarized  in  table  3. 

Fifty  percent  of  women  ages  18-24  years  had  iron  intakes  bdow  50 
percent  of  the  1974  RJ>A;  approximately  93  perc-nt  of  all  females  had 
iron  intakes  below  100  percent  of  the  RDA.  Over  50  percent  of  adult 
women  consumed  below  the  RDA  for  calcium,  and  the  proportion 
decreased  with  increasing  age.  .^>proximately  50  percent  of  women  18-24 
had  vif:»::jn  A  intakes  below  two-thirds  of  the  RDA.  A  smaller  percent  of 
older  women  (25-34  years)  were  below  two-thirds  of  the  RDA  for  vitamin 
A  mtake.  Onfy  vitamin  C  and  protein  intakes  appeared  to  meet  the 
standard  for  a  majority  of  the  sample. 
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The  HANES I  data  also  indicate  the  following: 

(1)  Protein,  calciuxn,  vitamin  A,  and  vitamin  C  intakes  below  the 
standard  were  reported  by  a  higher  proportion  of  low-income 
families  than  by  upper  income  groups. 

(2)  Caloric  intakes  of  low-income  white  females  were  lower  than 
those  of  their  upper  income  counterparts,  but  the  reverse  was 
true  for  lower  income  black  females. 

(3)  AJf**'^ugh  a  high  percentage  of  women  were  reported  to  lia,ve 
below  standard  caloric  intakes,  the  high  prevalence  of  obesity 
points  to  the  need  to  consider  energy  expenditure  in  evaluating 
caloric  intakes. 

Analyses  of  the  HANES  data  for  pr^nant  and  lactating  women  are  not 
yet  available.  However,  as  information  in  table  4  suggests,  studies  on  small 
groups  of  pregnant  women  have  identified  nutritional  deficiencies  and 
indicate  that  such  deHciencies  during  pregnancy  are  noi  limited  to  women 
of  lower  socioeconomic  status.  A  significant  proportion  of  pregnant 
women  appear  to  have  caloric  intakes  below  the  recommended  levels. 
Although  protein  intakes  appear  to  be  adequate,  caloric  intakes  may  not 
be  sufficient  to  keep  protein  from  beix^  used  as  a  source  of  energy. 
Calcium  and  iron  appear  to  be  uniformly  below  standard  in  the  diets  of 
pr^nant  women,  and  vitamin  A  intakes  arc  marginaL  Vitamin  C  intakes 
arc  variable;  more  recent  studies  show  intakes  above  the  recommended 
levels.  This  change  may  be  due  to  improved  diets  or  the  lowering  of  the 
recommended  levels  of  vitamin  C  in  1974. 

Pmnant  adolescents  are  considered  to  be  at  special  nutritional  nsk 
because  of  the  increased  demands  of  both  pregnancy  and  their  own 
growth.  Studies  on  small  groups  of  pregnant  teenagers  (table  4)  have 
revealed  nutritional  deficiencies  ^milar  to  those  of  pregnant  adult  women. 
Inadequacies  seem  to  exist  more  frequently  and  more  severely  in  calories, 
calcium,  iron,  and  vitamin  A.  Althoi^  the  intakes  of  certain  nutrients  by 
pregnant  teenagers  may  equal  or  exceed  the  intakes  of  older  pr^pant 
women,  the  greater  nutritional  requirements  of  teenagers  often  make  diem 
more  vulnerable  to  nutritional  deficiencies,  cspctaaHy  for  calcium,  iron, 
and  vitamin  A. 

With  the  exception  of  obesity,  overt  clinical  signs  of  malnutrition  are 
rare  for  women  of  childbearing  age  in  the  United  States.  The  extremrfy 
low  iron  intakes  of  pr^nant  women  seem  to  correspond  to  lower  than 
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normal  hemoglobin  and  hematocrit  values.  However,  the  extent  to  which 
depressed  hemoglobin  and  hematocrit  values  are  a  normal  physiological 
consequence  of  pregnancy  is  not  clear,  A  review  of  a  number  of  studies  on 
the  iron  status  of  pregnant  women  showed  a  significant  proportion  of 
women  with  anemia  on  the  basis  of  blood  hemoglobin  or  hematocrit 
levels*  which  is  a  reflection  of  inadequate  iron  intakes  in  the  past  (54). 


Nutritional  Needs  of  Infants 
RatfcMMle  for  Infant  Notrltioa  Intervention 

Breast  Feeding 

Breast  feeding  has  important  effects  on  infant  and  fai  aly  welNbeing^ 
suggesting  the  need  to  promote  this  practice.  Beneficial  e  ipects  of  breast 
feeding  include  immunological  p>rotection  of  the  infant  (55^57),  the 
stmiulation  of  a  desirable  emotional  bond  between  mother  and  child 
(59-^/ X  asHl  ifite  suf^ly  of  essential  nutrients  to  the  infant  in  an  easily 
digested  and^  ^s^ti«itated  form.  In  addition^  many  investigators  believe  that 
bottle  fee^i^  increases  the  probability  that  an  infant  will  become  an 
obese  child,  an  obese  adult,  or  both  (6Z  <SJ).  Formula-fed  infants  appear 
to  be  more  likely  to  become  obese,  but  the  reasons  for  this  are  unclear  (63^ 
64). 

ReladoDship  of  Infant  Diet  to  Intellectual  Development 

The  critical  period  of  brain  growth  in  humans  is  from  conception  to  the 
end  of  the  second  year  (65).  Although  it  is  generally  agreed  that  nutrition 
plays  an  important  role  in  brain  development  (66-6$),  controversy 
remains  r^arding  the  precise  relationship  of  nutrition  to  intellectual 
development  (69^  70\  There  is  evidence  that  unless  special  efforts  are 
made  to  provide  intellectual  as  well  as  nutritional  catchup  for  previously 
malnourished  infants  and  children,  they  will  lag  behind  their  better 
nourished  peers  in  some  aspects  of  intellectual  performance  (7/- 73). 

Infant  Diet  and  Obesity 

Obesity  ;3  a  msqior  nutritionaJ  problem  among  Americans  that  occurs  in 
infancy  and  has  been  noted  by  various  local  and  regional  studies  and  the 
Ten  State  Nutrition  Survey  (T^NS).  infant  obesity  has  been  linked  to  an 
increased  risk  <^  childhood  obesii^  (74)  and  adult  obesity  (75).  More 
recent  evidence^  lK>wever,  has  obscured  the  link  between  infant  obesi^ 
and  childhood  obesitv  (76-7^),  and  more  research  is  needed  to  clarify  this 
issue- 

Infant  Diet  and  Coranaiy  Heart  Disease 

Lifelong  eating  habits  have  been  implicated  in  the  etiology  of  coronary 
heart  disease.  The  ratio  of  hi^  saturated  fats  to  unsaturated  fats  in  diets 
rich  in  cholesterol  has  been  linked  to  atherosclerotic  lesions  typical  of 
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coronary  heart  disease.  Some  would  argue  that  moderate  infant  cholester- 
ol consumption  is  developmenially  necessary  because  cholesterol  metabo- 
lism may  be  stimulated  to  maturity  through  this  mechanism  (^^^ 
Breast  milk  provides  a  much  greater  proportion  of  cholesterol  (20  i»S/J5? 
ml)  than  the  three  most  widely  used  formulas  (1.5-2^  mg/100  ml)  (S2). 
The  concern  about  the  saturated  fat  intake  level  has  led  some  phjgicians 
to  recommend  low-fat  milks  for  infants  as  a  preventive  measure.  Fomon 
(83y  cautions  that  2  percent  fat  milk  only  should  be  fed  to  children  over 
the  age  of  I  year.  Studies  of  serum  lipids  and  Upoproteins  of  breast-fed 
and  bottle-fed  infants  have  reported  no  significant  differences  (84). 

Health  Consequences  of  Iron  Deficiency 

Iron  deficiency  not  only  affects  the  oxygen-carrying  capacity  of  the 
blood  (aner^a).  but  non-anemia-related  iron  deficiency  is  associated  with 
problems  related  to  growth,  skin  and  mucous  membranes,  gastromtestinal 
tract,  mi  scle  function,  and  behavior  (85).  Weight  gains  appear  to  be 
particiiiarJy  adversely  affected  by  iron  deficiency. 

The  NutrititNial  Status  of  Infants 

Desp-t-^  the  fact  that  infants  (chUdren  through  11  montds  old)  are 
among  the  most  nutritionally  vuhierable  of  all  age  groups,  only  limited 
work  has  been  done  to  examine  the  nutritional  status  of  American  infants. 
The  first  Health  and  Nutrition  Examination  Survey  (HANES  S),  the  only 
survey  to  date  that  collected  nutritional  status  data  on  a  representative 
sample  of  Americans,  did  not  include  children  under  the  age  of  1  year. 
HANES  II  will  include  children  6  months  of  age  and  older.  Regional  (the 
north  central  States)  (86)  and  local  studies  (e.g..  New  York  City  child 
health  stations)  (87)  have  been  representative  of  their  study  populations, 
which  have  included  large  numbers  of  infants.  The  TSNS,  which 
examined  855  infants,  did  not  survey  infants  within  the  entire  Umted 
States,  nor  did  it  survey  a  representative  sample  of  low-mcome  popula- 
tions, which  were  consciously  oversampled.  However,  the  TSNS  attempt- 
ed to  examine  a  diversity  of  Americans  and  included  various  etlmic, 
racial,  regional,  and  income  groups.  The  following  information  on  infant 
nutritional  status  is  a  report  of  findings  from  the  TSNS. 

Low-birth-weight  infants  continue  to  be  found  m  high  proportion 
among  some  populations  (low-income  and  black  Americans).  These 
children  have  special  nutritional  needs  and  are  highly  susceptible  to 
infections  and  other  health  risks.  Declines  in  breast-feeding  practice  and 
duration  among  Americans  have  been  reported  (88,  89),  Pot^tial 
nutritional  and  health-related  problems  resulting  from  this  dechne  have 
been  studied  extensively  in  recent  years.  Available  prehminary  data 
suggest  an  upward  trend  both  in  breast-feeding  practice  and  duration,  at 
lesS  among  middle-class  women  (90,  91).  Information  from  tae  TSNS 
indicates  that  infants  were  relatively  well  nourished  m  comparison  to 
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other  groups  in  the  survey.^  The  most  striking  nutritional  problem 
uncovered  was  the  deficiency  of  iron  intakes.  Poor  growth  and  under- 
weight occurred  more  frequently  than  expected.  Other  problems  identified 
in  a  smaller  proportion  of  infants  were  obesity,  low  vitamin  A  and  C 
intakes  and  low  serum  vitamin  A  and  C  levels,  and  to  a  much  smaller 
extent,  low  dietary  calcium  and  dietary  riboflavin  intakes  (and  low  urinary 
riboflavin  levels).  See  table  5  for  a  summary  of  the  TSNS  findings. 

NutritiiODal  Needs  of  Preschoolers 

Rationale 

Preschoolers  have  been  considered  to  be  a  nutritionally  vulnerable 
group.  /  Ithouga  preschoolers  are  growing  at  less  rapid  rates  than  infants 
and  thus  have  a  relatively  smaller  nutrient  requirement,  their  growth  rates 
and  nutrient  needs  are  relatively  greater  than  those  of  older  children. 
Often,  changes  in  preschoolers  related  to  physiological  and  behavioral 
development  can  affect  their  nutritional  status.  They  show  decreased 
sppetite  and  exhibit  an  increasing  independence;  they  feed  themselves, 
often  refusing  to  cat  anything  other  than  a  limited  selection  of  foods  (iW), 
rxvd  are  unable  to  sit  still  long  enough  to  eat  a  proper  meal.  Eppright  ctal. 
(SS)  reported  that  preschoolers  who  ate  more  frequentiy  than  their  peers 
were  more  likely  to  have  adequate  nutrient  intakes. 

"Nursing  bottle  syndrome"  is  most  prevalent  among  preschoolers  3-4 
years  of  age  {9^.  Typically,  these  children  are  given  a  bottle  during  the 
day,  at  oedtime,  or  both,  and  they  suckle  the  bottle  for  long  periods  of 
time,  leading  to  increased  rates  of  dental  caries.  An  estimated  25  percent 
of  children  2  years  old  and  40-60  percent  of  those  3-4  years  old  have 
dental  caries  (83,  95). 

The  effect  of  nutritional  status  on  intellectital  development  of  preschool 
children  is  also  a  concern.  The  p>eriod  of  rapid  brain  growth  in  the  human 
extends  through  the  15th  and  perhaps  as  late  as  the  24th  month  of  life  (65, 
66,  70).  Malnutrition  in  the  early  preschool  period  may  have  an  important 
effect  on  brain  development.  Further,  the  preschool  years  are  the  period  in 
which  the  child  gains  critical  preleaming  skills  and  knowledge  leading  to 
better  performance  in  school.  The  apathetic,  listless,  irritable  child 
suffering  from  anemia,  undernutrition,  or  both  is  less  able  to  take 
advantage  of  this  preschool  learning  period. 

Although  the  preschool  child  is  less  vulnerable  than  the  infant  to  some 
nutritional  problems,  the  preschool  child  is  particularly  vulnerable  to 
others.  Poor  eating  habits  developed  during  the  preschool  years  may  have 
long-term  consequences  such  as  obesity,  dental  caries,  and  some  chronic 
diseases-  Preschoolers  are  thus  a  prime  target  for  nutritional  care. 


Further  information  on  the  survey  format  and  the  findings  is  available  in  the  fowvolume  series  Ten 
StMte  Nutrition  Survey.  1968-1970{92). 
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TABLE  5.  NulrWofMl  Probtom  of  Intents  In  ttM  Untted  States  In  ths  Tsn  Stste  Nutrttton  Survsy  (TSNS) 


NuMttoml 


Nte^niliNte  of  Piobteni 


Ktenllfted  MglH 
Risk  PoputeUon 


ConunoRte 


Underweight 
Undersized 


Inadequate  dietary  iron 
intake 


Deficient  or  low  henx^globin 
values 


Inadequate  dietary 
vitamin  C 


Deficient  or  low  serum 
vitamin  C  valuer 


30-50%  of  sample  below  I5th 
percentile  for  weight 

32-60%  of  sample  txHow  I5th 
percentile  for  height 

10%  of  infants 


Mean  intakes  below  standard 
with  approximately  74%  of 
sample  with  below  standard 
intake 

15%  of  white  ar)d  Spanish- 
American  chikJren  <2  yr  of  age 
(and  30%  of  black  chikJren  <2  yr 
of  age) 


Mean  Intake  exceeded  standard 
but  approximately  4d%  of  sample 
with  below  standard  intakes 


13%  of  black  chiMren  <2  yr  of 
age  from  low-income  ratio  States 


Infants  from  low-income  ratio 
States 

Infants  from  low-income  ratio 
States 

Appears  to  be  somewhat  equally 
distributed  between  t)lacks  and 
whites;  also  no  income 
relatk)nship  apparent 

All  infants  but  esoecialty  older 
nonwhftes  from  k>w-income  ratio 
States 


ChikJren  from  lownncome  ratio 
States 


Infants  from  low-income 
States 


ratio 


Stuart-Meredith  standards  used 

Stuart-Meredith  standards  used 

Based  on  pei'centage  of  TSNS 
infants  exceeding  95th  percentile  of 
triceps  skinfold  for  the  group 


Black  chiklren  from  tow-income 
ratio  States 


Current  evidence  (S3)  supports 
tower  normal  hemoglobin  values  for 
k>lacks:  new  standards  needed  for 
reevaluation  of  these  data;  availat>le 
breakdowns  include  chikjren  12-24 
months  of  age 

TSNS  used  a  standard  of  30 
mg/day:  1974  RDA  standard  is  35 
mg/day;  usirtg  1974  staridards 
these  findings  underestimate 
deficient  artd  low  vitamin  C  intakes 

Fdur  Spanish-Americans  2  yr  of  age 
were  examined  for  serum  C 
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value9-becau3e  of  tlieir  small 
number,  these  findings  are  not 
leported  here;  available  break- 
downs Mude  children  12-24 
months  of  age 


inadequate  dMary  vM  A  Mean  intakes  exceeded  standard  Okier  infants  from  kMHncome 
intake  but  approximately  15%  of  sample  States 

with  below  standard  intake 


OeAcient  or  low  plasma 
vitamin  A  values 


22%ofchikjren<2yrofage 
from  Mcome  ratio  States;  8% 
of  whites  <2yr  of  age  from 
hightae  ratio  States  (low 


Children  from  townncome  ratio 


Available  breakdowns  include 
children  12-24  months  of  age 


cakiium   Mean  intakes  more  than  twice    Okler  infants  from  townncome 
standard  but  approximately  6%  of 
sample  below  400  mg/day  intake 


TSNS  used  a  calcium  (Ca)  standard 
of  550  mg/day;  1974  ROA  intakes 
360  mg  Ca  for  infants  months 
and  540  mgCa  for  infants  &-1i 
monthi  Using  1974  ROA's,  younger 
infants  with  intakes  betow  400 
mg/day  but  above  360  mgwouk) 
be  corisuming  adequate  dietary  Ca 


intakes 


riboflavin  Mean  intakes  exceeded  standard  OkMf  infants  from  kMnncome 
but  ^5-5%  of  okler  infants  with  ratk)Slates 
below  standard  intakes 


Oefkiient  or  low  urinary  25%  of  chiklren  <4  yr  of  age 
riboflavin  levels 


TSNS  used  a  riboflavin  standard  of 
0.55  fflg/1,000  cakiries;  1974  ROA's 
for  riboflavin  intakes  are  0,6 
mg/1,000  cak)ries.  By  1974 
standards  the  findings  here 
underestimate  the  proportkx)  of 
inl^  with  below  standard 
riboflavin  intakes 

Black  chiklren  from  both  high-    Available  breakdowns  include 
and  lowNncome  ratk»  States  and  chiklren  12-^  months  of  age 
chiklren  generally  from  kiw- 
income  States 
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Nutritional  Status  of  U-S.  Preschoolers 


In  the  mid-l960's,  evidence  of  the  nutritional  vuhierability  of  children 
ages  1-5  years  was  acctimulated  from  data  in  developing  countries.  As  a 
partial  response  to  the  need  for  more  information  on  potentially  at-risk 
preschoolers  in  the  United  States,  Owen's  Preschool  Nutrition  Survey^ 
examined  3,400  children  between  the  ages  of  1  and  6  years  and  the  TSNS 
examined  3,700  children  from  1968  to  1970.  The  HANES  I  survey,  which 
included  1,500  children,  was  the  oidy  survey  to  date  that  had  a  sample 
representative  of  U.S.  preschoolers. 

Available  information  indicates  that  U^-  preschoolers  are  in  relatively 
good  nutritional  health  except  for  a  small  subgroup.  Poorer  growth  and 
nutrient  intakes  are  associated  with  lower  socioeconomic  status.  Clinical 
signs  of  malnutrition  are  found  in  a  very  small  proportion  of  the 
population  (ranging  from  0.0  to  2.0  percent  for  most  nutritional  deficiency 
signs).  Poor  growth  by  height  measurements  is  mtich  more  common  than 
obesity  in  this  group.  Iron  deficiency  is  striker'*,  among  U-S.  preschoolers; 
the  deficiency  is  indicated  by  dietary  mtake  information  and  by 
biochemical  tests.  Children  1—3  years  of  age  were  the  most  iron  deficient. 
Below  standard  dietary  intakes  of  vitamins  A  and  C,  as  weU  as  low  serum 
vitamin  A  levels,  are  foimd  for  a  sizable  proportion  of  preschoolers.  Black 
preschoolers  have  the  highest  prevalence  of  low  serum  vitamin  A  of  all 
groups  in  HANES  I.  Calcium  intakes  are  lower  for  black  children  than  for 
white  children,  although  below  standard  intakes  are  found  in  both  groups. 
Poorest  calcium  intakes  are  noted  in  the  2-3  years  age  group.  A  small 
proportion  of  preschoolers  G^ss  than  3  percent)  have  below  standard 
dietary  intakes  of  thiamine  and  riboflavin.  Dental  caries  incidence  is 
higher  among  preschoolers  than  among  infants  but  lower  than  that  among 
older  children.  HANES  I  data  have  not  been  examined  for  trace  mineral 
intakes.  However,  studies  from  Denver  (P7,  95)  indicate  that  zinc 
deficiency  may  be  a  problem  among  preschoolers,  especially  low-income 
preschoolers. 

Table  6  summarizes  the  nutrition  findings  for  preschoolers  from 
available  HANES  I  data  along  with  supplemental  information  from  the 
TSNS.-* 


Niitritioiial  Needs  of  Sk^iool-Age  Children 
in  the  United  States 

for  Interventkm 

The  relationship  between  dietary  practices  of  children  ages  6-17  years 
and  suboptimal  nutritional  and  health  status  has  received  considerable 
attention.  Food  consumption  patterns  developed  during  the  school-age 


^Altboogb  the  Preachool  Nutrition  Survey  sample  was  drawn  to  be  representative  of  the  preschool 
popuUtion.  proMenu  in  participation  resulted  in  a  less  than  fully  representative  study  group  (96). 

^About  40  percent  of  children  ages  1-5  years  in  the  Preschool  Nutrition  Survey  took  vitamin  and 
fnineral  supplements,  which  were  considered  in  dietary  intake  calculations.  About  25  percent  of  the  TSNS 
children  under  age  6  years  took  supplements,  but  these  were  not  considered  in  dietary  f  * 
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years  have  been  related  to  adult  obesity  and  accelerated  development  of 
atherosclerosis  and  hypertension.  Short-term  behavioral  aberrations  have 
been  linked  to  hunger  (59)  and  inadequate  intake  of  iron  (&5,  JOO-102). 
Iron  deficiency  anemia  limits  oxygen  transport  and  energy  metabolism 
and  thus  limits  the  ability  to  perform  physical  work  and  to  recover  from 
fatigue  (/03).  Iron  deficiency  without  anemia  may  result  in  reduced 
activity  of  nonheme  iron-containing  enzymes  and  thus  limit  muscular 
performance  (i04).  A  double-blind,  before  and  after  treatment,  study  in 
preschoolers  showed  that  iron  deficiency  in  the  absence  of  anemia  had 
adverse  effects  on  attention  span  and  memory,  but  the  deficits  were 
eliminated  once  iron  status  was  retiuned  to  normal  levels  (  /05). 

AxL  association  has  been  found  between  iron  nutrition  and  inifection 
(i0>5)-  Prolonged  recovery  from  infection  may  be  a  more  accurate  measure 
of  the  impact  of  iron  deficiency  than  susceptibility  to  infection. 

Hyperkincsis 

The  prevalence  of  hyperactivity  among  school-age  children  varies 
depending  on  diagnostic  criteria  and  is  reported  to  range  between  5  and 
20  percent  (107),  Contributing  factors  have  included  neurologic  complica- 
tions following  prenatal  or  perinatal  trauma,  smoking  during  pregnancy, 
hereditary  and  congenital  factors,  environmental  p>ollutants — particularly 
lead,  artificial  additives  in  foods,  and  exposure  to  fluorescent  lights  (108}. 
The  elimination  of  synthetic  food  colors  and  salicylates  from  diets  has 
received  much  attention  as  a  treatment  to  modify  hyperactive  behavior 
(109,  IlOy  Although  some  evidence  indicates  that  a  relationship  exists 
between  behavior  change  and  the  ingestion  of  synthetic  food  colorings, 
this  relationship  has  been  found  in  only  a  small  proportion  of  the  children 
identified  as  hyperactive  (109-111% 

Long-Term  Effects 

Long-term  effects  of  suboptimal  nutrition  during  childhood  are  difficult 
to  identify  because  few  studies  have  followed  populations  from  childhood 
into  adulthood.  During  early  childhood,  the  differences  in  health  that  exist 
between  races  and  sexes  do  not  provide  much  information  with  which  to 
predict  adult  health  outcomes.  However,  by  adolescence,  differences  in 
body  composition,  serum  lipid  values,  and  blood  pressure  values  begin  to 
a5;sume  more  predictive  value  both  in  correlations  between  adolescent 
health  status  and  adult  health  status  and  in  the  propensity  to  develop 
particular  chronic  diseases  according  to  race  and  sex  (  / 12^  1 13}. 

Obesity 

Childhood  obesity  has  been  associated  with  adult  obesity  (114}.  The 
range  of  estimates  of  the  probability  of  an  obese  child  becoming  an  obese 
adult  is  wide  (115,  116}.  In  one  20-year  study,  it  was  reported  that  in  a 
sample  of  50  boys  and  50  girls  who  were  obese,  86  percent  of  the  boys  and 
80  p>ercent  of  the  girls  remained  obese  into  adulthood  (117}. 
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XMH£  tt»  NuMtfoiMl  PioMmw  of  U«8»  PPMChootocs 


Risk  PoputaUon 


Source 


CommMitB 


Short  stature 

IMerweight 

Obesity 


Low  caloric  intakes 


Below  standard  dietary 
iron  intaices 

Low  hemoglobin  levels 


40%  of  sample  below  15th 
percentile  for  height 

32%  of  sample  below  I5th 
percentile  for  weight 

7%  of  children  ages  2-5  yr 


Poverty-level  preschoolers' 


Poverty-level  preschoolers' 


Slightly  more  common  among 
whites  than  blacks  and 
females 


14%  of  white  chikjren:  23%  of 
black  children 

86.7%  of  preschoolers 


Below  poveity:  4.9%  whites. 
8.3%  blacks;  above  poverty: 
1^  whites,  7.7%  blacks 


Poverty-level  preschoolers' 
Preschoolers'  ages  1-3  yr 


Low  transferrin  saturatk)n  Below  poverty:^  8.3%  wtiltes. 
levels  22.1%  blacks;  above  poverty: 

13%  whites.  15.6%  blacks 


TSNS  Stuart-Meredith  standards 

used;  only  representative  of 
sample  population 

TSNS  Stuart-Meredith  standards 

used;  only  representative  of 
sample  population 

TSNS         Obesity  defined  by  triceps 
skinfold  thickness  exceeding 
95th  percentile;  avaiiatrfe 
txeakdown  excluded  1 -year- 
olds;  only  representative  of 
sample  may  not  be  significant 
problem  since  5%  of 
population  is  expected  to  be 
greater  than  95% 

HANES  I      Low  intake  defined  as  less 
than  1.000  kcals  daily 

HANES  I      Mean  intakes  were  31--40% 
bekym  standard 

HANES  I      8k)chemtcal  iron  defia'ency 
more  prevalent  in  pre- 
schoolers than  in  okjer  age 
(^oups 

HANES  !      Black,  poverty-level 

preschoolers  had  highest 
prevalence  of  low  transferrin 
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Below  standard  dMaiy 

I  It  mil  fn  A  UUIfu 


LowaanmvitaniinA 


Baloiiir  standard  dietary 
vitminCintakee 


Beiow  sianaani  Qwary 

cBicun  innKii 


Below  Standard  dietary 
tManlne  Intake 

Beiow  stanoara  oieiaiy 
ritMAavin  Intake 

uenM  canes 


dZ.0%  or  pfWCnOOWS 


Below  poverty:  1.6%  whites, 
9.1%  t)lack8;  above  poverty: 
2.4%  whites,  10.3%  blacks 


44.2%  of  presdioolers 


Black.  poverty4evei 
prescrxioiers 

Black  preschoolers^ 


White,  poverty^ 
preschooiersi  black,  poverty* 
level  preschoolers 


33.3%  of  black  chikiren;  13%  Black  preschoolers 
of  white  chiklren 


saturatkx)  of  all  HANES  i 
groups;  preschoolers  as  a 
group  were  higher  than  an 
groups  except  for  age  group 
6-17  years 

HANESI  Meanintakes  for  both  inconie 
levels  were  about  1.5  times 
the  standard 

HANESI  Black  preschoolers  had  highest 
prevalence  of  ionHerum 
vitamin  A  values  of  all  groups 
in  HANESI 

HANESI  Mean  intakes  for  both  income 
levels  exceeded  standard 
(serum  vitamin  C  values  have 
not  been  published  to  date) 

HANESI  Mean  intakes  for  both  income 
leveb  nearly  twice  the 


2.7%  of  preschoolers 
2.4%  of  preschoders 


Slightly  more  prevalent  among  HANES I 
whites 

Slightly  more  prevalent  among  HANESI 
blacks 


Average  number  of  decayed.  Slightly  higher  for  blacks  HANESI  TSNS  found  average  number 
nonfunctk)nfllak)us.  and  fi^  of  decayed  and  filled  primary 

teeth:  1.0i0.6  teeth  was  1.8 


16.6%  (tl.05)  with  spedfk; 
dental  treatment  needs 


HANESI  Includes  teeth  scaling,  gum 
treatment  decay  treatment 
(16.1%);  data  only  broken 
down  by  sex;  males 
insignificantly  higher 


'DiffMnt  ttiridsids  for  pov^f  wtra  iMd  in  ttch  of  IhM 
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The  predominant  long-tenn  risks  of  adult  obesity  are  the  increased 
incidence  of  hypertensicni,  stroke,  and  diabetes.  Obesity  is  apparently 
related  to  depressed  levds  of  high-density  lipoprotein  cholesterol,  a 
variable  that  has  s^nificant  negative  correlation  to  the  probability  of 
corcHuury  heart  disease. 

Hypertension 

Although  the  etiology  of  childhood  hypertension  may  not  be  clearly 
imderstood,  it  u  unportant  to  detect  the  condition,  provide  foUowup,  and 
intervene  if  it  continues.  Several  studies  have  attempted  to  identify 
children  at  high  risk  for  hypertension  as  adults  (118-120).  Althou^ 
hypertensive  levels  in  a  small  proportion  of  children  may  be  predictive  of 
adult  hypertension,  levels  of  correlation  between  childhood  hypertension 
and  adult  hypertension  are  lower  than  blood  pressure  correlations  found 
for  adults  at  two  points  in  time.  However,  if  irreversible  modifications 
occur  in  arterial  walk  after  relatively  short  periods  of  Itypertension  (i2i), 
it  is  inqx>rtant  to  identify  not  only  children  with  persistent  elevations  but 
also  those  prone  to  severe  or  firequent  fluctuations. 

The  prevalence  of  hypertension  in  children  varies  with  the  definition  of 
elevated  levds.  Age-related  blood  pressure  distribution  curves  have  been 
devdoped  by  the  National  Heart,  Lung,  and  Blood  Institute  Task  Force 
on  Blood  Pressure  Control  in  C3iildren  {122).  CMdrcn  with  hypertensive 
parents,  black  adolescents,  and  obese  adolescents  are  more  likely  than 
other  children  to  have  persistent  b!ood  pressure  elevations  (ii3,  123). 
Reported  prevalence  of  persistent  hypertension  in  children  ranges  from 
0.6  to  23  percent,  but  one-time  measurements  have  identified  prevalence 
rates  as  high  as  13.4  percent  {120).  Obesity  and  sodium  intake  affect  high 
blood  pressure  prevalence  and  severity  ( 124). 

Atherosclerosis 

Several  prospective  studies  have  shown  a  relationship  between  devated 
serum  cholesterol  (over  200  mg/dl)  and  increased  risk  of  coronary  artery 
disease  {12S).  Results  of  autopsy  studies  indicate  that  patients  of  all  ages 
had  intimal  deposits  and  histologic  alterations  consisting  of  intracellular 
and  extracellular  lipid  deposits.  The  amount  of  surface  area  affected 
increased  slowly  from  ages  6  to  10  years  {113).  After  age  10,  fatty  streaks 
increased  maricedly  in  black  teenagers  followed  by  increases  in  white 
teenagers  after  approximately  a  5-year  lag.  Rbrous  plaques  b^an  to 
appear  in  the  second  decade  of  life.  More  plaque  was  found  in  whites  than 
in  blacks.  Strong  concluded  that  15  years  is  required  for  the  conversion  of 
all  fatty  streaks  to  fibrous  plaques.  However,  since  the  rate  of  conversion 
differed  between  blacks  and  whites,  the  initiation  of  the  fatty  streak 
process  must  differ  from  the  process  that  produces  clinical  manifestations. 
Basic  morphological  features  of  the  coronary  arteries  influence  sid>sequent 
development  of  atherosderosis.  Risk  factors  influence  the  severity  of  the 
disease  and  the  pattern  and  onset  of  clinical  features. 

Several  epidemiologic  studies  have  suggested  that  the  relative  amounts 
of  low-density  lipoproteins  (LDL)  cholesterol  and  h'gh-density  lipopro- 
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teins  (HpL)  cholesterol  are  better  predictors  of  the  incidence  of  coronary 
heart  disease  than  total  cholesterol,  elevated  levels  of  HDL  being 
associated  with  lower  disease  incidence  (126,  127).  The  HDL  cholesterol 
has  been  shown  to  vary  with  body  wei^t»  weight  change,  smoking^  and 
exercise.  Child  HDL  levels  have  been  measured  in  the  Bogalusa  heart 
study  population  {84),  the  Princeton  rian-ily  lipid  program  (128%  and  the 
Lipid  Research  Clinics  prevalence  study  (129).  Little  variation  in  the  risk 
parameters  has  been  observed  among  preschool-age  children.  By  adoles- 
cence, ethnic  and  sex  differences  become  apparent.  In  the  Princeton 
study,  hypercholesterolemic  (greater  than  205  mg/dl)  white  children  were 
much  more  likefy  to  have  elevations  of  LDL  cholesterol  in  contrast  to 
Jiypcrcholesterolemic  black  children,  who  were  more  apt  to  have  elevated 
HDL  levels.   In   this   population,   approximately  29  percent  of  the 
hypercholesterolemic  children  did  not  have  elevated  LDL  cholesterol 
values. 


Nutritional  Status  of  U.S.  Schooi-Age 

Nutritional  needs  of  school-age  children  (6-17  y«sars  of  age)  have  been 
of  special  concern  not  only  bemuse  of  the  influence  of  nutrition  on  growth 
and  development  but  also  because  of  its  influence  on  school  performance. 
For  these  age  groups,  suboptimal  nutritional  status  may  result  in 
decreased  attention  span,  irritability,  inability  to  sustain  physical  activity, 
and  inadequate  growth  rates.  Relatively  long-range  outcomes  such  as 
adult  obesity,  the  acceleration  of  the  development  of  chronic  disease 
states,  or  both  may  also  occur. 

Unless  otherwise  indicated,  the  following  summary  of  nutritional  and 
dietary  status  has  been  prepared  from  HANES  I  data.  Clinical  signs  of 
deficiencies  of  niacin,  vitamin  A,  vitamin  C,  iodine,  and  calcium  were 
found;  adolescents  were  more  likely  to  be  affected  than  yoimger  children. 
Some  evidence  of  past  rickets  was  found  (see  table  7).  Dietary  intake  data 
show  that  calories  are  likely  to  be  below  standard  for  those  6-11  years  old. 
(Table  1  summarizes  median  nutrient  intakes  as  a  p>ercentage  of  RDA.) 
Height  retardation  was  found  in  20-30  percent  of  all  children  ages  6-10 
years.  This  occurrence  is  indicative  of  longstanding  undernutrition.  The 
highest  prevalence  of  obesity  was  found  among  white  adolescent  males. 
(Table  8  presents  percentages  of  obese  individuals  in  this  age  group  from 
the  Ten  State  Nutrition  Survey.)  It  is  of  interest  in  the  TSNS  that  with 
increasing  income  both  black  and  white  children  were  taller  and  heavier 
and  more  advanced  in  skeletal  maturity  and  dental  development  (130). 
The  problem  of  undernutrition  and  ovemutrition  existed,  however,  in  all 
income  strata.   Iron  deficiency  was  noted  in  5—25  percent  of  this 
population.  (Table  1  summarizes  iron  status  information.)  Dental  prob- 
lems (dental  caries  and  gingivitis)  were  found  to  increase  with  increasing 
age.  At  least  two-thirds  of  the  HANES  population  who  were  6-17  years  of 
age  required  some  type  of  dental  treatment  (131),  The  average  number  of 
decayed,  missing,  filled  teeth  increased  from  1.7  for  ages  6-1 1  years  to  6.2 
for  ages  12-17  years  (131).  Relatively  few  children  6-11  years  old  had 
gingivitis  severe  enough  to  require  treatment  (1.9  percent),  but  this  figure 
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TABUE  7*  PimiImci  oI  QUciI  8I9N  toMhi  d  NuMmI  Diflcit 


$-11  Yun                          12-17 1m 
MMnd    ToW    Tom 


CWttlUB       iRe>Poi^        lBc<N    lflc>Pw  lnc<Pw 


i|ncoine(lnc)aboi«lOO|)6ic6flto(pov«rty(Pcv)N 
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6-11  1W7 

Ol  NiMnt  Mtett     W       B       W       B      Ymi      W       B       W       B  Ymts 


Niscin 

FungMonn  papiDaiy 
hypertrophy 
of  tongue 

11.0 

4.2 

2.8 

4i 

7.2 

10.4 

6.1 

18.6 

8.3 

VMiA 
Folcular 

nyporxoraioss, 

7.9 

14.7 

6.7 

7.6 

5.1 

10.6 

&5 

7.9 

Vitanwic 
OMfuse  marginal 
Mtannation 

1.0 

3.6 

7.8 

4.3 

9.0 

19.2 

29.1 

27.8 

12.3 

lodkio 
inyroiQ  snarjwwni 
Sunt  Groups  1  and  II 

6.1 

5.4 

1.0 

8.3 

4.4 

&3 

12.0 

3.0 

6.7 

6.0 

Caldun 

Positivo  Chro8t6ks 
sign 

4.5 

6.4 

5.6 

7.6 

4.8 

12i 

1^4 

14.8 

18.9 

12.7 

12 
13 

1-4 


1&3 
1818 
29.0 


9.8 
12.5 
13.0 


10.0 
15.3 
11.7 


9.0 
18.6 
11.1 


NutrMon  Survmy 
and  Mental  Hatfttt 


increased  to  17.1  percent  for  males  12-17  years  of  age  and  9.6  percent  for 
females  12-17  years  of  age. 

Table  9  shows  the  proportion  of  children  in  the  6—17  years  age  group 
with  elevated  total  cholestend  levels  (above  200  mg/dl).  The  breakdowns 
of  dK^esterol  values  into  fiactions  of  faig|i-density  lipoproteins  and  low- 
dmaty  lipoproteins,  whi<^  some  believe  to  be  better  predictors  of  the 
incidence  of  coronary  heart  disease  than  total  cholesteiol  levels,  were  not 
availaUe. 


SmmiMMy  of  Maternal  and  CbSML  Healdi  Status 

It  is  difficult  to  make  definitive  statements  about  the  nutritional  status 
of  infants,  preschoolers,  school-age  children,  and  women  of  chnrf>v>q»-ittg 
age  because  of  problems  in  data  availability,  measurement  techniques, 
and  data  analysts.  Wevertheless,  available  data  allow  the  identification  of 
potential  problem  areas. 

Women  of  duldbearing  age  have  deficiencies  of  iron,  calcium,  and 
vitamin  A.  Pregnant  women  in  all  income  strata  appear  to  have  deficient 

TABLE  ».  Proporttew^c^  ^MOmn  ^^OM  »-l7  Vmts  WKh  ToM  Cholaalool 


V««n  of 


^  WMto  Btacfc  WMIa 


6 

9.0 

30.3 

18.2 

33.2 

7 

3.6 

24.8 

26.9 

28.3 

8 

11.4 

42-2 

27.3 

46.7 

9 

25.0 

26.7 

29-2 

45.0 

10 

22.5 

18.9 

23.6 

ZZJ3 

11 

30.0 

30.0 

24.6 

16.1 

12 

19.2 

34.9 

22.9 

19.4 

13 

23.6 

15.3 

13.4 

18.7 

14 

17.6 

11.8 

16.1 

24.6 

15 

9.9 

10.4 

18.3 

40.3 

16 

10.1 

26.0 

19.0 

31.8 

17 

17.9 

26.4 

24.3 

24.3 
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nutrient  intakes  of  caJories,  calcium,  iron,  and,  to  some  extent,  vitamin  A. 
Although  pfotein  intakes  are  generally  adequate,  insufficient  calonc 
intakes  are  known  to  compromise  protein  intakes  by  allowing  protein  to 

be  used  for  energy.  .  

Infants  in  the  United  States  are  generaUy  well-nounshed  with  the 
exception  of  iron  intake.  Poor  growth  and  underweight,  obesity,  and 
problems  in  vitamin  A  and  C  intakes  and  scrum  levels  exist  among  a  smaU 
subgroup  of  infants. 

Preschoolers  arc  also  in  relatively  good  nutritional  health  except  for  a 
smaU  subgroup.  Poor  growth  as  indicated  by  height  and  weight  measure- 
ments is  more  of  a  problem  than  obesity.  Iron  intake  is  a  problem  also  for 
preschoolers  and  especially  for  those  in  the  1-3  years  age  group.  Black 
children  were  noted  to  have  greater  vitamin  A  and  calcium  problems  than 
whites,  although  low  dietary  intakes  and  serum  levels  (vitamin  A)  were 
also  found  in  whites.  Below  standard  vitamin  C  intakes  were  found  for  a 
sizable  proportion  of  preschoolers. 

School-age  children  12-17  years  of  age  are  more  hkely  than  children 
6-1 1  years  of  age  to  have  substandard  nutrient  intakes  and  clinical  signs 
of  deficiencies.  Clinical  signs  of  nutrient  deficiencies  were  found  for 
niacin,  vitamin  A,  vitamin  C,  iodine,  and  calcium.  Children  ages  6-11 
years  were  more  likely  than  older  school-age  children  to  have  below 
standard  caloric  intakes.  Height  retardation,  indicative  of  longstanding 
undernutrition,  was  found  in  20-39  percent  of  children  ages  6-10  years. 
Obesity  was  most  common  among  white  adolescent  males  but  was  found 
in  other  school-age  children  as  weU.  Iron  deficiency  ranged  from  5  to  25 
percent  in  this  group.  Dental  caries  increased  with  age. 

The  rationale  for  nutrition  intervention  for  these  groups  is  based  on  the 

following  premises:  ,  ■  ^  • 

(1)  Nutrition  is  one  of  the  major  environmental  influences  m  tne 
establishment  and  achievement  of  child  health  potentiaL 

(2)  Nutrition  can  affect  the  course  and  rate  of  development  of 
chronic  degenerative  disease. 

The  impact  of  adequate  nutrition  on  postdeUvery  child  growth  and 
development  is  wcU  known.  Newer  research  indicates  that  mtrautenne 
growth  and  development  is  linked  significantly  to  nutrition.  T^ere  are 
mdications  that  nutrition  can  have  profound  influence  on  brain  develop- 
ment, intellectual  performance,  and  behavior. 

A  clear  relationship  exists  between  nutrition  and  dental  disease,  tue 
most  prevalent  child  health  problem.  Many  adult  diseases  may  have  had 
thc^r  basis  in  inadequate  childhood  dietary  practices,  poor  nutritional 
status,  or  both.  Although  the  relationship  of  long-term  dietary  pracuces  to 
the  development  of  such  killer  diseases  as  hypertension  and  atherosclero- 
sis needs  further  investigation,  sufficient  evidence  is  beUcved  to  exist  to 
warrant  the  inclusion  of  dietary  modifications  felt  to  reduce  the  risks  of 
these  diseases  in  the  IMetary  Goals  for  the  United  States.^ 

^Sc««rmi  sig^icuit  .ocioecoiiomic  (actora  we«  oot  mentiooed  in  th«  brief  overview.  Thi.  reflecttihe 
fact  that  wMlysB  of  socioecownmc  deiennia«nt»  of  notrition*!  statia  for  the         popuUtioB  has  been 
limited  to  income  (variably  defijMxI)  and  race- Newer  analy^ 
of  swA  social  phenomena  as  worldns  mothei,  and  «ngle.p-rent  f^^ 

cnvitonmental  factocson  nutritional  status. 
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U.S.  GOVERNMENT  NUTRITION  PROGRAMS 
FOR  MOTHERS  AND  CHILDREN 

Issues  relating  to  the  development  and  implementation  of  the  wide 
variety  of  Federal  food  and  nutriiion  programs  are  complex,  as  are 
considerations  of  future  policy  options.  The  following  discussion  sumn?a- 
rizes  some  of  the  more  prominent  issues.  The  full  report  of  the  Select 
Panel  for  the  Promotion  of  Child  Health  (available  from  Nutrition 
Planning)  (132)  presents  a  much  more  complete  analysis  of  each  program. 


U.S.  Department  of  Agriculture  Programs 

The  Department  of  Agriculture,  particularly  the  Food  and 

Nutrition  Service,  has  three  major  programs  that  affect  the  nutritional 
status  of  mothers  and  children:  the  Special  Supplemental  Food  Program 
for  Women,  Infants,  and  Children  (WIC),  the  National  School  Limch  and 
School  Breakfast  programs,  and  the  Food  Stamp  program. 

The  Supplemental'  Food  Program  for  Women,  infants,  and  Children 

The  WIC  program  is  a  successor  to  smaller  USDA  programs  that 
provided  supplemental,  nutritious  food  to  low-income  pregnant  and 
lactating  women,  infants,  and  children  who  were  at  nutritional  risk. 
(Earlier  programs  ijacluded  the  Commodity  Supplemental  Feeding  pro- 
gram and  the  Pilot  Food  Certificate  program.)  The  WIC  was  passed  by 
Congress  in  September  1972  as  a  pilot  program  with  an  annual  budget  of 
S20  million  and  has  grown,  despite  administrative  and  political  impedi- 
ments, to  a  $750  million  per  year  program  that  reaches  13  million  women, 
infants,  and  children. 

The  WIC  program  is  unique  among  Federal  food  programs  in  that, 
although  it  is  administered  at  the  Federal  level  by  USDA,  at  the  local  level 
it  has  close  ties  to  Federal,  State,  and  local  health  programs  administered 
by  DHHS.  Local  agencies  operating  WIC  programs  must  see  that  health 
services  are  available  to  WIC  participants.  This  linkage  of  WIC  to 
prenatal  and  child  health  care  services  is  one  of  the  more  controversial 
aspects  of  the  program.  In  many  areas  where  the  required  health  services 
are  not  available,  women,  infants,  and  children  may  not  be  able  to  receive 
supplemental  foods  through  WIC.  In  r  Edition,  some  local  WIC  programs 
have  expanded  in  size  and  scope  so  rapidly  that  they  have  exceeded  the 
capacity  of  existing  public  maternal  and  child  health  services.  Conse- 
quently, one  option  for  expanding  WIC  services  is  to  make  maternal  and 
child  health  services  universally  available.  A  second  cation  is  to  permit 
WIC  services  to  operate  without  the  requirement  for  the  availability  of 
health  care  services.  There  is  no  clear  research  basis  for  making  this 
decision. 

The  WIC  program  is  also  imique  in  having  been  more  extensively 
evaluated  than  other  food  and  nutrition  programs.  This  is  partly  the  result 
of  the  authorizing  legislation  that  requires  an  evaluation  of  program 
benefits.  Although  the  evaluations  performed  to  date  cannot  be  consid- 


crcd  conclusive,  they  suggest  that  the  WIC  program  has  had  a  positive 
impact  on  the  health  status  of  its  participants,  including  improvements  m 
birth  weights,  infant  and  preschool  child  growth,  and  iron  status. 
However,  many  aspects  of  WIC  remain  to  be  examined,  such  as  whether 
the  benefits  arc  equitably  distributed  among  those  eligible  to  receive  them, 
whether  they  are  reaching  the  most  needy,  how  wcU  the  program  is 
administered  in  some  States  compared  with  others,  what  is  the  impact,  if 
any,  of  nutrition  education,  and  which  local.  State,  and  Federal  policies 
enhance  or  hinder  the  operation  of  the  program.  There  are  also  medical 
questions  such  as  which  component  of  WIC  (food  supplementation, 
nutrition  education,  or  the  linkage  with  maternal  and  child  health 
services)  has  the  most  significant  health  impact  or  whether  the  compo- 
nents act  synergistically-  The  ultimate  goals  of  the  program  are  also  left 
open,  and  the  question  remains  whether  health  benefits  are  maintained 
once  individuals  are  no  longer  eligible  for  WIC. 

The  WIC  participation  has  grown  rapidly  since  its  implementauon  in 
1974  (the  first  year  of  operation)  when  206,000  people  participated.  By  the 
end  of  1978,  there  were  1,318,000  participants.  However,  this  is  a  small 
fraction  of  the  8.7  million  women,  infants,  and  children  estimated  to  be 
eligible  to  participate  in  WIC  based  on  income  criteria.  Many  of  those 
who  are  nutritionally  in  need  cannot  particif>ate  because  of  inadequate 
funding  or  because  of  Federal,  State,  or  local  poUcies  that  make  it  difficult 
and  costly  for  low-income  people  to  participate. 

SciMM>l  Food  Programs 

The  National  School  Lunch  program  is  currently  available  in  75  percent 
of  all  schools  throughout  the  United  States  and  to  approximately  90 
percent  of  all  school-age  children.  On  any  given  day,  approximately  50 
percent  of  aU  eligible  students  participate-  In  general,  participation  rates 
within  elementary  schools  are  greater  than  those  within  secondary  schools- 
Participation  rates  of  children  eligible  for  free  or  reduced  price  lunches 
exceed  those  of  students  paying  the  full  price  (85  vs.  46  percent  m  1975). 

The  School  Breakfast  program  is  currently  available  in  approximately 
25  percent  of  aU  schools  to  about  30  percent  of  aU  children.  Average  daily 
paiScipation  of  students  in  these  schools  is  approximately  25  percent. 
Although  85  percent  of  all  breakfasts  are  served  at  free  or  reduced  price, 
little  is  known  about  how  price  and  other  factors  affect  participation  m  the 
breakfast  program. 

A  number  of  Federal  options  are  available  to  encourage  more  schools 
to  adopt  lunch  or  breakfast  programs.  Aid  for  equipment  would  probably 
have  the  most  significant  impact,  and  increasing  the  per  meal  reimburse- 
ment rate  is  another  means  of  encouraging  schools  to  participate. 
Commodity  food  processing  contracts  that  would  simplify  the  use  of  such 
foods  is  another  means  of  making  a  meal  program  more  feasible.  Schools 
that  have  not  adopted  a  lunch  program  by  now,  however,  may  not  want 
such  programs  regardless  of  Federal  reimbursements.  w~ 

Many  schools  that  provide  a  lunch  program  do  not  offer  a  breakfast 
program;  therefore,  different  incentives  may  be  necessary  to  increase 
breScfast  programs.  Several  options  are  to  require  breakfast  programs  in 
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schools  of  **scvere  need,"  schools  that  participate  in  the  School  Lunch 
program,  or  all  schools.  Financial  incentives,  possibly  including  reim* 
bursement  for  nonfood  costs,  could  help  schools  pay  labor  and  utility 
expenses.  Services  could  also  be  provided  to  help  school  systems  modify 
busing  schedules  to  fit  breakfast  program  schedules.  At  the  local  level, 
information  on  the  benefits  of  a  breakfast  program  and  the  numbers  of 
children  who  would  benefit  could  be  used  to  elicit  community  support. 
Because  so  few  schools  now  participate,  expansion  of  the  School  Breakfast 
program  may  be  one  of  the  most  cost-effective  means  both  to  alleviate 
poverty  and  to  increase  the  amount  of  nutritious  food  available  to 
diUdren.  Although  such  programs  still  must  be  carefully  evaluated,  it  is 
likely  that  significant  nutritional  and  learning  benefits  accrue  to  partici- 
pants. 

Another  possible  means  of  achieving  added  benefits  from  the  school 
meal  programs  is  to  encourage  higher  participation  rates  within  existing 
programs.  A  School  Breakfast  program  price  subsidy  of  10  cents  per 
breakfast  would  cost  USDA  about  $54  million  per  year  and  probably  add 
over  500,000  particip>ants.  Menu  selection  choice  and  food  quality  also 
affect  participation  rates.  Nutrition  and  health  education  may  affect  the 
decision  of  a  child  to  participate  and  also  have  an  impact  on  food  waste. 
Policies  that  regulate  the  availability  of  foods  that  compete  with  the 
standard  school  meal,  such  as  a  la  carte  foods  or  those  in  vending 
machines,  may  also  influence  participation  rates.  The  relative  cost  and 
impact  of  each  approach  on  participation  rates  remain  to  be  determined. 

If  child  health  is  to  be  maintained  or  improved  by  the  school  meal 
programs,  health  objectives  must  be  si>ecified  in  a  more  comprehensive 
manner.  For  planning  purposes,  a  nutrient  meal  standard  and  a 
completive  food  clas.^Ification  that  specify  desirable  ranges  of  nutrients 
such  as  thiamine,  iron,  vitamin  A,  or  zinc  and  acceptable  levels  of  fat, 
cholesterol,  fiber,  or  sodium  might  be  preferred  to  the  type  A  pattern.* 
An  important  and  overriding  policy  issue  related  to  both  the  School 
Lunch  and  Breakfast  programs  is  the  extent  to  which  they  are  to  be 
focused  on  poor  or  undernourished  children  rather  than  on  all  children. 
Arguments  can  be  made  for  either  emphasis.  The  original  legislation  for 
school  food  programs  applied  to  all  school  children  and  did  not  focus  on 
needy  or  poor  children.  While  subsidizing  only  needy  children  appears  to 
require  fewer  dollars,  the  benefits  of  a  broader  focus  may  be  considerable. 
For  those  who  need  to  participate,  the  stigma  is  almost  certainly  reduced 
in  a  more  general  program.  Whether  a  change  in  emphasis  would  better 
serve  the  Nation  depends  on  current  national  objectives  and  priorities. 

The  Food  Stamp  Program 

The  Food  Stamp  program,  which  benefits  a  large  number  of  poor 
mothers  and  children,  may  be  considered  either  a  nutrition  or  an  income 
supplement  program.  Little  is  known  about  the  nutrition  impact  of  this 
program,  which  provides  a  significant  contribution  to  household  food 


*The  type  A  lunch  provides  a  child  with  one-third  to  one-half  of  I  day's  nutritive  requirements  following 
guideliaes  for  inclusions  of  specific  foods. 


purchasers  and  overall  economic  welfare.  It  has  been  postulated  that 
Substituting  cash  for  stamps  would  incrwxse  program  parucipation  but 
woSd  moTt  likely  reduce  its  nutritional  benefits.  Additional  restnctior« 
on  food  purchase  (e.g..  through  color  coding  for  pxirchase  of  specified 
food  typ<»)  might  restrict  program  participation.  An  alternative  approach 
^ShTL  improve  nutrition  education  for  Partijnparits.  Howeve^  much 
research  is  nec^sary  to  determine  whether  the  USD^  Expanded  Food 
and  Nutrition  Education  Program  and  other  nutrition  ^cauon  programs 
would  be  cost  beneficial. 

U.S.  I>epartiiiei2t  of  Health  and  Human  Services  Programs 

In  DHHS,  nutrition  services  are  included  among  tiie  various  seryic^ 
that  are  considered  health  services.  In  1935.  the  Social  Security  Act  Title  V 
maternal  and  child  health  funds  established  the  r"^\<>'^g>j"S  °"^S?s° 
consultation  services  in  many  State  health  agencies.  In  the  niid-1960s. 
DHHS  guidelines  defined  nutritional  care  for  pregnant  women  ano 
children  through  the  maternity  and  infant  care  project  and  the  health 
services  for  chSdren  and  youth  project.  However,  nutnuon  services  and 
^^rrvices  arc  not  spc^ied  in  DHHS  legislation  and  "lUSt  ^^^A*" 
with  the  array  of  other  health  services  for  mcrcasmgly  tight  doUars. 
Comprehensive  nutritional  care  includes  assessment,  coimsehng.  and 
education,  referral  to  available  food  assistance  progranas  m  tiie  commum- 
tv  and  foUowup.  Such  care  can  be  provided  to  childbeanng  women 
infants,  and  children  as  a  preventive  or  primary  health  care  service  and 
can  be  delivered  through  pubUc  health  clinics,  community  health  centers 
in  rural  or  urban  areas,  or  through  other  health  care  providers. 

Services  are  provided  directiy  to  native  Americans  through  chmcs 
oocrated  by  Federal  public  health  services  or  contract  health  care 
orders.  The  DHHS  fCmding  for  maternal  and  child  h<^th  and  nutrition 
Lrvices  is  available  through  Tide  V  Social  Secimty  Act  fom»^^ 
aid  to  State  health  agencies,  through  Medicaid-EPSDT  third-party 
^lahur^^U  and  dirl:tiy  from  the  Federal  level  to  local  grantees  for 
primary  care  and  Head  Start-   

AvaUablc  information  indicates  that  some  exemplary  programs  provide 
quality  nutritional  care  as  a  component  of  health  c^e;  however,  fundmg 
Znd  otiier  constraints  limit  the  availabiUty,  accessibihty,  and  quahty  of 
mat^  aS  child  health  services,  and  the  availability  and  acc«;sibdity  of 
nu^^  services  vary  among  and  within  regions  ajd  States.  In  gene^. 
nutrition  services  are  underfunded  and  understaffed  m  relauon  to  chent 

"^^WiUiin  recent  years.  DHHS  has  evidenced  an  enlia^ced  interest  in  the 
role  of  nutrition  iii  outcome  of  pre^cgr,  child  ^^^^^^^f^^/^P^^^Jj 
lifelong  disease  prevention,  and  health  promotion.  A  ba^ic  issue  tor 
DhSs  is^loping  tiie  capacity  for  ensuring  high  quality,  effective 
nuiitional  care  ^  A  element  in  the  public  health  and  pmnary  healA 
services  for  mothers  and  chUdren  and  attempting  this  ser>ace  ti^ough 
Iccislation,  regulation,  administrative  guidelines,  fundmg  criteria,  or  the 
sSl^  of  quSity  assurance  standards  for  ambulatory  nutnuonal  care. 
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A  second  issue  is  who  should  provide  nutritional  care  and  whether 
physicians;  nnrses*  social  worlc^s,  and  multipurpose  community  health 
workers  can  be  adequately  tr»ned  and  motivated  by  nutrition  profession- 
als to  provide  knowledgeable  and  appropriate  nutritional  caie  to  clients. 
Should  the  cadre  of  nutritional  professionals  and  paraprofessionals  be 
enlar^ged  to  provide  most  of  the  nutritional  care  or  is  an  appropriate  mix 
the  most  effective? 

A  thiid  issue  is  the  financing  of  nutritional  care  no  matter  who  provides 
it.  Currently*  no  DHHS  funds  are  q>ecifically  eamuuked  for  nutrition 
services*  and  competition  is  keen  for  health  service  dollars.  Potential 
options  include  providing  new  appropriations  earmarked  for  expanded 
nutrition  services,  reallocating  existing  funds  through  funding  criteria  or 
through  mandating  nutrition  services,  or  encouraging  States  to  use 
Medicaid  funds  or  other  third-party  payment  sources  for  nutrition 
services.  Provision  fbr  nutrition  services  should  be  included  in  any 
national  entitlement  program  ^nynctrd  in  the  future. 

Many  State  and  local  public  health  agencies  are  currently  experiencing 
severe  cutbadcs  in  funds  for  nutrition  staff.  For  example,  the  increased 
availability  of  WIC  funds  for  the  services  of  nutritionists  in  some  cases  has 
been  caused  by  the  reallocation  of  former  Title  V  nutrition  program  funds 
to  other  services.  After  Pn^x»ition  13  was  passed  in  California*  eight 
IbBalth  departmoite  lo^  funds  fbr  nutrition  services  C'J5).  These  losses 
tdtided^I54~'f  19  and^represimted  6w6  pigrcent  of  thg  tr%i^l  fiiTirfiitg  allocated 
in  California  for  nutrition  staff  in  fiscal  1977—78.  These  losses  were  related 
in  part  to  a  reduction  in  State  grants  for  maternal  and  child  health  and 
were  attributed  to  Proposition  13.  Over  $96,000  (123  percent  of  all  locaUy 
siq)plied  revenues  fbr  nutrition)  was  fiom  local  revenues.  Altiiough  these 
losses  appeared  to  be  ofi&et  by  WIC  revenue  increases,  the  WIC  eligible 
population  is  much  more  narrowly  defined,  depriving  many  women  and 
children  over  age  5  frcna  eligibili^  for  nutrition  services.  The  impact  of 
Proposition  13  on  California  public  health  nutrition  services  has  been 
studied  in  detail  in  terms  of  changes  in  funding,  staffing,  and  time 
allocation. 

A  major  issue  is  the  various  interrelationships  and  linkages  between 
DHHS  maternal  and  child  health  services  and  the  USDA  child  food 
assxstanoe  programs.  Ideally,  eligibility  criteria  should  be  consistent, 
service  delivery  systems  should  be  integrated,  and  costs  for  maternal  and 
child  health  and  nutrition  services  and  WIC  should  be  shared.  School 
health  and  school  health  education  service  potentially  can  tie  in  with 
School  Breakfast  and  Lunch  programs.  Issues  of  coordination  and 
linkages  between  these  programs  depend  lairgely  on  Federal,  State,  and 
local  administrative  structures,  regulations,  and  procedures  for  monitoring 
and  auditing. 


PROGRAM  AINO  POOCY  OPTIONS 

The  policy  decisions  that  influence  food  supply  and  demand  originate 
from  widely  divergent  sources,  ranging  from  agencies  of  the  Federal 
Grovemraent  with  various  mandates  (c.g^  incomes  and  price  policies. 
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health  protection  and  promotion,  and  afc^Ticultural  and  food  processing- 
marketuLK  issues)  to  private-sector  food  manufacturings  health  msxuance, 
and  healS  care  providers.  A  large  number  of  factors,  including  nutritional 
caie  provided  in  maternal  and  child  health  programs,  mdirectiy  affect 
nutrition  by  changing  the  level  and  nature  of  food  demand.  U.S. 
Government  policy  options  for  improving  nutrition  and  the  diet  mclude  a 
wide  range  of  regulatory  and  pro^um  alternatives,  many  of  which  could 
influence  maternal  and  child  nutrition  J 

Food  Supply 

The  food  supply  determines  which  foods  (in  specified  forms  with 
specified  nutritional  content)  are  available  in  each  locale  at  diflerent  tmics 
ofthc  year.  The  U.S.  Department  of  Agriculture  and  other  Government 
aeencii  may  provide  price  supports  or  lower  production  costs  through 
oOier  subsidies  and  in  ether  ways  to  affect  the  kinds  and  quantities  of 

available  foods.  ^.        ,       -  «i  

One  of  the  major  issues  confronting  nutrition  policymakers  is  dcvelop- 
ine  policies  to  deal  with  major  shifts  in  food  supply  and  distribution. 
Gov^iment  intervention  in  food  production  and  distiibution  mcludes 
research  in  animal  and  plant  production  and  soil  and  ^f^'iP^?^ 
controls,  crop  acquisition  and  storage;  regulation  of  insecticides,  fertiliz- 
ers, and  pest  control;  international  ti^de;  and  regulation  of  food  safety, 
food  fortification,  processing,  and  vending  and  restaurant  services  (see 
table  10).  The  nutritional  benefits  and  costs  of  such  multiple  activities  are 

poorly  understood.  •  i_  -   *i_  i 

^Onc  food  supply  issue  relevant  to  maternal  and  child  health  is  the  role 
of  the  ubiquitous  vending  machine,  which  offers  food  relatively  high  m 
sugar,  salt/ and  calories  but  which  accounts  for  about  $10.5  biHion  per 
aimum  in  food  expenditure  ( 135,  136),  A  number  of  studi<»  and  efforts  are 
underway  to  determine  ways  in  which  the  quaUty  of  the  food  m  vcndmg 
machines  can  be  improved.  ^       ,  t_ 

The  proportion  of  meals  and  snacks  eaten  away  from  home  has  recenUy 
increased  inrcstaurants,  fast  food  chains,  and  more  additional  places  such 
as  work-place  cafeterias.  UtUe  is  known  about  the  resultant  h«ilth  and 
nutiition  impact.  One  of  the  important  issues  that  must  be  faced  m 
considering  tSe  nutiition  impUcations  of  food  supply  sources  is  the 
contrast  in  nutritional  content  and  resultant  health  significance  ensumg 
from  increasing  consumption  of  processed  foods  versus  natural  counter- 
parts. 

Food  I>eiiiaiid 

The  demand  for  food  is  affected  by  the  price  of  food  products,  the 
available  consumer  resources  for  obtaining  food,  and  access  tc  looo 

""The  Compcioller  Gener.1  is  completing  u  invenloiy  of  359  Fcder.1  food,  nutrition,  and  .griculture 
pnjgnuns  in  28         <5overmnent  agencies  ( /J4>. 
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throiigh  various  Federal  toud  programs.  Table  1 1  presents  some  of  the 
possible  interventioii  points  in  the  food  demand  chain.  Food  advertising, 
food  labeling  and  grading,  child  nutrition  programs,  and  •unbulatory 
nutritional  care  are  the  relevant  issues  related  to  the  demand  for  food  and 
are  addressed  here  only  briefly . 

Food  advertising  (e.g.,  brand  identiflcation)  often  dehvered  m  creative 
and  subtle  ways  by  the  food  industry  to  influence  food  choice  represents  a 
signiTtcant  proportion  of  the  United  States*  food  bilL  Estimates  of  the 
costs  of  food  advertising  range  from  $1  billion  ( to  $6  bilHon  a  year 
(or  3  percent  of  our  food  biU)  (/J5).  In  addition,  Brewster  and  Jacobson 
estimate  that  the  American  people  pay  about  $26  billion,  or  3  percent,  of 
their  food  bill  for  packaging  that  is  often  another  form  of  advertising 
(  /35).  In  contrast,  vciy  little  money  is  spent  on  nutrition  education,  which 
may  be  necessary  to  counteract  the  influence  of  food  advertising. 

The  Federal  Trade  Conmiission  (FTC)  and  other  Government  rqg;ulato- 
ry  commissions  have  considered  a  number  of  options  for  limiting  the 
impact  of  food  advertising,  particularly  that  aimed  at  children.  Child- 
oriented  television  advertising  is  mainly  for  food  and  is  largely  focused  on 
sugared  foods  (  /  JS).  The  average  child  between  the  ages  of  2  and  1 1  years 
will  view  20,000, television  commercials.  Child  psychologists,  dentists, 
nutritionists,  and  child  advocates  believe  that  these  advertisements  have 
had.  an  adverse  effect  on  child  health  038}.  It  is  important  to  note  that 
while  the  FTC  has  been  considering  curbs  in  child-oriented  advertismg. 
Congress  has  been  considering  limits  on  FTOs  consumer  protection 
authority,  particularly  its  power  to  restrict  *ninfair-  advertising,  which 
forms  the  biasis  of  the  FTC  children's  advertising  inquiry. 

Food  labeling  and  grading  are  other  issues  that  arc  being  hotly  debated 
by  nutrition  and  consumer  groups  (139,  /40).  If  the  United  States  is  to 
promote  the  U.S.  Dietary  Goals,  careful  research  and  prficy  changes  must 
be  implemented  in  this  area.  For  example,  the  long-term  mcrease  in 
consumption  of  fat-marbled  beef  provides  more  saturated  fats  and 
cholesterol  than  the  leaner  forage-fed  beef  of  50  years  ago  (/4i)-  Food 
grading  could  be  changed  to  promote  consumption  of  the  leaner  b^f 

(/40).  ^  , 

The  key  USDA  maternal  and  child  nutrition  programs  noted  previously 
also  affect  food  demand,  as  do  other  major  USDA  programs  such  as  the 
Child  Care  Feeding  Program,  the  E;q>anded  Food  and  Nutrition  Educa- 
tion Program,  and  DHHS  programs  such  as  Head  Start,  social  welfare 
(eg..  Aid  to  Famihes  wHh  Dependent  ChildrenX  maternal  and  child 
health  care,  and  school  health  programs. 

Nutrition  services,  whether  perceived  as  health  firomotion  or  disease 
prevention,  can  affect  consumer  food  choice,  and  nutrition  assessment  of 
individuals,  food  supplementation,  and  nutrition  counseling  and  educa- 
tion can  affect  food  demand.  Ambulatory  nutritional  care  is  provided  to 
some  mothers  and  children  by  public  health  agencies  using  funds  from 
Title  V  of  the  Social  Security  Act.  Potential  Government  influences  on  the 
use  of  ambulatory  nutritional  care  in  health  care  are  presented  in  table  12. 
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Ambutatory  nutrttlon  Prtvvto  MCtor 

Public  hMlth 


voKintwy 


I  lou— rmlfl  alz»-  DHHS-privat*- 
oompcMttion  voluntary 
Family  planning 


Finandiiig  Nutrition  Services 

In  a  sense  the  financing  of  nutrition  programs  cannot  be  considered 
without  considering  the  broader  question  of  whether  maternal  and  child 
health  care  is  a  right  or  a  business.  A  great  deal  of  attention  has  been 
focused  on  the  issue  of  third-party  reimbursement  to  ""f"**^" 
provider  through  public  and  private  financing  mechanisms  042,143).  At 
present,  a  few  health  insurance  companies  reimburse  r^tered  ^eutians 
as  independent  providers,  usuaUy  when  referred  by  physicians.  However, 
this  proSdurc  is  not  consistent  across  the  country  or  even  within  a  given 
insurance  company  (143).  When  nutritional  care  is  reimbursable,  it  is 
usuaUy  for  p«sons  with  chronic  diseases.  Nutritional  c^  m  heaUh 
promotion  foT  mothers  and  children  is  the  rationale  behind  selected 
DHHS  maternity  and  infant  care  and  children  and  youth  projects. 


CONCLUSION 

Maior  nutritional  inadequacies  exist  in  the  United  States  that  have  an 
impact  on  neonatal,  infant,  child,  and  adult  mortaUty,  morbidity,  arid 
int^ectual  capacity.  Children  and  pregnant  women  are  particularly 
vulnerable  to  nutritional  deficiencies.  Certain  of  these  deficiencies  are 
more  pronounced  in  specific  subgroups,  and  many  of  thcin  are  associated 
with  income  levels,  race,  sex.  and  age.  However,  changing  patterns  of 
nutrition  related  to  prosperity  and  convenience  are  affecting  the  entire 
population  and  are  changing  the  prevalence  of  some  nutntion-related 

abnormalities.  .  .  . 

Recently,  a  new  awareness  of  the  relationship  between  nutrition  and 
health  has  arisen,  and  research  and  programs  to  address  nuttition 
problems  have  expanded  substantially.  However,  much  is  stiU  not 
Understood,  and  many  people  remain  nutritionaUy  at  ride- 

Maior  Federal  Government  nutrition  programs  have  been  implemcntea 
over  the  years  to  meet  the  nutritional  needs  of  the  American  peculation, 
and  mai^  arc  designed  for  low-income  women  and  children.  However, 
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because  of  inconsistencies  in  objectives  among  the  various  programs  and 
because  of  unevcnness  of  administratiozi  at  the  Federal  State*  and  local 
levels^  the  |m>grains  have  had  difTerent  rates  of  outreach  and  success 
within  different  areas,  and  their  effectiveness  for  meeting  the  needs  of 
eligible  populations  is  unknown. 
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In  addition^  Government  interventions  in  food  supply  and  food  demand 
are  many  and  varied  and  also  have  an  impact  on  nutrition  and  costs  of 
food,  which  affect  the  wider  population.  Government  policy  and  programs 
now  face  the  contemporary  challenge  of  responding  to  emerging  nutrition 
problems  (for  instance,  the  role  of  diets  in  health  promotion  and 
prevention  of  chronic  degenerative  disease),  while  continuing  to  address 
existing  problems  of  hunger  and  undernutrition  for  which  many  Govern* 
ment  programs  were  initially  designed.  This  challenge  will  require  great 
efforts  at  cooperation  and  coordination  among  Federal,  State,  and  local 
government  agencies. 


We  wish  to  thank  all  those  individuals  who  provided  information  and 
assistance  in  the  preparation  of  the  original  backgrouTKl  paper.  They  are 
too  numerous  to  be  listed  here.  Th«  *^  graduate  students  in  the  Depart- 
ment of  Nutrition,  Pamela  Haines,  Deborah  Spicer,  and  Monica  £. 
Yamamoto,  played  major  roles  in  the  preparation  of  this  document.  The 
others  are  thanked  in  the  original  352-page  document,  which  can  be 
obtained  from  Nutrition  Planning,  P.O.  Box  8080,  Ann  Arbor,  Mich. 
48107. 


(/)  Hamburg  D.  A.  **Oaeaac  Prevention:  The  Challenge  oT  the  Future.**  jAgnciicmn  JaunuU  of  P%MiC 

tUmith^.  1026^  1Q33»  1979. 
(2)  U.S.  Depnrtmcnt  of  Health.  Educatxm.  and  WcUare.  PubUc  H  ^th  Service.  H^thy  Pioopf^:  The 

Surgeon  Oencn/*s  IC«porf  oa  HemStt  Promadoo  and  DuemMc  PM^cveaHoa.  Washington,  0»C.:  tJ.S. 

Ck>vemnient  PnntingOITioe,  DHEW  f*ubbcation  Number  (PHS)  79-55071 «  1979. 
(J)  U.S»  Congrcia,  Senate,  Select  Coaunioee  oo  Nutrition  and  Human  Needm.  Frnting  in  America: 

i>i€tMiy  Goei*  for  ihe  UMuiod  Scales.  Washinguxu  O.C:  UJS,  Government  Printing  OfHoe,  1977. 

(4)  ICanu  H.  N.  and  L.  S.  Ptenroac  **Birth  Weight  and  Gestation  Tune  in  Relation  to  Maternal  Age. 
Pmrity  and  Infant  Survival**"  AmuUs  of  Eugenics  16:  147.  1951. 

(5)  Nac^  R»  L*,  W.  Blanc^  and  C.  PmuL  *^Eflect  of  Maternal  Nutrition  on  the  Human  Fetus.** 
P^odsmtries  52:  494^503.  1973. 

(tf )  Shaptffo*      E.  Schlesinger«  and  R.  Neabttt.  tafMnu  FcrinrntML  MMZeroMl  and  C^»kfhoofi  MortMiity  in 

the        Cambridge,  Mass.:  Harvard  Uiuversi^  Press.  1968. 
(7>  VJS,  National  Institutes  of  Health.  CoAaboraoVc  Ferinmtmi  Study  of  the  Nmikmrnl  Institute  of 

isfeuroSogicMi  Oiacmses  ^od  Stroke:  The  Wrmm  mttrf  Thrir  P^rynit im^  UJS,  Department  of  Health, 

Education*  and  Welfare,  National  Institutes  of  Health.  Betbesda,  Md^  1971. 
(Sy  Van  den  Bei^  B.  J.  "The  Rdationsh^  of  Rate  of  Intrauterine  Growth  of  Infanta  of  I^ow  Birth 

Weight  to  Mortali^.  Morbtdi^  and  Congenital  Anomalies.**  Joumml  ofPtdimtric*  69:  53K  1966. 
(9>  Antooov.  A.  M.  *X:hildren  Bora  during  the  of  Leningrad  in  1942.**  Jounmi  of  Podimtna  30: 

250-259.  1947. 

(iOy  Smithy  C  "^Effects  of  Maternal  Undernutrition  upon  Newborn  Infants  in  H^land  (1944-1945).'* 

Journal  of  Pediatrics  30z  229-243,  1947. 
(//>  Higgias*  A.  C  **Montreal  Diet  Dispensaiy  Sttady  in  Nutritiotud  Supplementation  and  the  Outcome 

oT  Pr^nnncy.**  In  Pniew^ii^  of  m  Workshops  pp.  93-104.  National  Academy  of  Sciences, 

Waahingtoa.  D.C^  1973. 

</^>  Habicht,  J.  C  Yarbrough*  A  Lechtig>  and  R.  E.  Klein.  **Relation  of  Maternal  Supplementary 
Fwrftng  dttfii^  Pregnancy  to  Birtfawc^ht  aad  Other  Socio-biologica]  Factors.**  Pkper  pmented  at 
the  Sympoaium  oo  Intrauterine  Malnutritioiu  New  York,  November  1972« 


ACKNOWLEDGMENTS 


REFERENCES 


120 


R.  e.  kma.  -*efi)Kt  of 

pp.  147-174. 


C20  SMcML  B. 

40:  lOI-lll.  1963. 

CZZ>  WaiMT.  O.  -TiMinmitir  CocntotM  of  Low  Hcth  Weight.-  Amhcu  Jounml  of , 
91:  360-272.  1970. 

C2^  Ebba«  J.  H.,  F.  F.  Ttocten.  Md  W.  A.  Seott.  "Tbm  laflneao*  of  PwmwI  Dirt  on  the  Mothv  and 

TTiMii"  r""  ^  nfwnriirninirtr  i^~~t>''^'"  " 

<J4>  TeavUMw  W.  R.  M.  Milch^  and  IX  O.  WMfaL  **Ktoml  Nutcitkm  Swdm  M  PhiladrfpbiB 
LyiiV  la  HoapitaL  Maamal  Stadia  1L~  In  Tfce  fto«B«xfai  of  MMmtmmml  mmd  loitmbon  Hmt^  pp. 
25-90.  Not  Yortc  MObaiOi  MMorial  Faad.  19S». 

C29>  NaboMi  ^rarlMy  of  yci»ncai  MMmaf  J^mtritkm  mad  thm  Comnm  dt  Ptmipmacy.  Wadaactoa, 

 IXCrrAMtfMidcrPkavmfc  " 

<3tf)  Tmi«.  M.  and  E.  M.  OokL  "CiiiJMiiinlntir  Study  of  Pi«Mi«lmi>j  in  Kalatioa  to  Sowteifr  Haahh 


VofaM.  Ejayloyntgot  and  Pbymique."  AmoMM  Jootmj  or  cvnamca  ana  ujmmi«j  IC9: 
330-37ai9i9. 

r,  D.  M,  X  Sinper,  C  E.  Kalk.  and  E.  R.  Scliiiaiiiy  r.  lafkalt  Otmthz  An  Aa»fyn»  by 
r  JCM  anrf  f  ftnlrh  rmtr  Natknwl  Acadeaty  of  Seknocs.  Waahii^on.  1973. 
.V.HM^a^  and  H,  Smart.  **NiitritiottScadiaadaracPlr«|^anqr:  IV.  Ralatian  of  Pmcin 

'  to  Birtfi  Lwyfa.  Mrth  Wai^  and  Condition  of  Infknt 
1 23:  d06-SlS.  1943. 

,O.S.andS.Ofaham.~AnMnBtalOwtandIlB  InfhMnoe  on  StjObirtbs  and  Pramatun^." 
142:1-7,1944. 

M.  W.  7in  f  "Ixm  Birth  Wo^  and  Ptonaalal  Notrilion:  An  IntopcnCiwe 

946-9C3. 1970. 

Y,  K.  tmA  Dl  O.  "WUkL  *An  EsparimenC  in  Diet  Edncation  darins  Pic^ancy.**  MSbmnk 
'mtFwmdQumnaHylO:  119-151. 1952. 

M  and  J.  M.  Rivm.  "Fartort  Infliwnring  P^a^MJtocw^b^c  A^JLe>0^^  Vni^Mt 
(wiMMMi  5«:  321,  197a 

<JI3>  Hunt.  E,  M.  Jacko,  K.  J.  Ostopad.  O.  Maae.  V.  CSaffc.  and  A.  Coolwin.  "EflGsct  of  Nuttiboo 
Education  on  lha  Nutritional  Slatnm  of  Low  Inoome  Women  of  Mcncan  Decent."  Ancncsa 

(34>  Kafaf^.  A.  O.  and  P-  Zea.  *lNlatritionBl  Benefit*  ftotn  Fedcial  Food  Awiifnrr:  A  Surv^  of 
ruethiml  Black  CbilAca  from  I  urn  inromr  Families  in  »f  i  iiijihii  "  Aawricaa  Joummt  cf  Diaemavt 
ofOtfktaB  131:265-269.  1977. 

i3S}  remi  Ij.  II   r>  1  engrr  If  ITiTr^  ^    — *•  *       ■    —  ^  ^   '\T^  ^  n*KA. 

B.  Olte.  'Tbe  Efleet  of  Nutiition  of  Taea>|B  Giavidn  on  Picpuuwy  and  dw  Status  of  the 
rUmielw-  iBwiwen  fow  iief  iVfTfirtrfnrf  ■^rfr^^^r^^^  ^^''-^^ 
<J»>  n       II  L.  -^c^bt  in  Rdation  to  Fetal  and  Kewbom  Mortality.*-  iVdietnes  6:  329.  19Sa 

<J7>  Handy,  J.  A.  and  CI  Daly.  -Social  and  Biological  Fadoca  in  Infant  Mortality.**  Lanoef  (26^: 
395-399,1955.  ^  ^ 

<J9>  Alberman.  E.  *'Stail>irth.  Neonatal  Mortafiiy  in  Ei«)and  and  Wale*  by  Diithweigbt  1953-71. 

Hflnftb  TjnBBdk6:  I,  1974. 
<J9)  Kateiedex^  D-  F.  and  J.  W.  C.  JofaiHoa.  -Patknts  at  Ifi^  Riak  for  Low  Birtb  Weigbt 

124: 251' 256«.  1976. 


121 


<40>  DMiw.  D.      O.  P.  Q«ay.  r.  C  Bttwoed.  and  M.  AbmAtliy.  ■X:it»'«M«  a»ohtm  io  PragiMikey: 

r»t>iiiii«Hmw  ■  illi  riUlOTBl  KVritlil  mna  TiTl  ^nr-lh  "  t  irrrf '  TT*  ^"^  199ft. 
(4I>  LiMla.  IL  -MfMtam  Afaolkol  Um  Owiac  PratnMMy  mmI  OwcMMd  InOiat  Btrth  WatyhL- 

luiman  fii  f  I  rriirffr  fffnU""  1154-1137. 1977. 

<4a>  M«yr.  M.      ».  C.  Smm,  — d  J.  A.  To— i».  "Pwin>UU  E»—o  Atocia-d  wUli  M*fnud  Swokiag 

fT^rii^  nifMj  "  Iwrnraa  Jo^mmlcfepidm^olagy  109:  4«4.-«76, 197)6. 
<41>  TTMlii^       S.  WlHOMit.  U  »iiy>ir.  aad  P.  thifin  *'AddictMHi  aad  Low  KrUi  W«ig|M:  A  Quaai 

rninrimmfnuiily"  AMncMJbunM/o/'Atbtfc  H«iJtt6t:  «76.4«l.  197«. 
(4«>  FMldkif,  J-  rad  A.  YukAtMr.  "Tb«  PMgnMit  Satokar."  AMtunemn  JounuJ  ot  Public  Hmmtth  M:  US. 

I97t. 

(45)  Smwibmi.  M.  K.  -Nvtntioa  rnmpniwul  m  a  CompnlMawv*  Child  D«»>1op— pt  Prognun.** 

AxKiM/af  tfc*  Aimr>n  PNWttc  AaaorMlioa  74:  124-129. 1979. 
(4»)  Watktiiii.  M.  W..  mad  D.  H,  Calloway.  "EMfiy  ExpMiditiira  and  roMumprton  of  Matur*. 

Pn^ukC  and  L*ctaiia|(  Wofnan.**  Jounmtofthm  Aiamnema  Dimmtic  <\nttrimtitm  49:  29-37.  1976. 
(47>  TItorapaon.  M.  P..       H.  Mona.  and  S.  B.  Mairow.  -Nutriaat  latakm  of  Pragpaat  Wooms 

lUcaivia^  VitaaMa-Miacfal  SuppkmaPH."  Jomrnml  of  thm  Amtriemn  DmMtie  Aaaooialwa  64: 

3«2.3tS.  1974. 

<4»>  HaniU.  U  L.  Lynch,  aad  D.  Shipman  •^Notritiwa  Vahw  of  Foods  Stiwiiad  Durinf  Pragnaacy." 

Jomnmi  of  dm  Amtnrmn  DistMie  AMaoemtioo  63:  164-167.  1973. 
<49)  Slevam,  H.  A.  and  M.  A.  Ohfaoa.  *^wtritiw«  Vahac  of  tbm  Diats  of  Madkalfy  Indifeat  Pngnaat 

WoaMn.-  Jbanwl  of  the  Amariraa  OMMae  AMOciaiiMi  30:  290-296^  1967. 

(50)  Siaglaton.  N.  C  H.  Lawia.  aad  J.  i.  Paikar.  "Tba  Diat  of  Pv^aaat  Tacaafera.**  JtfunuU  of  Home 
EcioaoiiCT6«(4)c  43-43. 1976. 

(51)  Ki^  J.  C  S.  H.  Cohaaour.  D.  H.  Catkmrar^.  aad  H.  N.  Jaoobaoo.  •*A»acaameni  of  NutritKmju. 
Slattw  oTTaeaaga  PtagBaat  Girla.**  Aaiancaa  Joonat  ofChaiemt  Nutridoa  23:  916.  197X 

(52)  Oaoftky.  H.  J..  P.T.  Rnk.  M.  FoK.aad  J.  Moadaaato.  "Niitritiooal  S(ati»  of  Low  lacooie  Pregaaat 
Tiiamn  "  TiiMraaf  trr ■jii  1 1  ifai" tnt  Il#»rfiriai6:  52-36, 197L 

(57)  McOaaity.  W.  J..  H.  M.  Littla.  A.  Fogataaaa.  I-  Jaaaiaga,  E.  Calhown.  aad  E.  B.  LawMm. 
"Pi^paacy  ta  the  Adolsaccnl  I.  Praliaaaafy  Saaimary  of  Haalth  Statua.**  Ajnencaa  Joumai  of 
OtmietnemaadOyoecology  103:  773-78a;.  1969. 

(54)  Whiw.  H.  &  -tfoa  Dcficicacy  m  Yovaag  Woowa.**  Aatoricma  Jomai  of  P>Mic  ffaalcb  60: 639-  665. 
19701. 

(55)  Ban.  A.  E.  aad  R.  E.  B»ilii^»am.  ^laaauaotogk  Beaafitt  aad  Hazards  oT  Milk  ia  Matcraal- 
■>,>.>»^*^i  ^.^-.;^.,>.>Up«  fxi.rw.i  •6S-t71.  1975. 

(5tf )  OoldoHaa.  A.  &  lauauaologic  Aspects  of  Mtaaaa  LactatMO."  Ia  Symposium  oo  Hvanmn  LmetMtioa. 

Lacy  R.  Wateotky.  MLD..  ad.  VS.  P^artuwat  of  Hcaldk.  Edacatiofi.  aad  Welfkre.  Btmau  of 

Coanaai^  Haalth  Satvkasa,  Haahh  Sarvicaa  Adaaiasmtioo.  Pubbc  Heakh  Servioc.  RoclmOe. 

Md..  DHEW  Pablicatioa  Ntnahar  (HSA)  79^107.  1976. 
(57)  HaiabcaattB.  L.  "Propnetaiy  »«ik  Vacaaa  Hotaaa  Breast  MOc  ia  lalkat  Peediiqp  A  Critical 

Appnasl  ftom  the  Natritioaal  Point  of  View."  J^diatnc  CSatcs  oT  North  Amence  24(1):  17»36w 

1977. 

(5»>  FtaawcB.     H.  EMtry  QukTm  Buibngltt:  la  Dtfatm  of  Mothering.  New  Yoct:  Basic  Books.  1977. 

iS9y  IClaas.hCH.aadJ.H.ICcanatMaaeraaf-lnfiMrt  aondtqg.St-LoMis:  Ntoby.  1976. 

(tfO)  KlatH,  M.  H..  N.  Ploab.  aad  &  TimliiVii  "liiiiasn  Matsmal  BAavior  at  Fiivt  Contact  with  Her 

Yoaag.**  A<«H<ncs46:  1S7.  t970L 
(tf/)  rianion,  N.    r*i>thuh>y<  PilBuanoea  buwaaa  Biaast  aad  Bottle  Feeding."  Amfocan  Jotmal  of 

CUmcmlNutrilkmliii  993-1004.  1971. 
(62)  JMIiah.  Ol  Bw  aad  E.  F.  P.  Iiillimi  "Fat  Babias:  Pievaleacc.  Pails  aad  Prevcation.**  Jouramt  of 

Tnpicmir^amuieKMmtEammMnenlmiChadHemlthlU  123-.134. 1975. 
iSS)  Wefl.  B.       Jr.  "lafantae  Obesity  "  PlediMXric  Basics.  I97C 

i64y  TaiCc  L.  &  "Obasi^  ia  Pediatnc  Pfeactioe:  talhatile  Obssi^  -  AMfiaCiic  CSases  of  North  AoMrwa 
24:  KVT-l  IS.  1977. 

(4i5>  TTnhtiii^  J.  aad  J.  Sands.  **Qnaatitaliwe  Orowth  aad  Devdofmeat  of  the  Homaa  Bnua."  Archrvca 

(dtf>  PirWriBig,  y  iw,ttmfumMM  nrf  thg  ni.>UQ|Mg  Brsin."  A^^ricaa  Joummt  ofDiBtmertofCbUdnn 
120:411.  197a 

iSTy  Wimck.  M.  "Xatrilion  aad  Marwe  Cstt  Growth."  Fmdenukm  P>i  ■  rnnrfiqgi  29:  151Q.  197a 

(69)  Wmidt.  M..  P.  Rosso,  aad  J.  Wateilow.  "C^otarGro-wth  of  Ccrebrem,  CerebcBwn  and  Brain  Stem 

_ii  i_jii  :_  riijiiii  -  rijiii"   -^.^.^ 

(4»>  Uoyd^StOL  J.         P.  H.  Wollt  I.  Hvawiiz.  and  H.  iiThesi  liiiiaii   "Stadies  on  lateDectaal 


122 


136 


TV*.^  V-^i.>Mji>  ^tfW&tiMg  M»lMitritia«  m  Infingy  in  Cl^aiie  FlhttMig  Other  fntrstinal  Lerions,** 
Is  Promdwng^  cfihc  9th  Intcmmtionmi  Congress  cTNutnikMK  VoL  2.  pp.  357-374.  Bud:  S.  Kargcr, 

<7II>  Sccm»  M,  SiMDBcr,  O.  'Tarnfjrr  and  F.  MaroOa.  ^**Nutntioa  and  Mental  PerfbnnaDcc.**  SricDce 
173i7W-7t3^1972. 

(7/)  iOebu  P-  SL«  G.  Bl  F>^^>cs,  and  P.  R.  Nader.  **Eflccts  of  Staxvatkm  in  Infancy  (Pyloric  Stenosis)  on 

SubacquentWcaniis^  ii^JbtlitieaJ^  Joumaf  of  .ftxiafricy 87:  8-15, 1975. 
(72)  Rcad»  M.  &  **MaSr;j;ff;Ion,  Hnagcr  and  Behavior.^  Jdamml  oT the  .Amencan  Oictetic  Assod^tkm 

«3c386-39M97u 

Winick^        P.  iZooOb  and  J.  Wateilow.  **Malntttritk>n  and  Eaviromncntal  Fnrirhmcnt  by  Early 

Adopfiow-T Scaieiioe  190r  I173-I175w  1975. 
C^O  Bd»  E.  E.  ^oflow-op  Study  tjT  Physical  Growth  of  Children  Who  Had  Excessive  Weight  Gain  in 

the  Firsr  Six  Months  oT  Life.**  Brrttsli  McdicMlJomajUlz  7<  1970. 
(75)  Cfaanney^       H.  CL  Goodman.  M.  McBride^  B.  Lyon^  and  R.  Prate  "XMdhood  Antecedants  to 

AdttlcObesi^.*N'evr£]«£ra^Jbcima/ 0^34^6^^  6.  1976. 

i76)  Dinev  M.      P-  S.  GaxtMde.  O  J.  CHueck^  L.  Rheines^  G.  Greene,  and  P.  Khomy.  **Where  E>o  the 

Heaviest  Chtldien  Come  From?  A  Piosyective  Study  of  White  Children  froxn  Birth  to  5  Years  of 

At/tr"  lVKfiUncs63r  107.  1979. 
(77)  M<  mwii.  T.  and  J.  O  VniDe.  ^^Physical  Development  at  7  Years  of  Age  in  Relation  to  Velocity  of 

Weight  Gain  in  Infancy  with  gprrtft'  Reference  to  the  Incidence  of  Overwei^it.**  British  JournMl  of 

/Veventrve  anrf  Sodml  Medtcittc 27:  225w  1973. 
iTSy  I^iskitt^  E.  M.  H.  ^^Overfeeding  and  Overweigtit  in  Infancy  and  Their  RHatkm  to  Body  Size  in  Early 

QtBdhood^^  NiUritioa  Mad  MctmbcHm  21C1*  Supplement):  54-55»  1977. 
(79)  Fomocu  SL  J.  **A  Pediatrician  Looks  at  Early  Nutrition."  BaBrtm  of  the  f^cmr  York  j\cMdmy  of 

M^Kficme47: 569^  1971. 

(jSOy  Hahn.  P.  and  O.  Kolkovsky.  UtUizMtion  of  Nutrients  During  Fcmnmtmi  DevdoptXBet^C  New  York: 
Pergamocu  1966. 

ISiy  Reiser.  R.  and  Z.  ^L^r""****  "^Control  of  Serum  Chotestcfx>l  Hemostasts  by  Cbcrfcsterol  in  the  Milk 

of  the  SuckHi^  RaC"  JoaroMl  o/'Numiioo  1(32:  1009,  1972. 
(J2)  SchubfTt^  W.  T^ntfisiM  and         in  Childhood.*'  Amencan  Joumml  of  CrMrdiologySlz  5S1, 

1973- 

<«J)  Fomon.  S>  J.  Infknr  Nato'tioc.  2d  cd.  PhilsdHphis :  W,  B.  Sarmdrrs,  1974. 

(M)  Berensott.  G.  S^  S.  R.  Srinivasan.  R.  R.  Frctichs»  and  L.  S.  Webber.  **Serum  l£gh  Densi^ 
Lipoprotein  and  Its  Relationship  to  Cardiovascular  Disease  Risk  Factor  Variables  in  Children — 
The  Bo^hna  Heart  Stmfy.^  Ijqrids  14(1):  91-98^  1979. 

<45)  Ofeki,  F.  ^The  Nonhemaxologic  Manifestations  of  Iron  Deficiency.**  Amencan  JootomJ  of  IXscmscs 
ofChiSdna  133:  315-322. 1979. 

Cppright.  E.  Ss,.      M.  Fox«  B.  A.  F^eyer.  G.  H.  lamlrin,  V.  M.  Vivian,  and  E.  S.  Fuller.  **Nutrition 

of  Infants  and  Preschool  Children  in  the  North  Central  Region  of  the  U.SA.**  Wdrid  Review  of 

hiutritkm  Mod  Dietetics  14:  269-332^  1972. 
<^  CoweiL  O.  E.  Maslansky.  M.  Gram,  R.  Dash.  S.  Kayman,  and  M.  Archer.  **Survcy  of  Infant 

Feeding  Practices."  American  Joarumi  ofPubtic  HeMltb€3i  138-I4U  1973. 
{gg)  ffinfaman*  d  and  M.  Butler.  **Bieast-Feeding  in  the  United  States.**  Dq>artment  of  Sociology, 

Duke  University.  Durham,  N.O*  1977. 
i89}  Fomott»  S.  J.  •'What  Arc  Infants  Fed  in  the  United  States?^  iVd!Mtncs56:  350-354, 1975, 
(90)  Martinez,  G.  A.  and  J.  P.  NalezienskL  **Thc  Recent  Trend  in  Breast-Feeding.**  PtdiAtrics  64: 

686-692,  1979. 

(9/)  Hendershot,  G.  E.  *nVtends  in  Breast-Feeding.**  Advance  Dsta  of  Nmtiotiml  Center  for  Health 
Statistics  iS9fiz  1-6,  1980L 

(92)  U.S.  Deparment  of  Health,  Education,  and  WeUare.  Health  Services  and  Mental  Health 
Administrmtion.  Ten  State  Nutritioa  Survey;  1968^iC^  Center  for  Disease  Control,  Atlanta. 
DHHW  Publication  Number  (HM^  72-8310  througli  72-8133. 

<9?)  Gam,  S.  M..  N.  J.  Smith,  and  D.  G.  Clark.  **The  Magnitude  and  Implirsfions  of  .^>parent  Race 
Diflferenoes  in  Hemogjobin  Vatoes,**  Autericaa  Journal  ofdinical  T>lutritit)n  28 :  563»  1975. 

(94)  Pipes.  P*  L-  *^When  Should  Semi-Solids  Be  Fed  to  InfantsT*  Journal  of  Nutrition  Education  9:  57. 
1977. 

(95)  Nxsel,  A.  E.  **P>  even  ting  Def&tal  Caries:  The  Wtitritiot&al  Factors.**  Pediatric  Clinics  of  North 
Amcnca24:  141-155, 1977. 

<9Q  Owen,  G.  M.  **A  Study  of  Nutritional  Status  of  Ptescaxx>l  (Children  in  the  United  States,  1968—70.** 
#Unnics53C5Qpplanc3itX  1974. 


7 


123 


(«)  HMAod^lCM^P.  A.Walm¥cm»IUM.Bioi«,^cr«^ 

tllw^  TWw^  jgtMTt  ^mpmnLT  AnericM  Jdamml  <tf<lrn9rmf  I^tMiritkm  29z  73<  1976. 

1?lT^r<^        M.  and  M-  J.  Tigywuid,  ^'Bnun  CalecfaolaBiiBa  and  the  Latnl  Hypothalmic 

Syndrome/*  In.  Htxxtgerz  Bmsic  MccbMnxsms  Mod  CHttwcmI  ImpUemtkms^  pp.  19-32-  D.  Novin,  W. 

Wyrwid^  and  G-  Bcmy«  eda.  Mew  York:  Raver.  Prw.  1976. 
<160)  FkAtt,,     and  R.Ijcib^**Iroo  Deficiency  and  Behavk)r.'*Fe^  1976. 
<fOf)  Ptopidn*  B.       and  M.  Lmi-Ybanez.  •T*4uiritiofi  and  Sdaool  Arfuevement-"  SogmmI  Science  amf 

</a2)  ILe^L^^'^^^!^^^^  B^hMnnorr  ModmPmiOcatsmBedMMtncs  W:  189-202.  1975. 
(JO?)       ^1*,  N.  and  E-  Rioc  -lion  Metalxrfism  and  lion  Deficiency  In  Infancy  and  Childhood,*" 
Ihfimeopmplfted*  no  dase. 

Rnc^CU  L*  NGDer.  A.  Inamdar.  Person,  IC  Scaler,  and  B.  Macklcr,  ••Iron  Deficiency  in  the 
Rnt:  Physiological  and  Biochemical  Soxlies  of  MtsKde  Dyafunctioo.'*  Joumml  4>r  CUniemi 
luwtigmtitm  58:  447^-453.  1976. 

PbOttt^E.,  D.  Gt«cnficldL  and  R,  I.«beL  ••Brfiavioral  Effect*  of  Iron  I>eficiency  among  Pteschocrf 

OULr<niT%  m  fTamhririgeL  Maaa.**  i=bderation  Ptorcrdmm 37:  487«  1978. 
(iCtf)  r^**~***_  R.  and  P.  Mewfoeme.  NutritiotK  Immunity  mnd  infcrtkm.  New  Vork:  Plenum.  1976. 
(I07>  Hari^.  J.  P-  and  O  G.  Matthews.  ^Tlic  Feinsold  Hypothesis:  Current  Studies.*  Joumml  of  the 

MedkaU  Society  oTNewJcTfey  ISz  127-129,  1979- 
</0»)  Ttyphooas,  HL  and  R.  Tritea.  -Food  ADergy  in  Childien  with  Hyperactivi^,  Learning  Disabilities 

and/or  Minimal  Brain  Dysfunction.-  Ansa£»  of  Allei^42:  22-27.  1979. 

Abrams^  B.  F..  S.  Sbultz,  Sw  Margen,  D-  Ogar.  -Perspectives  in  Clinical  Research:  A  Review  of 
Reaearcb  Controversies  Snrrotmding  the  Feingold  Diet.-  Fkzaify  mad  Community  Hemlth  1(4): 
93-113.  1979. 

(110)  Haricy.  J.  F-  C.  G.  Matthews,  and  P.  Ficlmum-  "Synthetic  Food  Colors  and  Hyperactivity  m 

C3ftildren:  A  Double-Bfind  Challense  Experiment.-  Ptodftatiicr62:  975-983,  1978. 
<///)  Cbnncrv  C.  -Food  Additives  and  Hyperkincsis:  A  Controlled  DouUe  Blind  Experimcot.- 

iV«i»lr»58:  154^166. 1976. 
ni2y  Smivasan.  S.,  R-  Freridu  and  G.  Berenaon.  -Serum  lipids  and  Upoproteins  m  Owldren.-  In 

Xrheraacferotrisr  to  As^fiatrac  Aspects,  pp.  85-lia  William  B.  Strong,  cd-  New  York:  Grune  and 

Stranon.  1978. 

(/X3)  Stioi^  W.  B.,  ed.  AtheroscfaitMtfr  Its  PtdiMSiic  j%spects.  New  York:  Crane  and  Stratton.  1975. 
</14>  fXAngeili.  A.  and  H.  SmiriVta^Wri^t.  ^Tlie  Case  for  Primaxy  Prevention  of  Overweight  through 

the  Family.-  Joammi  of  Nutrition  Bdacmticm  10:76—78. 1978. 
il/5>  Brown^  K.  D.  and  A.  J.  Stunkard.  -Behavioral  Treatment  <^  Obesity  in  Children.-  American 

Mmmml  oflXsemaes  ofOiikiren  132:  403-^12.  1978. 
<//45)  r'atr^,  E.*  Z-  Laron.  and  Sw  Raiti.  cds.  GdSdhood  Obesity  Mnd  Hypertension,  New  York: 

Academic Presg,  1978.  ^ 
(rJT)  Abcmham.  S.  axkd  M.  Nordsieck.  -RdaticMBhip  of  Excess  Het^t  in  Onkben  and  Adults.  Aihfic 

iiea/tfrR«7wrf575: 263. 196a  .  . 

<Jltf>  Fixkrr.  D.  E..  W.  P,  Laird.  V,  Fltzgerakl.  S.  Snead.  and  R.  Adams.  -Hypertenskm  Screcmng  m 

Schooisr  Rcsultsof  the  DaDas  Study.-  Fbdia£ric»63:  32r-36. 1979. 
(IIP)  ICiIcoyne.M..ICRiditer.  and  P.  Alsi^ -Adolescent  Hypertension.- CS^^ 

020)  Levine.  R.  S..  CL  H.  Hrrmrkms.  B.  Klein.  P.  Ferrer.  J.  Gourfey.  J.  Casaady.  H.  Gelbaod.  and  M.  J. 
Jeaac.  -A  Ljoi^itndinal  Evaluation  of  Blood  Ptcssure  in  Children.-  Amencan  Joumml  of  Ptibiic 

Henldt  69t  1 175-1 177.  1979. 
(O/)  Berry.  G.  L- -Hypertension  and  Arterial  Dcvdopment:  Long  Term  Consideimiions.-  Bndsh  Heart 

Jbcimal40: 709-717.  1978.  ^ 
(122)  National  Heart,  Lung.  mrA  Blood  Institute  Task  Force  on  Blood  Pressure  Control  m  Children, 
-Recommendations  of  the  Task  Force  on  Blood  Pressure  Control  in  Children.-  Ptdimtrics  59 

(Supplement): 799-820. 1977.  ^^^^  .        ,  ^ 

(«?>  Weidman.  W.  H.  Bk>od  Pressure  (Hypertenwm)  and  the  Sc^Kxal-Age  ChikL    Joumml  of 

School  Hemim49z^l3^K  1979. 
(124)  rfc^^t       Su  -Salt  and  Hypertenrion.-  Amerjcan  Joumml  ofCHnicml  Nutrition  25:  231-244,  1972. 
(I25>  Breslow.  J.  -Pediatric  Aspects  of  Hyperl^>idetnia--  i^odiatrica  62;  510-519. 1978. 
(I2tf)  CasteUi.  W..  J.  Doyle.  T.  Gordon.  O  Hames.  M.  Hjocdand.  S.  Hullesr^  A.  Kag^  and  W.  ZubeL 
-HDL  Cholesterol  and  Other  Lipids  in  Coronazy  Heart  Disease.-  CSrcaimtion  55:  767-772.  1977. 
(/-27>  Wood.P.P..W.HaskelLH.Klein.S-Lcwis.M.P.Stefn.andJ.W.Farqahar.*T^ 

L  Lqwpioceinsin  Mkldle  Aged  Male  Runners.-  MetmboiismTSz  1249-1257^  1976. 


EKLC 


124 

J.  3  3 


{t29y  MomkXK  J.      I.  deOroot,  K-  A.  Kelly;  B.  K.  Edwards*  NL  J*  MoOia.  SL  HDcCt,  P.  Kboury.  juid  O 

J.  Gtoedc  and  Ijow  Oensity  L4>oprocem  Cholesterol  Levels  in  Hypercfaolcstcroleniic  School 

Chadren.**  l^qsids  14(1):  99-104,  1979. 
(i29>  Riflond,  d.M^LT«iiitr,C.Hciss.ICB.  Wallace.  axidH.  A.  Tyro^ 

aadOtSiCk  lipoproCems  m  Selected  LRC  Prcvaleocc  Study  Populations:  A  Brief  Sarve^  --  Lipids  14: 

lQS-112.  1979. 

(/3a>  Gam,  S.  and  O.  C3aric  **NotritkMu  Growth.  £>evelopniettt  and  Maturmtion:  Findings  from  the  Ten 
State  Nutrition  Survey  of  1968-1970-'*  PtidiMines56z  306-319^  1975. 

Nacional  Center  for  Health  Statistics.  PtHiminmry  Findings  at  the  Ftnt  Hcmltb  mnd  l^trtritian 
ExjunmMXioo  Survey;  United  Scales;  1971^72,  Public  Health  Service.  HyattsviUe.  Md^  DHEW 
Pubiicaoon  Number  (HRA)  7^1229. 1975. 
(/a2>  Report  oT  the  Select  Panel  for  die  Ptomocion  of  Child  Health.  Mutntion  Planning.  P.  O.  Box  808a 
Ann  Arbor»  Micii%an. 

i^lSJy  Peck,  £.  and  L  S.  Moore.  'The  Inqaact  of  Propositiott  13  on  Local  Health  Department  Nutrition 
financing  and  Services.*'  R^XMt  to  the  Calxfbmia  Conference  of  Local  Health  D^sartment 
Nutritionists*  1979. 

it34)  General  Aoooontii^  OfGce.  **lnveatocy  of  Federal  Food,  Nutrition  aad  Agriculture 

Prpgrama.**         General  Accounting  Office.  Washington*  D.CL,  U.Sw  GAO  CED-79-125,  1979. 
iJ3Sy  Brewster^  L.  and  M.  F.  Jacobson.  Thtc  ChMjig^  .^mmcma  LHcL  Center  for  Science  in  the  Public 

Interest.  Washii^itCMU  D.C^  197S. 
(/35)  WmHir.  O      S.      ZtfiTcrblatt,  and  M.  210erbUtt.  ^Healthy  Vending:  A  Cooperative  Pilot  Program 

to  Stimulate  Good  Healdi  in  the  Markeq>lace.**  National  Heart,  Lun^  and  Blood  Institute. 

Brthcsda.  Md^  1979. 

OSTy  Tbamer^  CL  P.  and  M*  CL  Nesheim.  ""Nutrition  Product  Quality  aiKl  Safety.**  SciiotA  of  PuUsc 

Health,  Harvard  University.  Boston*  1978. 
</J»)  U.S.  Federal  Trade  Coounission.  Televmoa  AdmtMCDSg  to  CbOdrcit,  Federal  Trade  Commission, 

Washii^^tott.  O.C  1978. 

(759)  XJS-  Department  of  Health,  Education,  and  Welfare,  Food  and  I>rug  AdministratiMi.  Food 

Labeltstg  Hearings  August  1978.  Docket  No.  78N-0158,  1978. 

OCBoe  of  Technology  Assessment,  ffayectives  on  Federal  RetMil  Chmding.  OTAF-47.  Office 

of  Technology  Assessment,        Confess,  Washiiigtcm,  D.O,  1977. 
(M/)  Timmer  C.  P.  and  P.  Rankin.  "^Problems  in  Defining  a  U-S-  Nutrition  Pcrficy.**  School  of  PuWc 

Health,  Harvard  University.  Boston,  1978. 
</42)  Popkin.  B.  M.,  M.  Kaufman,  and  L  A.  Hallahan.  ^Thc  Benefits  and  Costs  of  Ambulatory 

Nutritional  Care.**  In  Oasts  and  Benefits  of  Natritioaml  Care  PbMse  /.  The  American  Dietetic 

Association.  Chicago.  1979. 

Jensen.  P.  E.,  M.  Kaufman,  M.  Conins,  and  N.  CarroL  "^Current  Status  of  Third  Party 
Rezmbnrsement  for  Ambulatory  Nutrition  Care  in  the  U-S.  in  1979.**  American  Dietary  Association 
Advisory  Committee  on  Legislation  and  Public  Pcriicy.  Chicago.  1979. 


130 


125 


BEHAVIORAL  ASPECTS  OF 

MATERNAL 
AND  CfflLD  HEALTH: 
NATURAL  INFLUENCES  AND 
EDUCATIONAL  INTERVENTION 

by 

PATRiaA  DoLAiM  Mullen,  D.P^H,* 


PREFACE 

Growing  emphasis  on  the  layperson^s  role  in  protecting  and  improving 
his  or  her  own  health  is  slowly  reshaping  the  health  sciences  and 
Oovemment  priorities  and  programs  directed  at  health.  The  formation  of 
a  President's  Committee  on  Health  Education,  establishment  of  the 
Bureau  of  Health  Education  within  the  Center  for  Disease  Control  of  the 
Department  of  Health  and  Human  Services  (DHHS)  (formerly  the 
Department  of  Healthy  Education^  and  Welfare),  congressional  hearings, 
passage  of  l^islation  to  form  an  Office  of  Health  Information  and  Health 
Promotion^  and  the  commissioning  of  poli^  papers  on  adult  health 
behavior^  and  specifically  troubling  aspects  of  adolescent  health,^  all  attest 
to  changing  perspectives  in  the  approach  to  health.^  Although  neither  the 
nature  of  the  conunitment  nor  die  new  course  is  as  yet  well  defined  or 
funded  at  a  significant  leveU  health  programs  promise  to  be  different  from 
those  of  previous  decades. 


DNXRODUCnON 

It  is  becoming  increasingly  recognized  that  behavior  contributes 
significantly  to  health  and  illness.  For  example,  pregnancy  outcome  is  to  a 


'office  of  HcaiMi  Infbrmatkm  and  Health  Promotk>n«  Depaitmexit  of  Health  and  Human  Services. 
^ReocDt  Fedeial  GovennnenC  cooocm  and  activities  are  reilected  in  the  r^ort  of  the  DHEW 
Frcw^mioo  Instzative  (/);  the  Surgeon  GenefaTs  r^ort  (Z^>:  and  the  national  prevention  obfectivcj;  «>. 
%ee  A.     McA&ster<5>;  R.  I.  Evans etaL  (6>;  and  D.  E.  Green  <7)l 

"^Scc  L.  W.  Green  (S)z  Fogarty  International  Center  for  Advanced  Study  in  the  Health  Sciences  i9)z 
Departmental  Task  Force  on  Prevention  </p  iOyi  and  P.  I^rfiman  (/  /). 
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laree  extent  determined  by  the  behavior  of  the  mother,  and  the  health 
status  of  her  infant  will  be  influenced  by  whether  and  to  what  degree  she 
uses  tobacco,  alcohol,  other  drugs,  and  prenatal  services,  and  by  the 
quaUty  of  her  diet.  AU  of  these  factors  are  in  part  dependent  on  individxial 
behavior.  In  addition,  the  health  status  of  her  infant  will  depend  on  the 
behavior  of  health  care  providers  that  include  prepregnancy  iinmuniza- 
tions  against  such  conditions  as  rubella,  dietary  advice  and  prescription  of 
dietary  supplements,  and  counseling  in  preparation  for  birth.  At  still 
higher  levels,  the  "behavior"  of  society  at  large  and  social  institutions  wiU 
also  affect  the  outcome  of  pregnancry,  which  depends  on  the  presence  or 
absence  of  quality  prenatal  care  and  delivery  facilities  and  availabdity  of 
nutritious  food  and  environmental  pollutants. 

The  same  model  can  be  extrapolated  for  infants,  chUdren,  and 
adol  escents  (see  table  1).  Thus,  the  role  of  behavior  in  relation  to  health  is 
miiltitiered  and  interwoven  and  ranges  from  the  individual  to  health  care 
and  other  service  professionals  to  large  private  and  pubUc  institutional 
systems  including  those  that  provide  health  care.  Throughout  all  these 
levels  of  organization,  health  status  will  be  determined  by  attitudes, 
knowledge,  practice,  and  poUcy— all  of  which  have  significant  behavioral 


dimensions.  i  ♦ 

The  lexicon  of  behavioral  risk  reduction  contains  a  host  of  overlapping 
terms  that  sound  alike,  but  that  in  reaUty  reflect  widely  differing  goals 
including  "health  promotion,"  "health  education,"  "lifestyle  change,"  and 
"patient  counseling."  Goals  and  outcomes  of  risk  reduction  and  education 

programs  include  ^  . 

^  Cost  containment  through  a  shift  away  from  expensive  tertiary 
care  and  through  more  "appropriate"  utilization  of  services  by 

patients  „ 

•  Improved  health  status,  including  reduction  of  at  nsk  status 
through  cessation  of  hazardous  habits  and  behaviors 

•  Promotion  of  patient  rights  through  increased  patient  understand- 
ing  and   through  protective   mechanisms   such   as  "informed 

consent"  forms  j  . 

•  Humanization  of  health  care  including  more  personalized  and 
respectful  treatment  by  health  care  providers  and  the  encourage- 
ment of  a  patient-physician  partnership 

•  Increased  participation  in  health  affairs  by  consumers  through 
their  inclusion  as  members  of  health  planning  bodies,  on  boards  of 
health  care  institutions,  and  as  neighborhood  residents  and 
workers  with  a  stake  in  protecting  their  own  and  others'  health 

•  Lessened  emphasis  on  environmental  and  other  protective  actions 
that  interfere  with  private  enterprise  and  a  shift  of  focus  to  the 
individual  consumer 

These  goals  are  not  necessarily  incompatible,  nor  are  they  the  sole 
domain  of  a  single  interest  group.  They  do,  however,  tend  to  <lif^^»n 
emphasis  vis-a-vis  individual  freedom  as  against  the  social  good-  They 
place  differing  amounts  of  responsibility  on  individuals  and  "systems, 
depending  on  the  causal  model  used,  and  they  cast  public  and  private 
sectors  and  local  and  centralized  governments  in  very  different  roles. 
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The  broad  term  bcsdtb  promotion  refers  to  a  range  of  approaches  to 
improve  or  protect  health  including  the  reduction  of  cnvironmcn taJ  and 
bchainoral  risks.  More  than  one  set  of  strategies  is  commonly  employed 
for  the  reduction  of  behavioral  risk,  including^ 

e  A^utOMiiatic/protccdvc  strategies.  Among  these  are  the  highly 
effective  public  health  measures  tnduding  pasteurization^  fluori- 
dation^ and  childproof  containers  for  toxic  fn^oducts.  It  is  not 
always  possible  to  elicit  support  for  measures  known  to  be 
effective  protection  against  risks  to  health  especially  when 
powerful  lobbies  oppose  less  well-organized  and  less  well-funded 
public  interest  efforts, 
m  Coerdvc  strstt^ies.  Strategies  that  employ  legal  and  other  formal 
sanctions  to  control  individual  behavior  include  mandatory  up-to- 
date  immunizations  for  schoc^  entry  and  prohibiting  the  sale  of 
cigarettes  to  persons  under  a  certain  age.  Public  support  and 
understanding  that  counterbalance  resistance  to  restrictions  of 
individual  freedom  arc  important  to  the  success  of  such  strat^pics. 
•  Educational  strategics.  Such  strategics  arc  designed  to  encourage 
voluntary  decisions  conducive  to  health.  They  may  be  i^fm^ 
primarily  at  individual  behavior  change  C^g-,  outreach  to  increase 
utilization  of  health  care  services  and  prenatal  education  and 
support  groups)  or  they  may  be  directed  toward  changes  in 
institutions  to  promote,  enable^  or  reinforce  change  in  individuals 
(such  as  changing  the  af^xnntment  system  in  an  outpatient  clinic 
to  better  meet  consumer  needs)  or  to  set  into  motion  protective  or 
coercive  strategies  (such  as  the  organization  of  affected  tenants 
and  health  interest  groups  to  enforce  existing  ordinances  forbid- 
ding the  use  of  lead-based  paint  in  rental  buildings).  The  primary 
misuse  of  these  strategies  is  their  substitution  for  needed  protec- 
tive measures^  as  with  overreliance  on  the  principle  of  caveat 
emptor. 

One  major  difTerence  between  education  and  automatic/protective  and 
coercive  strategies  lies  in  the  principle  of  voluntarism.  That  is,  ^equipping 
the  learner  to  take  informed  and  considered  action  for  him  or  herself^ 
(/3)*  Consideration  of  these  alternatives  must  include  recognition  that 
people  will  not  always  choose  the  *^healthiest^  cotuse  of  action.  As 
suggested  above,  communis  education  can  complement  or  bring  about 
the  adoption  of  the  other  classes  of  health  promotion  strategies.  For 
msfancr>  the  recent  flurry  of  legislative,  r^^latoiy,  and  institutional 
actions  to  restrict  smoking  in  public  places  in  the  United  States  would 
have  been  inconceivable  just  5  years  earlier.  It  was  not  imtil  there  was 
sufficient  public  awareness  of  the  effects  of  smoking  on  smokers  and 
nonsmokers  alike  that  actions  were  taken  that  were  previously  viewed  as 
unacceptable  infringements  on  individual  liberty.  Since  the  trend  devel- 
oped in  pjart  because  of  community  and  school  health  education  efforts 
aimed  at  the  individtial  it  appears  that  these  efforts  also  contributed  to  the 
climate  in  which  a  new  kind  of  community  action  be^me  acceptable* 


^Tbese  categories  are  adapted  from  Robertson  (/J  ^ 
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^Health  educaticm,^  therefore;  enters  into  the  health  equation  in 
rdation  to  the  environment^  behavior^  and  medical  care*  It  can  be  directed 
toward 

^  Individuals  and  health-related  habits  over  which  they  theoretically 
have  control 

•  Individuals  as  citizens  with  a  stake  in  the  activities  and  policies  of 
private  and  public  organizations  that  influence  the  physical^ 
social,  and  economic  environment 

«  Medical  care  institutions  so  as  to  relate  consumers  more  effective- 
ly to  the  system  for  early  and  preventive  care^  for  illness  care,  and 
for  governance 

•  LocaU  State,  and  Federal  decisionmakers  who  can  alter  environ- 
mental risks  and  design  and  institute  other  protective  measures 

Adding  to  the  confusion  over  the  definition  and  scope  of  health 
education  is  the  discrepancy  between  the  views  of  health  educators  and 
those  outside  the  profession  who  often  think  of  it  as  information-giving 
and  pedantic  Information  is  but  one  component  of  education,  but  by 
itself  nrcfy  completes  an  educational  process.  From  within  the  discipline, 
health  education  is  an  interactive  process  with  affective,  social,  cognitive, 
and  situational  dimensions. 

Health  education  has  long  employed  a  wide  variety  of  methods — 
primarily  community  organization,  group  processes,  and  mass  conununi- 
cations.  More  recendy  certain  behavior  modification  techniques  (such  as 
those  used  for  changing  food  habits  and  in  smoking  cessation  programs) 
and  organizational  change  strategies  are  widely  used  (such  as  those  aimed 
at  improving  teamwork  among  health  professionals  and  redesigning  clinic 
procedures  so  as  to  better  meet  client  needs), 

SOCIETAL  VALUES 

In  the  formulation  of  policies  and  programs  directed  at  educational  or 
other  interventions  in  personal  or  social  behavior  the  ethical  questions 
include^ 

m  To  what  extent  is  health-related  behavior  voluntary  and,  there- 
fore, the  responsibility  of  the  individual? 

m  To  what  extent  is  societal  intervention  in  an  individual's  behavior 
justified? 

m  To  what  extent  are  coercive  interventions  justified? 
With  an  emerging  interest  in  behavior  as  a  causal  factor  in  determining 
health  status  has  come  a  tendency  to  focus  on  personal  lifestyle  and 
personal  responsibility.  At  the  extreme  is  the  position  that 

The  next  major  advances  in  the  health  of  the  American  people  will 
result  from  the  assumption  of  individual  responsibility  for  one's  own 

healOi  The  cost  of  sloth,  gluttony,  alcoholic  overuse,  reckless 

driving,  sexual  inten^>erance,  and  smoking  is  not  a  national,  but  an 
individual  responsibility  (16). 

^or  MCKccnciito>¥croew  of  ethical  i»uc»  in 
Futett  C      and  Simonds  <  75% 
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With  Ac  exception  of  the  poor  and  the  oppressed,  whose  problems  are 
acknowledged  to  result  from  fundamental  social  structure,  Knowlcs  and 
others  have  legarded  individual  behavior  as  completely  voluntary. 

At  the  other  extreme  are  those  who  take  the  position  that  health-related 
bdiavior  is  a  response  to  the  larger  politicals-economic  structures  and 
poficies»  intruding  racism  and  a  market  ethic  (77- /P). 

Insistence  that  individuals  are  "req^nstble-  for  their  own  health  may 
stem  from  confusion  of  two  different  phenomena — the  relationship  of  an 
individuars  health  to  his  lifestyle  and  his  being  accountable  for  his 
lifestyle,  which  logjically,  therefore,  would  make  him  responsible  for  his 
health  status.  While  the  former  may  be  undeniable,  the  latter  is  much 
num  problematic.  Wiklcr  (20)  noted  that  this  could  result  "in  a  lessening 
of  willingness  to  aid  the  person  whose  own  behavior  has  resulted  m 
iUness."  The  victim-blanoung  fallacy  in  health  policy^  is  evidenced  when 
there  is  underemphasis  of  community  organization,  organization  develop- 
ment, and  education  of  policymakers  and  exclusive  concentration  on 
education  of  private  individuals.  In  addition,  recent  health  education 
studies  have  tended  to  emphasize  individual  behavior  change  because  it  is 
more  susceptible  to  controUed  evaluation  than  community  organization 
efforts.  Thus,  significant  issues  for  health  education  are  related  to  who 
should  be  educated  and  for  what  ends.  How  much  emphasis  should  be 
placed  on  individual  education  qua  individuals  and  how  much  on 
bringing  about  structural  change?  -    ^    ,  ^  ^    .  ^ 

When  is  it  ethically  justified  to  intervene  in  individual  behavior,  and  l>y 
what  means?  TraditionaDy,  a  major  justification  is  the  reduction  or 
prevention  of  harm  to  others  or  of  harm  to  the  individual  himself  (25). 
The  '•harm-to-others"  principle  is  the  justification  when  commumty 
or^nizing  leads  to  the  use  of  coercive  methods  to  change  institutions  (eg., 
a  hostMtaTs  admission  policies  related  to  its  Hall-Burton  obligation  to 
make  available  a  certain  amount  of  free  care)  or  structural  relations  (e.g^  a 
State's  policies  with  regard  to  appointments  to  the  State  health  planmng 
commission).  The  target  institutions  and  poUcies  arc  presumed  haxmfuL 
The  harm-to-others  principle  has  been  invoked  recently  with  respect  to 
behaviors  previously  thought  to  be  purely  self-harming  because  the 
soaring  cost  of  illness  is  increasingly  borne  by  society  (25-27).  As  Pollard 

and  Brennan  put  it: 

As  awareness  increases  that  individual  A's  lung  cancer  directly 
affects  individual  B's  health  insurance  or  tax  burden,  tolerance  for 
the  free  exercise  of  hcalth-<ompromising  behavior,  such  as  smoking, 
is  likely  to  dccHne  (2«).  j,  - 

The  iiarm-to-others  principle  is  also  being  applied  more  broadly  in  tne 
courts  and  among  patient  advocates  and  is  encroaching  upon  the  tradition 
of  paternalism  in  the  doctor-^tient  relationship.  At  issue  is  the 
withholding  by  doctors  of  relevant  information,  which  affects  the  patient's 
abitity  to  make  informed  decisions  about  treatments  and  other  procedures 
and  about  preventive  actions. 

"'see  Ryan72i>  for  «  discussion  of  the  concept  of  victun  bUmtng  mnO.  Galanter  (22)  <m  lead  pmint 
poiwnio^  Bmrry  <23)  on  injury,  and  Hertz  and  Stamps  on  health  «r«oe»  utilizatioo 
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Paternalism  or  prevention  of  harm-to-self  has  been  the  subject  of  much 
greater  dilute  even  when  self-destruction  is  the  ultimate  goal  such  as  in 
suicide  cases.  One  major  justification  for  intervening  hinges  on  the  degree 
to  which  a  person  is  seen  as  being  capable  of  making  such  choices  on  a 
rational  basts.  Interventions  on  behalf  of  children  are  often  justified  on  the 
basis  that  children  are  considered  to  be  incapable  of  making  rational 
decisions  and  in  some  instances  this  includes  older  children.  If,  for 
example,  a  teenager  is  subjected  to  intense  peer  and  media  pressure  to 
smoke  and  has  in  addition  the  model  of  parents  who  smoke,  then  it  could 
be  argued  that  the  behavior  is  substantially  nonvoluntary  i2S),  Even  in  the 
case  of  very  young  children  the  i>atemalism  of  the  State  has  been  limited 
by  the  right  of  the  parents  to  determine  what  is  best  for  their  children. 
Thus,  only  one  State  has  so  far  enacted  a  law  requiring  child  restraints  for 
child  passengers  in  automobiles. 

One  of  the  f.<itfalls  of  paternalism  is  exemplified  by  the  case  of 
physicians  who  create  excess  dependency,  robbing  patients  of  ability  to 
protect  themselves.  Educational  approaches  alone  may  not  be  considered 
strong  enough  action  when  the  harm  is  likely  to  be  great.  However, 
paternalism  without  education  does  not  reinforce  self-determination  and 
may  lead  to  rebellion  and  resistance. 


SOURCES  OF  INFLUENCE  ON  HEAL7^^-RELATED 

BEHAVIOR 

Natural  Influences 

The  behavior  that  affects  the  health  of  an  individual  is  not  performed 
principally  because  of  the  individual's  concern  for  health  (29).  Thus,  there 
is  evidence  that  influences  on  a  child's  behavior,  which  in  turn  influence 
health,  extend  well  beyond  those  relating  specifically  to  health  (JO). 
Exactly  how  this  process  unfolds  is  not  well  imderstood.  What  is  known 
comes  primarily  from  studies  of  children's  attimdes,  beliefs,  and  behavior 
at  single  points  in  time  (31—36)  and  not  from  longitudinal  studies  over 
developmental  sequences.  Research  on  preventive  health  behavior  in 
children  and  adolescents  is  richest  for  substance  abuse  (37)  and  sexual 
behavior  (38).  These  works,  however,  do  not  provide  a  complete 
developmental  perspective. 

Mattuation  and  learning  dtuing  growth  take  place  in  a  system  of  social 
relationships.  This  social  environment  includes  the  intimate  environment, 
family  and  friends,  the  intermediate  environment,  neighborhood  and 
school,  and  the  extended  environment  including  the  massive  economic, 
social,  and  political  structures.  The  social  environment  is  pervaded  with 
meanings  and  values,  and  children  learn  to  respond  to  their  environment 
selectively  and  in  patterns  intimately  associated  with  their  social  group- 
ings. These  patterns  have  considerable  influence  on  adaptation,  on  health, 
and  even  on  how  health  is  defined. 

Imitative  or  modeling  processes  are  the  prime  vehicle  for  social 
learning,  particularly  for  very  young  children  (39).  The  individual  is  also 
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an  active  and  influential  participant  in  the  socialization  process.  With 
increasing  age  children  are  better  able  to  assimilate  and  use  information 
and  to  fit  their  behavior  to  their  own  progressively  refined  and  internal- 
ized conceptions  of  what  is  appropriate  (40y. 

Chronological  age  is  an  indication  of  developmental  susceptibility  to 
different  sources  of  influence  (such  as  that  of  peers  over  parents), 
readiness  for  various  kinds  of  learning,  ability  to  distinguish  between 
external  reality  and  thought  processes  or  others'  descriptions  of  reality, 
and  ability  to  make  increasingly  complex  judgments  and  responsible 
decisions  {41,  42y 

Family 

The  primary  health  role  of  the  parent  is,  of  course,  that  of  nourishing 
and  protecting  the  infant  from  hazards  and  nurturing  him  or  her  in  ways 
that  wiD  contribute  to  a  concept  of  self  and  trust  in  the  world.  A  little  later 
certain  health-related  values,  health  orientations,  and  habits  will  begin  to 
be  established  including  hygienic  practices,  the  taking  of  medicine  and 
other  treatments,  tastes,  and  associations  related  to  food,  when  to  perceive 
of  oneself  as  "sick"  or  "well**  i30,  34^  43%  concepts  of  cleanhness  and 
safety,  and  concepts  of  what  constitutes  healthful  Uving.  Some  important 
beliefs  about  vulnerability  to  health  problems  are  set  early  and  are 
relatively  stable  after  the  age  of  13  or  14  (44).  A  study  of  child-initiated 
visits  to  the  school  nurse  found  that  patterns  of  seeking  medical  care  were 
based  on  those  of  the  child's  parents  and  were  quite  stable  by  age  12,  and 
that  the  beliefs  and  behaviors  utually  did  not  vary  regardless  of  the 
specific  complaint  (-43). 

Although  the  mechanisms  are  no*  clear,  parental  health  habits  are 
associated  with  later  adolescent  and  adult  behavior.  For  exaisqTie,  based 
on  studies  of  the  influence  of  adult  modeling  of  aggressive  behavior, 
Stokols  (45.  p.  37)  concluded  that  parents  who  behave  in  a  consistently 
competitive  and  aggressive  manner  may  contribute  significantly  to  the 
development  of  coronary-prone  behavior  in  their  children.  Parental 
smoking  patterns  predict  to  some  extent  their  children's  smoking  behavior 
in  high  school  and  junior  high  school  (46,  47). 

The  predisposition  to  the  use  of  marihuana  among  young  people  whose 
parents  use  alcohol  excessively  suggests  a  relationship  between  genera- 
tional norms  even  though  there  is  a  variation  in  the  mood-altering 
substances  used.  Another  practical  consequence  of  parental  use  of 
tobacco  and  alcohol  is  the  greater  accessibiUty  of  such  materials  for  use  by 
children. 

Family  characteristics  such  as  the  degree  of  parental  warmth,  control, 
and  emotional  attachment  may  affect  the  extent  to  which  adolescents 
rebel  and  adopt  anti-authority  behaviors  such  as  substance  abuse,  reckless 
driving,  unprotected  intercourse,  and  nonadherence  to  therapeutic  regi- 
mens. Other  research  has  shown  that  adolescents  with  strong  family  ties 
are  protected  against  early  pregnancy  and  that  parent-child  cornmunica- 
tion  about  sex  was  strongly  associated  with  postponing  sexual  activity  and 
with  more  effective  contraceptive  use  (48).  The  proportion  of  regular 
smokers  among  teenagers  is  higher  among  those  whose  parents  are  not 
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preaeut  m  the  home  than  among  those  with  both  paxents  who  smoke. 
Televisk»  is  most  infhiential  when  alternative  sources  of  influence  such  as 
parents  arc  weak  or  absent  (49). 

Each  family  or  cliiki>Teartng  group  will  have  certain  unique  characteris- 
tics bot^  in  large  part»  they  relElect  the  culture  and  subgroup  to  which  they 
beloo^  The  parents'  own  childhood  eaqperience  and  current  living 
conditions;  certain  of  their  peers,  **experts'*  such  as  health  professionals, 
indigenous  practitioners^  and  •Veteran"  parents  such  as  grandmothers, 
and  the  media  are  among  the  influences  on  the  content  and  style  of  their 
parenting.  Increasingly,  however,  the  traditional  socializing  and  support 
institutions  and  interpersonal  networks  arc  absent,  and  few  substitutes 
exist  (30). 

Other  Socializing  Agents 

The  School 

Outside  the  home  the  school  environment  probably  influences  children 
more  than  any  other  organized  institution.  For  the  first  time  the  child  is 
specifically  evaluated  and  appraised  in  terms  of  intelligence  and  academic 
perfofinancc  and  also  in  terms  of  personal  qualities,  habits,  and  behaviors 
learned  at  home.  £?q>licit  health  and  safety  knowledge  are  usually  also 
imparted  in  school.  The  child  may  have  his  first  contact  with  a  health 
professional  without  his  parents.  Because  school  attendance  and  school 
work  become  a  child's  major  responsibility  and  because  iTlngMcg  r^n  serve 
as  an  excuse  for  avoidir^  both,  how  parents  and  school  staff  respond  to  a 
child*s  r^>orted  illness  and  the  need  for  care  contributes  to  the  formation 
of  illness  behavior.  After  about  the  sixth  grade  the  influence  of  teadbers 
and  other  adults  in  the  schools  gives  way  to  the  influence  of  peers. 

In  addition,  schools  have  very  different  "cultures"  (5/-5J),  and  this 
influences  general  academic  and  social  orientation,  discipline,  and  the 
devdk>fnnent  of  social  groups,  all  of  which  have  a  bear^.*^  on  health- 
related  behaviors.  Scho<^  often  bring  children  frcnn  different  back- 
grounds and  age  groups  together  who  present  exan:q>les  of  alternative 
behavior.  In  some  secondary  schools  crime  and  disruptions  and  access  to 
beer,  wine,  and  marihuana  are  common  (54). 

Te/evzsxon 

Today's  child  watches  much  more  television  than  the  child  of  1960  or 
I970.  llie  average  American  child  between  the  ages  of  6  and  1 1  years 
views  about  27  hours  of  television  a  week.  For  those  between  the  ages  of  2 
and  5,  the  fxgiure  is  33  V2  hours  (55).  Television  consumes  more  time  of 
American  children  than  the  classroom  (55,  57).  About  one-fifth  of 
children's  tdevision  is  advertising,  and  in  a  smgle  year  the  avera^  child 
sees  about  20,000  commercials  (5$).  In  addition,  program  content  is 
controlled  by  interests  that  are  sometimes  at  significant  variance  from 
those  of  the  child  and  his  or  her  well-being.  Content  is  determined  in 
priadplc  by  public  demand  as  interpreted  by  the  television  industry. 
According  to  a  recent  Federal  Communications  Commission  (FCC)  Task 
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Focce  Report  iS9)  bioadcastecs  tend  not  to  air  educational  or  age-specafic 
prooams  <fix«cted  toward  children.  In  fact,  of  the  stations  in  the  52 
Saritets  examined  by  the  FCC  (1977-78)  an  average  <^  2.6  houre  per 

was  devoted  to  such  programing.  In  the  case  of  the  child  audience,  their 
less  wdl-dfeveloped  sense  of  taste  makes  them  particularly  vulnerable  to 
ixnbalanced  programing  fare  that  is  mostly  desserts.  In  raising  concOTis 
about  the  n^ative  influences  of  television  it  must  also  be  kept  in  mind 
that  some  tdevision  programs  (eg.,  "'Sesame  StrcefO  can  have  a 
demonstrably  positive  impact  <6iC%,  45/). 

There  is  convincing  evidence  from  a  series  of  investigations  that  media 
.»Mt4f.afii«ip  and  advertising  can  have  a  significant  impact  on  child 
MuLvior  (4S,  6Zy.  Researchers  have  found  that  children  may  imitote  or 
pattern  their  behavior  according  to  television  character  "models"  even 
^i^kcn  they  are  not  reinforced  by  family  or  friends  (6J).  And  if  one 
Tidlows  the  money,"  the  hundreds  of  millions  of  dollars— 600  miUion  m 

1^8  spent  on  commercial  television  advertising  directed  to  children 

shows  a  d^ree  of  confidence  that  at  least  some  behaviors  can  be 
influenced  by  this  medium. 

Older  children  are  more  resistant  to  the  influence  of  the  media  because 
their  developmental  process  and  experience  increase  their  ability  to  be 
discriminating  (64),  but  young  chfldren  brfow  the  age  of  8  or  9  are  by  thcu- 

psych<dogical  jnakeup  especially  vulnerable  to  certain  tdevision  advertis- 
^g  techniques.  According  to  the  Research  Director  of  the  Chfldren's 

Television  Workshop:  ,      ^  -     „        ,        -  i  ^ 

By  virtue  of  their  lack  of  perceptual  and  intellectual,  social  and 
emotional  maturity  (young  childrenl ...  are  also  innocent  as  to  the 
guiles  of  others,  and  therein  eaaly  gidlible. . . .  They  are  rendered  still 
more  gullible  by  their  frequent  failure  to  distingiiish  fantasy  from 
reality. . . .  lEJxaggerated  claims  and  distortions  as  to  the  quahties  of 
products  are  taken  as  the  truth.  Their  highly  limited  ability  to  project 
themselves  p^chologically  into  the  perspective  of  others,  andtheir 
limited  experience  at  bartering,  make  them  innocent  of  the  need  to 
discount  a  seller's  claims  (64).  ^    ,  ..^     ,    ^  ^ 

Of  particular  concern  for  health  is  the  impact  of  children  s  food 
advertising  where  die  bulk  of  the  money  is  spent.  Young  children  are  oft«i 
successfully  influenced  to  pressure  their  parents  for  weU-advertised  brands 
(64)  Such  pressure  apparently  does  lead  to  the  buying  of  such  products, 
and  parents  who  successfufly  resist  such  pressure  are  sensitive  to  the  stram 
telev^n  advertising  adds  to  their  relationships  with  their  children  even 
though  it  may  be  mild  and  short  lived  (64).  -    ,  . 

oSer  concerns  regarding  the  influence  of  television  on  childrer.  mclude 
over-the-counter  <irug  use  (65),  aggressive  behavior  i66,  67),  and  smok  5. 
Aggressive  behavior  has  been  linked  conclusively  to  television  (45,  6c  .t 
h^been  suggested  that  attention  should  be  turned  not  only  to  violent 
behavior  but  also  to  aggressive  responses  and  consequences  for  socially 
acceptable  but  coronary-prone  behavior  (45). 

In  addition  to  the  influences  of  television  messages  on  children,  the 
actual  time  spent  watching  television  limits  possible  other  uses  of  time. 
Sleeping  (62),  exercising,  spending  time  with  family  members,  domg 
sch<K>l  work,  reading,  working  puzzles,  and  expenencmg  real  relation- 
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^tq>s»  incfaidfng  soHtode,  are  anx>ng  the  opportunity  costs  of  excessive 
television  viewing*  While  it  can  be  argued  that  some  television  enriches  the 
hves  of  children^  the  negative  impact  appears  to  be  significant  and 
deserving  of  furdier  documentation.^ 


American  children  are  spending  increasing  amounts  of  time  solely  in 
the  company  of  their  age-mates.  Studies  have  shown  that  at  every  age  and 
grade  levd,  children  today  show  a  greater  dependency  on  their  peers  than 
they  did  a  decade  ago  and  that  there  had  been  a  steady  decline  in 
paxent-^dnld  interaction  over  the  preceding  three  decades  (50). 

In  adolescence^  peer  influence  grows  in  importance  (69-77).  There  is 
evidence  that  in  adc^escent  peer  groups  the  habits  of  the  dominant 
members  may  be  rapidly  and  almost  unconsciously  adopted  (37). 
Concurrent  with  the  growth  of  peer  infli^nce  is  a  shift  in  fniorities  or 
motives.  Whereas  health  is  a  stronger  motive  than  appearance  among 
younger  children  (8— lO  years  okiX  among  older  children  appearance  is 
more  important  than  health  (44^  p.  43),  and  health-compromising  behavior 
and  risk  taking  occur  in  combination  with  other  characteristics  of  normal 
development  (72). 

One  ^udy  of  junior  high  school  students  found  the  prevailing  peer 
mod^  to  be  the  sixi^  most  important  variable  contributing  to  the  onset  of 
smoking  in  this  ag^  groi^  and  parental  influence  the  second  most 
important  (47).  Students  cite  *^<xmf<XTmty^  as  their  main  reason  for 
starting  to  smoke  (7),  and  the  strongest  influence  seems  to  come  from 
^best  friends**  rather  than  from  group  pressure  (6).  Social  groupings  tend 
to  be  fairly  distinct  and  often  are  divergent  in  behavior  patterns  (5,  52).  In 
the  case  of  alcohol  and  dn^  abuse 

[HJeavy  use  of  these  and  other  substances  tends  to  be  concentrated 

among  those  least  engaged  in  adult-sanctioned  activities  [I)t  is 

also  related  to  the  way  in  which  deviance  can  create  an  alternative 
culture  in  which  excessive  drug  use  becomes  a  way  of  eliciting 
esteem  from  peers  just  as  sports  or  academic  achievement  provide 
social  rewards  for  individuals  capable  of  excelling  in  those  pursuits 


Two  issues  deserving  of  more  attention  are  (1)  the  role  of  peers  in 
mainTainrng  or  encouraging  healthy  behavior  and  (2)  the  role  of  other 
relationships  and  commitments  and  self-esteem  and  assertiveness  in 
counterbalancing  peer  influence*  For  examine,  it  has  been  found  that 
susceptibility  to  peer  group  influence  is  greater  among  children  from 
homes  in  which  one  or  both  parents  are  frequently  absent  (50). 

SocxBl^tructUTBl  /ki/7uezices 

Socioeconomic  status  and  the  spectrum  of  political—economic  organiza- 
tions all  play  a  role  in  child  and  adolescent  behavior.  Each  social  and 

^gifm^rf^  ^Kr^  ^;#0^^f  ^Ww^  Immi^  Mrf  aAar^rirwi  IgMrfa^  A»<f  gMgrApl*;^  wiygriM 

we  tclCTiikm  «ad  bow  tht»  afiects  tclevisaoo*s  mflaaioc  on  children  are  jtat  begin  wing  tmdcr  the 
■pnnacirrtiip  of  die  Divaiop  c€Edxmtma  Tcrhnnlogy>  D^Mtment  of  Edncatioo, 
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economic  class  has  its  own  particular  set  of  customs*  and  membership  in  a 
class  may  leave  its  mark  on  the  individual  independent  of  its  indirect 
influence  via  the  family  (75,  74y  This  seems  to  be  the  case  at  the  onset  and 
establishment  of  many  forms  of  drug  abuse  (5)  and  illness  behavior  (JO). 
There  is  speciilation  about  the  exact  causes  of  these  relationships: 

These  relationships  can  be  understood  through  a  variety  of  proc- 
esses, some  of  which  ascribe  a  primary  causal  role  to  economic 
deprivation.  Few  would  argue  with  the  notion  that  lack  of  opportu- 
nity coupled  with  exposure  to  others  who  attain  social  rewards 
cx^tes»-  anger  and  frustration.  If  the  person  perceives  himself  to  be 
responsible  for  the  lack  of  opportunity,  self-esteem  may  also  be 

damaged  [and]  anxiety  and  low  self-esteem  seem  to  increase  the 

likelihood   that  a  person  will   use   mood-regulating  substances. 
Economic  deprivation  is  often  associated  with  hostile  urban  environ* 
ments,  which  may  lead  physically  vulnerable  young  people  to  adopt 
habits  like  smoking  to  signify  their  ^toughness/  But  it  is  simplistic  to 
assume  that  the  relationship  between  socioeconomic  status  and 
tobacco,  alcohol,  and  other  drug  abuse  means  that  in  all  cases  status 
has  a  primary  causal  role  (5). 
A  host  of  organizations  may  affect  "directly  the  options  available  to 
people  and/or  their  awareness  of  these  options  and/or  ease  with  which 
they  make  daily,  habitual  selections*"  (75),  Federal  policies  affect  safety 
restraints  in  automobiles,  which  businesses  or  crops  will  be  subsidized,  tax 
incentives  related  to  advertising,  restrictions  of  the  media  or  on  the  sale  of 
certain  products,  and  business  decisions  about  which  products  to  develop 
and/or  market  and  which  to  "bury."  State  drinking  laws  and  differences 
in  such  laws  among  neighboring  jurisdictions  influence  the  incidence  of 
drunk  driving  and  the  availability  of  alcohol  for  young  people  (J),  Finally, 
there  is  the  unnatural  and  delayed  entry  into  adult  life  and  lack  of 
meaningful  activity  for  adolescents  that  are  characteristic  of  the  social 
structure  in  the  United  States  today.  The  decisions  and  {>olicies  of 
numerous  organizations  influence  the  formation  and  maintenance  of  an 
individuaFs  health-related  behavior: 

•  Product  manufacture  and  marketing  decisions 

m  Service  coverage  decisions  by  third-party  payers 

•  Organization  of  services  and  accessibility  to  special  groups  such  as 
adolescents 

•  Service  priorities  of  health  care  institutions  and  health  care 
programs 

•  Health  professional  training  orientation 
m  Safety  regulations  and  enforcement 

•  Motor  vehicle  and  water-safety  education  availability 

•  Enactment  of  f>olicies  affecting  family  structure 

•  Financial  support  for  schools 

•  School  curricula  pHDiicies  and  school  climate^  the  sum  of  discipli- 
nary, homework,  and  other  policies  in  schools 

•  Safety  device  and  contraceptive  availability 

•  Juvenile  justice  systems 

m  Employment  opi^oriunities  and  patterns 

•  Recreation  alternatives 


138 


•  Programing  decisions  by  broadcast  media 

•  Fed^mi  pc^cies  in  !^upport  of  q>ecific  U*S*  agricultural  products* 
including  sugar  inq>ort  taxes  and  tobacco  subsidies 

m  Child  care  policies  of  employers  and  Government 

Suiiiiiiaiy 

•  Health-related  behavior  is  formed  through  a  complex  set  of 
influences:  parents  and  other  family  members;  age  peers;  socializ* 
ing  institutions  siich  as  schools  and  churches;  television;  the 
subcultural  environment  and  the  relationship  of  that  group  to  the 
dominant  culture;  and  larger  economic  and  political  forces  in  the 
extended  environment*  The  extent  of  each  of  these  influences 
depends  largely  on  the  age  of  the  child. 

m  Family  infltience  is  greatest  for  the  yoimg  child,  with  television 
and  the  school  closely  following.  By  early  adolescence  age  peers 
are  a  dominant  source  of  influence. 

•  Situational  factors,  e.g*,  the  availability  of  substances  for  experi- 
mentation^ amoimt  and  quality  of  adult  supervision,  availability  of 
acceptable  and  accessible  activities  or  behavioral  paths  conducive 
to  hcilthj  modify  other  influences. 

m  Behaviors  are  functional,  are  often  interrelated,  and  have  meaning 
for  the  person  that  is  not  inherent  in  the  behavior  and  may  not  be 
related  to  health,  even  thotigh  the  behavior  has  a  health  conse- 
quence. The  meanings  are  learned  through  social  experience.  That 
ci^perience  is  patterned  because  it  reflects  the  norms,  values, 
sanctiofits,  and  resources  to  which  the  devrJoping  individual  has 
been  exposed. 

•  Certain  iflii^x>rtant  beliefs,  such  as  personal  vuli^crability  to  health 
problems,  ^e  formed  relatively  early — at  least  by  age  14 — and 
they  tend  so  be  interrelated  in  a  system  of  beliefs,  that  is,  a 
youngster  i^dia  has  a  high  expectation  of  encountering  speciflc 
health  probfems  has  a  relatively  high  expectation  of  encountering 
others. 

fmpiirarions  for  P^Dlicy  and  Programs 

•  Child  and  adolescent  health  behaviors  should  be  considered  in 
relation  to  multiple  influences  including  the  extended  environ- 
ment. 

•  An  understanding  of  the  meaning  and  function  of  a  behavior  or 
behaviors  is  crucial  in  designing  appropriate  interventions. 

m  The  sources  of  influences  on  children  and  youths  should  be 
considered  and  incorporated  into  programs  or  countered  where 
they  are  not  suitable  according  to  their  varying  degrees  of 
influence  at  the  various  developmental  stages  of  children's  lives. 

m  The  stage  of  cognitive,  emotioiiaU  and  biological  development  of 
the  person  must  be  taken  into  account  in  setting  the  goals  and 
choosing  the  messages  and  methods  of  a  program. 

•  Analytical  and  decisionmaking  skills  among  young  people  should 
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be  promoted  and  encouraged  in  order  to  increase  their  resistance 
to  harmful  influences. 
•  Comprehensive  programs  that  deal  with  belief  and  behavioral 
systems  are  more  likely  to  be  effective  than  those  that  are 
categorical  or  compartmentalized. 


In  developing  causal  models  for  disease,  the  notion  of  a  simple  and 
sovereign  cause  was  abandoned  long  ago,  but  it  persists  in  programs 
directed  at  health-related  behavior.  Programs  conunonly  address  only  one 
set  of  factors  and  very  often  a  major  factor  is  "motivation"  because  clients 
or  constituent  populations  who  do  not  behave  in  desirable  ways  arc 
frequently  assumed  to  be  unmotivated  rather  than  lacking  the  means  for 
acting  on  their  motivation  or  lacking  support  for  actions  they  do  take  (76, 
77).  Not  surprisingly,  such  motivation-oriented  programs  tend  to  have 
high  rates  of  failure. 

There  are  altogether  too  many  examples  of  programs  that  do  not  reflect 
past  experience  that  has  been  studied  and  evaluated.  Simmons  cautioned 
against  the  pitfalls  of  the  current  enthusiasm  for  health  education: 

The  potential  of  large  sums  of  money  being  made  available  could 
foster  a  great  deal  of  inappropriate  action  taken  in  the  guise  of 
^education.'  My  fears  arc  aroused  because  past  history  has  been 
replete  with  simplistic  approaches  to  very  complex  educational 
problems.  Millions  of  dollars  have  been  spent  on  program  efforts 
and  activities  which  have  l>een  labeled  health  education  when  they 
have  embodied  no  behavioral  science  concepts  nor  health  education 
principles  in  their  planning,  implementation,  or  assessment  of  results 

(7»).  .  ... 

For  example,  a  widely  cited  child  accident  prevention  program  that  did 
not  significantly  reduce  such  accidents  failed  to  take  into  consideration 
the  causes  of  liic  parental  behavior  (79).  „    -    ,  j  ^ 

Program3  with  greater  likelihood  of  success  have  tradiUonally  mcluded 
an  intensive  community  "sounding**  process  in  which  the  perceptions  of 
the  groups  to  be  served  are  elicited  in  order  to  learn  what  constitutes 
barrSre  to  a  particular  behavior  (50).  Three  categories  of  factors  have 
been  identified  based  on  a  model  of  health  services  utilization  behavior 
(5/)  according  to  the  type  of  influence  they  tend  to  exert  on  behavior  (52, 

•  Predisposing  factors  include  knowledge  and  sources  of  health 
information,  attitudes,  behefs,  and  norms  and  other  social  and 
structural  influences  including  feelings  of  isolation  and  power- 
lessness,  which  are  related  to  motivation  among  individuals  or 
groups. 

•  Enabling  factors  are  the  resources  and  skills  needed  to  act  on 
one's  motivation  or  intention.  Classic  examples  are  access  to 
health  care  facilities  when  needed;  skills  that  improve  a  woman's 
ability  to  handle  childbirth  with  less  stress  and  pain,  and  to  quit 
smoking  or  using  drugs  during  pregnancy;  and  child  rearing  or 
parenting  skills. 
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m  Rdnfordng  fkctars  encourage  or  discourage  health  promoting 
bdiavior.  Ridicule  of  a  diabetic  child*s  r^imen  may  cause 
defaulting  and  serious  consequences;  a  supportive  nurse  or  aid 
may  encourage  a  new  mother  to  breast  feed  despite  a  setback;  a 
patient  advocate  on  a  health  planning  board  may  help  someone 
disagree  with  health  professionals  of  higher  status  and  power. 
Thwc  categories  are  useful  in  assessing  the  causes  of  a  behavior.  For 
example  each  of  the  behaviors  associated  with  low-birth-wei^t/preterm 
infants  (see  table  1)  should  be  submitted  to  a  separate  analysis  such  as  that 
shown  in  the  outline  of  *^Factors  Influencing  Nutrition  Behavior  During 
Pregnan<^.^  Another  analysis  might  be  made  of  physicians*  ability  to 


Factors  Inflnenciiig  Nutrition  Behavior  Durii^  Pkegnancy 

I.       Predisposing  Factors 

Knowledge 

That  one  is  pregnant 

Nutrient  needs  during  pregnancy 

Food  sources  of  specific  nutrients 

Effects  on  the  fetus  of  maternal  nutrition 

How  to  prepare  foods  to  preserve  nutrients 

Attitudes 

Self-confidence 
Self-esteem 

Desire  to  improve  nutritional  practices  if  deficits  are  identi^cd 
Values 

Cultural  nutrition  practices  during  pregnancy 
Family  nutrition  practices  during  pregnancy 

Perceptions 

Belief  in  vulnerabili^  of  self  and/or  fetus  to  a  poor  outcome 
Belief  in  seriousness  of  a  poor  outcome 

Belief  in  efficacy  of  reconunended  nutrients  in  avoiding  a  poor 
outcome 

II.     Enabling  Factors 

Access  to  prenatal  care  and  adequate  nutrition  counseling 
Ability  to  obtain  and  pay  for  food 
Availability  of  food  supplement  programs,  if  needed 
Skills  in  cooking  and  preparing  food 

Living  situation  that  allows  choices  regarding  food  purchase  and 
preparation 

I'^.    Reinforcing  Factors 

Support     food  choices  by  family  and  friends 

Culturally  and  individually  acceptable  reconunendations  and  sup- 
port from  health  care  providers^  WIC  counselcns^  etc 
Assistance  from  health  care  providers  in  obtaining  food,  if  needed 
Absence  of  heavily  advertised  or  inappropriately  available  products, 
such  as  starchy  which  compete  with  important  nutrients 
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promote  adequate  nutrition  among  pregnant  patients.  Factors  would 
include  the  degree  of  physician  knowledge  of  nutrition,  ability  to  identify 
deficiencies,  ability  to  review  patient  routine  diet  in  a  nonjudgmental 
fashion,  and  physician  belief  that  maternal  nutrition  influences  fetal 

outcome.  i.-  i^i-        i.  j 

Analvses  such  as  that  shown  for  maternal  nutrition  highlight  the  need 
for  combinations  of  methods  of  intervention.  It  is  obvious  that  to  be 
effective  the  development  of  motivation  must  be  accompanied  by  the 
provision  of  resources  and  support  systems  for  foUowup.  In  addition, 
because  many  of  the  preferred  or  ideal  actions  are  repeated  or  are 
continuous  over  long  periods  of  time,  reinforcing  factors  increase  in 
importance.  If  a  parent  participates  for  the  first  time  in  a  screening 
program  for  a  high-risk  child  and  foUowup  screening  is  important,  it  is 
necessary  that  the  first  experience  be  positive  and  encourage  that  parent  to 
return. 


Dimensions  of  Behavior 

Another  aspect  of  the  behavioral  "diagnosis"  process  is  the  characteris- 
tics of  the  target  behaviors,  some  of  which  are  frequency,  persistence, 
timeliness,  quality,  and  range.  Table  2  presents  each  of  these  with 
examples  and  a  listing  of  the  most  effective  methods  for  influencing  that 
category  of  behavior. 


Characteristics  of  Efiective  Programs 

Several  other  principles  for  planning  effective  health  education  pro- 
grams are  by  now  axiomatic.  However,  many  programs  still  do  not  take 
them  into  consideration.  These  are 

•  Participation.  The  early  participation  of  both  consumers  and 
providers  in  identifying  problems,  assessing  their  causes,  and 
anticipating  obstacles  to  improvement  will  increase  the  probabili- 
ty that  the  health  education  program  will  have  relevant  and 
reahstic  goals,  employ  acceptable  methods,  and  reach  its  goal. 

•  Appropriate  level  of  intensity  and  duration  of  program.  If  the 
program  does  not  reach  the  required  minimum  or  "threshold" 
level  of  effort,  not  only  will  the  investment  be  wasted,  but  failure 
may  make  subsequent  attempts  even  more  difficult.  Likewise, 
there  may  be  a  point  of  diminishing  returns  as  when,  for  example, 
home  visits  are  continued  beyond  the  time  when  they  are  effective 
(55)  or  when  excessive  consumer  participation  is  required  such  as 
when  a  group  series  has  too  many  sessions  and  a  high  dropout  rate 
results  (»,  p.  26). 

•  Integration,  Education  programs  are  stronger  when  they  are 
integrated  into  larger  prograrti  systems,  because  it  is  more  likely 
that  enabling  and  reinfoTcitig  components  will  exist  and  be 
accessible  and  that  there  will  be  overall  consistency  of  message- 
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of  Oo^ 


1.  FriKiuency 


Pariocttc  recur- 


Continuation  over 
a  long  period  of 
ufne 

Delay  in  seeking 
mecScal  treatment 
or  k\  adopting  a 
preventive  prac- 
tice 


4.  QuaJity 


Appropriateness 
of  health  actions 


5.  Range 


Adoption  of  a 
complex  series  of 
health  actions 


WMKMId  or  pre- 
natal vistts,  dental 
checkups,  and  Im- 
mimizations 

Chronic  illness 
regimens.,  weight 


Telephone  or 
reminders 


mail 


Buikling  social  sup- 
port in  clinic  and 
home  environi  i  isiit j 


Entry  into 
tal  care 
disease  treatment* 
contraception 
clinics 


When  consumer 
must  choose  t>e- 
tween  alternative 
products*  sources 
of  care*  or  types 
of  response  to 
symptoms 


Medical  regimens, 
care  of  disabled 
children*  ir^uding 
home  physical 
therapy 


Triggering  earlier 
try  Into  medical  care 
among  already  moti- 
vated persons  by 
mass  media.  For  oth- 
ers* family  or  peer 
support  arnJ/or  rela- 
tkxvhip  with  a  health 
care  worker  is 
ed*  e.g.*  outreach 
worker 


Prior  experience  with 
product  or  source  of 
care  is  important 
and*  therefore^  reirv 
forcing  factors 
should  t>e  strength- 
ened; community  or- 
ganization or  organi- 
zation development 
to  improve  avaHabiH- 
ty  or  accessibility  of 
products  or 


Mass  communication. 
includir>G  product  la- 
t>elir>g*  and  counter- 
advertfsing  can  in- 


arouse  interest*  and 
db^ect  choices  of 
those  already  motiva- 
ted to  take  action 

More  intensive  meth- 
ods such  as  individu- 
alized counseling* 
home  visits*  arxi  re- 
inforcement of  grad- 
uated steps. 


onGroen(M). 


a 
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Summaiy 


Effective  educational  programs  (1)  are  based  on  a  systematic  assess- 
ment of  the  causes  of  behavior  that  contribute  to  the  health  problems  in 
question,  including  the  real  or  perceived  limitations  in  options  or 
-  opportunities  for  acting  in  health-enhancing  ways;  (2)  coordinate  educa- 
tional methods  designed  to  address  a  balance  of  predisposing,  enabling, 
and  reinforcing  factors;  (3)  include  procedures  ensuring  that  the  group(s) 
to  be  affected  by  the  program  participate  in  planning  it;  (4)  provide  the 
minimum  level  of  program  effort  needed  for  effectiveness;  and  (5) 
emphasize  informed  decisionmaking  over  behavioral  prescription. 


APPROPRIATE  AND  EFFECTIVE  CHANNELS  FOR 
INFLUENCING  HEALTH-RELATED  BEHAVIOR 

Health  care  facilities,  schools,  mass  media,  and  the  commuxiity  are 
important  settings  for  health  education  individually  and  in  combination. 
In  fact,  it  is  difficult  to  achieve  an  adequate  level  of  enabling,  re- .iforcing, 
and  predisposing  influences  within  a  single  setting.  School-based  pro- 
grams ideally  need  the  cooperation  of  parents  and  other  community  forces 
and,  likewise,  it  is  easier  for  parents  to  achieve  their  goals  for  their 
children's  health  behaviors  when  the  school  and  media  are  playing  active 
and  positive  roles.  A  synergistic  effect  often  results  from  coordinated  or  at 
least  parallel  efforts  by  several  of  the  channels,  because  social  norms  begin 
to  facilitate  and  reinforce  individuals  and  make  it  less  difficult  than  acting 
alone  or  counter  to  one's  social  milieu  and  because  enabling  factors  will 
usually  receive  attention  and  action. 

Table  3  provides  two  examples  of  health  goals  addressed  through  these 
channels  to  illustrate  the  complementarity  of  various  efforts. 


Health  Care  Settings 

Health  care  delivery  settings  are  obvious  channels  for  initiating  health 
education  and  responding  to  expressions  of  interest  on  the  part  of  children 
and  parents.  Although  these  channels  are  not  universally  accessible  and 
remains  episodic  and  crisis-oriented  for  some  populations,  they  are 
nonetheless  highly  important  means  of  reaching  many  pregnant  women 
and  young  children  and  some  adolescents,  including  a  substantial  number 
at  high  risk.  In  contacts  with  health  care  workers  and  other  patients  there 
would  appear  to  be  many  times  when  interest  and  receptivity  to 
communication  about  health  matters  is  high.  These  are  also  underutilized 
channels,  because  of  professional  orientation  and  training;  incentives, 
including  financial  incentives;  and  the  organizational  structures  in  which 
a  large  pro|X>rtion  of  health  care  is  provided. 

Many  people  want  and  place  high  value  on  health  information  from 
health  care  providers  {86,  87),  particularly  doctors  {88),  and,  although  lay 
networks  and  certain  other  types  of  expertise  such  as  that  resulting  from 
experience  sometimes  compete  with  the  advice  of  professionals,  health 
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111  J    II IIV    pi  W  • 

cam*  smoking,  alcohol 
and  drug  use.  including 
over-the-counter  drugs, 
exposure  to  x-rays,  and 
occupational  hazards 


Family  planning  (espe- 
cially adolescents) 


Decrease  childhood  acci- 
dents and  poisonings 


■IV  wuci9viiii}^  iwf  iir 

fertility  patients  and  other 
women  planning  a  preg- 
nancy, for  women  with 
posith^  pregnancy  tests 
planning  to  continue  the 
pregnancy  (e.g.,  in  family 
planning  clinics),  or  dur- 
ing regular  prenatal  care 

Outreach  to  high-risk 
groups:  anticipatory  coun- 
seling by  primary  care 
provider 


Advice  to  parents  about 
car  restraints  and  other 
safety  measures  as  indi- 
cated devek}pmentally 


IflWWSIWII  III  WlllUl. 

educatkHi  classes 
tion  through  othei 
zations  that  read* 
women  to  increaa 
al  awareness 


Education  for  pari 
to  discuss  sexualr 
family  planning  w^ 
dren;  counseling  z 
cussion  groups  th 
youth-serving  orgs 
tions,  including  thi 
boys 

Swimming  classes, 
ter  safety  instruct! 


Car  seat  loan  programs 

Mail  campaigns,  e 
National  Safety  Cc 
Child  Safety  Dub 

Batjysitting  training  programs 
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Child  Safety  aub 
Batjysitting  training  programs 
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care  providers  would  seem  to  be  in  an  unusually  favorable  position  to 
offer  health  education  to  their  patients.  In  fact*  many  health  professionals 
are  beginning  to  a(^>reciate  tlie  extent  to  which  Uie  behavior  of  their 
clients  influences  their  health  status  and  to  want  them  to  know  and  do 
more  to  maintain  and  improve  their  health. 

Despite  increasing  recognition  of  the  role  of  consumer  behavior  in  the 
success  of  therapeutic  regimens,  early  detection  and  diagnosis*  and  regular 
primary  prevention  services  such  as  immunization  and  contraception  and 
despite  increasing  educational  activi^  by  health  care  institutions  and 
providers*  education  and  counseling  services  are  often  inadequate* 
particularly  for  high-risk  populations.  For  example,  only  a  small  percent- 
age of  pediatricians  routinely  reconmiend  car  restraints  for  children  {89}. 

One-to-one  counseling  is  by  far  the  most  common  health  education 
method  used  in  clinical  settings  yet  actual  application  is  often 

limited*  of  poor  quality*  and  lacking  in  coordination.  Other  methods  that 
may  be  equally  or  more  effective  are  used  infrequently.  For  example* 
group  discussion  has  long  been  recognized  as  a  powerful  educational  tool 
in  medical  care  settings  and  with  a  wide  variety  of  groups*  including 
parents  <^  children  with  rheumatic  fever*  asthma,  and  leukemia*  mothers 
in  child  health  conferences,  and  ^lildren  with  diabetes  (61  pp.  29-30). 
However*  use  of  group  discussion  tends  to  be  low  even  in  the  many 
settings  having  large  enough  numbers  of  persons  with  common  interests  or 
health  problems  to  be  able  to  schedule  them  for  group  appointments  and 
having  qualified  persoimel  who  could  serve  as  discussion  leaders. 

In  addition  to  scheduling  patients  for  groi^>  visits*  rearrangement  of  the 
traditional  appointment  sequence  can  be  highly  effective.  The  *^exit 
interview**  with  a  nurse  or  trained  layperson  used  widely  in  planned 
parenthood  clinics  to  clarify  and  reinforce  medical  recommendations  is 
highly  effective  in  improving  adherence  to  complex  instructions  (^2). 
Written  and  other  audiovisual  materials  are  often  tmderutilized  or 
improperly  utilized  (P/).  Such  aides  can  be  effective  in  conveying 
information  and  for  clarifying  and  reinforcing  personal  communications* 
and  much  creative  work  has  been  done*  such  as  a  workbook  for  asthmatic 
<diildren*  Teaching  My  Parents  about  Asthma  i92)  and  storybooks  to 
prepare  children  for  ho^ntalization.  Other  tools  include  telephone-access 
libraries  of  recorded  messages*  audio  cassettes  in  a  variety^  of  languages 
according  to  client  needs*  and  areawide  cable  television  programing  for 
hospital  patients 

Heahfa  Education  Services  of  Demonstrated  Effectiveness 

A  wide  range  of  health  education  services  contributes  to  optimal 
consimier  behavior.^ 

^  Outreach  to  consumers.  Evaluations  of  EPSDT  programs  have 
demonstrated  the  dramatic  differences  in  numberf  of  clients,  with 
and  without  outreach  (99,  pp.  13—15).  Recruitn*cat  of  new  clients 


^See  also  Skipper  and  Leonard  Socncrs  (94):  Presidents  Committee  on  HeaJth  Education  (^): 

Redman  Oreett<S4>;  Mathews^et  aL  (S^;  and  Deeds,  et  aL  (99  X 
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to  appropriate  programs  such  as  contraception  clinics  for  adoles* 
cents  beginning  sexual  activity  (100)^  foUowup  with  consumers  via 
telephone  or  postcard  reminders  of  return  appointments  (/Oi), 
and  home  visits  to  assess  environmental  factors  and  enlist  family 
support  for  therapeutic  regimens  (£2»  pp.  208-210)  have  been 
demonstrated  to  be  effective  outreach  measures. 
>  Consumer  education  combined  with  organizational  change  to 
achieve  optional  utilization  of  services.  Yaie*s  School  of  Medicine 
initiated  a  family  health  care  program  that  included  nurse 
counseling  and  other  health  education,  health  maintenance,  and 
employment  assistance  and  that  resulted  in  significant  and 
positive  changes  in  utilization  of  services  In  yet  another 

instance,  in  a  large  Health  Maintenance  Organization  (HMO), 
orientation  programs  for  consumers  combined  with  training  for 
health  care  providers  and  changes  in  service  procedures  resulted 
in  more  effective  utilization  of  telephone  services  and  routine 
examinations  ( I03). 

Changes  in  procedures  such  as  substituting  an  individual 
appointment  system  for  a  block  or  drop-in  system,  clarifying 
procedures  so  that  staff  are  able  io  give  adequate  and  correct 
explanations  to  patients,  developing  methods  for  keeping  track  of 
vital  information,  and  establishing  routines  for  encouraging 
preventive  counseling  have  resulted  in  fewer  broken  appoint- 
ments, increased  responsibility  of  patients  for  their  own  care,  and 
reduction  in  the  number  of  unnecessary  visits  or  medically 
inappropriate  visits  (notably  to  the  emergency  room)  (/04).  In 
addition,  measures  to  improve  and  maintain  stafT  and  employee 
morale  seem  to  have  a  positive  impact  on  staff— client  relations 
(1 05^107). 

Consumer  education  to  improve  member  management  of  com- 
mon minor  ailments.  At  the  Columbia  Medical  Plan,  {>arents  are 
trained  to  obtaia  throat  cultures  from  their  children  with  the 
objective  of  identifying  group  A,  beta-hemolytic  streptococcal 
throat  infections  promptly*  A  study  revealed  equal  competency 
between  practitioner  and  parent,  no  imderutilization  or  overutili- 
zation,  and  decreased  contagion  in  siblings  ( lOSy 

Educating  parents  about  first  aid  and  home  treatment  for  minor 
childhood  ailments  has  led  to  increased  satisfaction  by  both 
parents  and  providers  and  decreased  utilization  of  services  (109}, 
Telephone  consultation  has  the  potential  for  self-care  education  as 
well  as  reassurance  ( /  70),  and  is  one  of  the  resources  that  is  less 
available  to  poor  parents  than  to  middle  class  parents  (table  78, 
volume  III  of  this  report).  When  patients  or  parents  are  able  to 
telf^phone  health  care  facilities  for  advice  before  (and  sometimes 
instead  of)  coming  to  the  facility,  fewer  use  unnecessary  medical 
services  (  /  /  /,  /  12}  and  more  get  care  earlier. 

Consumer  education  in  primary  prevention  including  anticipatory 
guidance  for  beta  vioral  and  ma  turational  adjustmen  ts.  One 
hospital  post  partum  program  that  included  discussion  of  family 
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plannixig  2-3  days  after  delivery  and  a  brief  followup  visit  the  next 
day  resulted  in  a  significant  increase  in  contraception  usage 
A  counseling  program  for  women  having  abortions  also  resulted 
in  significantly  increased  contraceptive  use  (1/4).  Parent  educa- 
tion programs  on  the  iise  of  car  seats  for  infants  have  been 
moderately  successful  {115,  US).  The  emphasis  on  primary 
prevention  education  in  the  Panel's  recommended  periodic  health 
services  for  well  populations  xmdcrscores  the  importance  of  such 
services. 

Supportive  services  before  And  during  stressfuJ  medic&J  and 
hospital  procedures.  Parents  and  children  given  a  combination  of 
systematic  preparation,  rehearsal,  and  supportive  care  prior  to 
each  stressful  procedure  were  significantly  less  upset  and  more 
cooperative  than  a  control  group  (//7),  and  ?  nMrrtber  of  other 
studies  have  shown  similar  results  (95). 

Education  to  improve  decisions  with  regard  to  medical  procedures 
and  therapeutic  regimens.  Many  factors  arc  associated  with 
adherence  to  a  regimen  (i/S),  but  a  number  of  evaluations  of 
educational  programs  for  parents  and  for  parents  and  children 
suggest  that  adherence  can  be  influenced  positively.  For  example, 
at  Roosevelt  Hospital  in  New  York,  an  education  program  for 
parents  of  chUdren  with  asthma  was  effective  in  reducing 
emergency  facility  utilization  In  a  clinical  trial  of  vaccine 

for  swine  influenza  "chUdren . . .  (aged  6-9  years  could)  be 
involved  meaningfully  ...  in  decisions  related  to  informed  consent, 
while  the  final  decision  may  be  made  by  an  adult"  (i20).  "The 
question  and  answer  period  demonstrated  that  chil- 
dren . . .  functioned  in  a  group  fairly  adequately  as  a  human 
subjects  review  committee." 

Education  for  governance.  Mandated  consxmicr  participation  in 
decisionmaking  bodies  has  resulted  in  both  superficial  compliance 
and  adaptation  by  health  service  agencies  {121,  122)  and  meaning- 
ful integration  of  lay  and  professional  decisionmaking  and  policy 
development  {122).  While  not  aU  situations  are  responsive  to 
educational  approaches,  training  and  other  strategics  can  increase 
the  effectiveness  of  consumer  participation  ( /-23.  124). 


Implementation 

If  counseling  and  education  are  to  accompany  prenatal  care;  if 
guidance  about  child  development,  parenting,  safety,  and  home  care  is  to 
be  included  in  infant  and  child  care;  if  counseling  about  risks  and 
anticipated  developmental  challenges  is  to  accompany  periodic  examina- 
tions; and  if  education  for  disease  management,  including  family  support 
is  to  be  a  part  of  care  for  all  children,  adolescents,  and  pregnant  women 
with  chronic  or  acute  conditions,  then  certain  features  of  the  organization 
of  services,  funding,  accountability,  and  professional  training  must  be 
considered. 
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Organization  of  Scrvices^^ 


Certain  attributes  of  health  care  services  facilitate  optimal  consumer 
behavior  and  make  it  more  likely  that  the  full  range  of  educational 
services  is  offered*  When,  for  example,  43  percent  of  physician  office  visits 
by  children  and  youths  under  15  years  of  age  for  medical  or  special 
examinations  and  66  percent  of  the  visits  for  bronchitis,  emphysema,  or 
asthma  are  10  minutes  or  less  (table  84,  volume  III  of  this  report),  then 
counseling  is  severely  constrained.  Among  the  25  percent  of  a  hig^-risk 
population  that  do  not  have  a  regular  doctor  at  their  usual  place  of  care 
the  basis  for  a  relationship  is  missing. 

Several  organizational  attributes  are  noted  here  to  emphasize  their 
effect  on  health  behavior. 

m  Comprehensive,  integrated  provision  of  primary  care  increases  the 
capacity  for  delivering  coordinated  health  education  programs  via 
appropriate  staff,  effective  and  efHcient  methods,  and  with  needed 
adjustments  in  organizational  procediires, 
m  Intraorganizational  and  interorganizational  arrangements  that 
facilitate  continuity  of  providers  and  of  followup  increase  client 
motivation  and  abUity  to  carry  out  medical  recommendations, 
o  Removal  of  barriers  to  access,  including  increasing  telephone 
access,  enactment  of  minors*  consent  statutes,  and  pliualism  in 
types  of  organizations  (e,g.,  special  family  planning  clinics  and 
family  planning  services  offered  in  primary  care  contexts)  in- 
creases the  use  of  preventive  services. 

*  Participation  of  clients  in  development  of  health  care  institution 
policies,  in  deciding  on  the  directions  of  specific  programs,  and  in 
individual  encounters  increases  the  likelihood  that  the  services  will 
be  acceptable  and  suited  to  the  needs  of  consimiers,  and  that  part 
of  the  responsibility  for  care  and  foUowthrougli  is  assimied  by 
consumers. 

•  Accountability  for  the  health  status  of  a  specified  populaticn 
whether  defined  by  geographic  area  or  enrollment,  increases  tL^ 
likelihood  that  providers  wiU  be  more  aggressive  in  outreach  and 
followup  and  will  consider  consumer  behavior  to  a  greater  extent. 

Funding 

Health  education  services  require  specialized  professional  training  and 
utilize  scarce  stafT  time  and,  therefore,  should  be  reimbursed  or  otherwise 
funded.  Federal  efforts  to  develop  mechanisms  to  pay  for  health 
education  in  grant  programs  should  be  encouraged.  Specialized  educa- 
tional programs  in  any  setting  where  their  effectiveness  has  been  proven 
should  be  reimbursable  through  third-party  payment  systems. 

Clinical  settings  over  which  there  is  considerable  governmental  control 
are  logical  settings  for  emphasizing  educational  services  because  prerequi- 

'^or  A  dtscusnon  <^  the  effects  on  care  of  the  of^gftuization  af»d  structure  of  health  care  settifig^  see 
Outton  in  this  volume. 
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sites  for  funding  can  include  the  requirement  that  health  education 
services  be  provided  and  the  clients  are  at  high  risk.  Because  a  larger  range 
of  disciplines  can  participate  and  because  it  is  often  possible  to  assign 
re^>onsibUity  for  overall  coordination  to  a  trained  individual,  it  is  easier  to 
fund  such  services  within  existing  facilities,  and  there  arc  more  incentives 
for  emphasizing  consumer  behavior.  (For  a  discussion  of  educational 
programs  for  mothers  and  children  in  organized  settings,  see  Lefkowitz 
and  Andrulis  in  this  volume). 

Special  funding  may  be  needed  if  health  education  is  to  be  a  required 
rather  than  an  optional  service  for  Bureau  of  Community  Health  Services 
primary  care  grantees.  Securing  this  funding  through  a  preventive  service 
-module"  or  budget  line  rather  than  simply  increasing  funding  would  be 
desirable  because  it  would  protect  the  extra  funds  from  pressures  to  use 
them  for  medical  services  and  leave  open  the  possibility  of  channeling  the 
funding  to  center  consortia  in  cases  where  the  individual  centers  are  not 
large  enough  to  provide  the  most  efTlcient  types  of  services.  The  maximum 
incremental  cost  for  providing  every  Community  and  Migrant  Health 
Center  user  with  needed  health  and  nutrition  education  services  is 
estimated  to  be  $734  per  client  per  year  with  a  total  cost  of  $41.8  million 
in  1981  dollars  for  all  users  in  all  centers  (updated  from  DHEW  Task 
Force  on  Prevention  estimate,  10,  p.  32)." 

Of  the  nearly  1.6  million  adolescents  served  by  family  plarming  projects 
(Title  X),  a  large  proportion  are  estimated  to  have  no  other  regular  or 
continuous  contact  with  health  care  services.  Formal  recognition  of  the 
larger  health  promotion/disease  prevention  role  these  clinical  services  can 
play,  and  in  a  number  of  instances  already  are  playing,  is  expected  to  be 
reflected  strongly  in  the  1980  Project  Guidelines. 

In  order  to  utilize  these  organized  settings  to  their  fullest  potential, 
additional  staff  may  be  needed  at  least  on  a  consultation  or  regionalized 
sharing  basis.  Health  educators  or  persons  with  appropriate  experience 
and  training  should  occupy  an  increased  number  of  positions  with  the 
National  Health  Service  Corps.  The  current  number  is  negligible,  and 
several  regional  offices  (e.g..  Region  III)  have  been  requesting  such  NHSC 
personnel  for  a  number  of  years  in  response  to  clinic  demand. 
■  Health  maintenance  organizations  are  required  by  legislation  to  provide 
a  wide  range  of  services,  including  nutrition  education  and  counseling, 
health  education  services,  and  education  in  the  approf>riatc  use  of  health 
services  and  in  personal  health  care  (Title  XIII  of  the  Public  Healch 
Service  Act).  Even  without  monitoring  there  are  a  number  of  good 
programs  related  to  maternal  and  child  health,  although  adolescent 
programs  are  rare. 

The  principle  of  reimbursing  for  patient  health  education  services 
provided  to  inpatients  is  becoming  increasingly  accepted.  In  fact,  hospitals 
can  fund  such  services  that  are  "inte^^  to  patient  care"  as  a  part  of  their 
overhead.  Half  of  hospitals  responding  to  a  survey  conducted  in  1978 


"The  enure  preventive  services  package  should  include  preventive  health  screening  and  protecuvc 
services,  preventive  dental  services,  medical  social  services,  and  envtroomentaJ  services. 


reported  having  a  department  or  unit  to  coordinate  educational  services 

Funding  patient  health  education  services  as  a  component  of  ambulato- 
ry care  is  much  more  problematic.  A  large  part  of  ambulatory  care  is  paid 
out*of*pocket  by  individual  consumers  who  do   not   necessarily  see 
education  as  a  high  priority  sen/ice.  Many  counseling  and  education 
services  must  be  hidden  with  ^^creative  accounting*^  for  the  sake  of  third 
party  reimbursement.  As  a  question  of  fx>licy«  however,  the  definition  of 
services  and  implementing  initial  steps  leading  to  eventual  reimbursement 
would  seem  to  be  a  wiser  course  of  action.  Governmental  and  private 
activities  toward  this  end  have  begun.  Criteria  for  inclusion  of  health 
education  in  the  schedule  of  health  care  service  benefits  under  Medicaid 
have  been  propose  in  several  States  (e.g.^  California  Conference  of  Local 
Health  Officers^  128).  Several  local  Blue  Cross  plans  are  experimenting 
with  special  reimbursement  for  outpatient  education  services  for  selected 
chronic  diseases.  A  commercial  insurers  group  has  been  deliberating  on 
reimbursing  such  services^  and  their  investigation  has  also  included 
incentives  for  their  policyholders  to  obtain  preventive  services  and  to 
develop  healthy  behavior.  The  last  is  severely  hampered  by  the  fact  that 
private  health  insurance  is  usually  pivchased  by  groups  rather  than  by 
individuals.'^  Problems  of  defining  services  and  eligible  providers  and 
effective  monitoring  militate  against  a  reconmiendation  that  education 
and  counseling  be  reimbursed  across  the  board.  A  more  prudent  course  is 
sponsorship  of  demonstration  programs  by  the  Health  Care  Financing 
Administration  for  a  defined  set  of  counseling  services  such  as  those  for 
prenatal  and  infant  care.  The  demonstrations  should  allow  for  the 
provision   of  these  services   by  pei^nnel   other   than   physiv-ians  in 
patients/parents  teaching  and  discussion  groups;  capitation  should  be  one 
option^  and  outcomes  should  be  measured  as  well  as  costs. 

(Quality  Assurance 

Health  care  workers  are  not  yet  accountable  for  their  educational 
function^  either  through  quality  assurance  mechanisms  or  in  the  eyes  of 
their  clients.  For  example,  a  practitioner  may  not  even  know  the 
proportion  of  his  or  her  patients  who  adhere  to  their  prescribed  regimens 
iII8)r  much  less  accept  any  of  the  responsibility  for  nonadherence.  The 
use  of  outcomes  as  a  measure  of  quality  would  shift  the  focus  to  patient 
adherence  to  regimens  and  lo  educational  services  and  would  give  health 
care  providers  responsibilities  beyond  diagnosis  and  prescription.  Al- 
though there  are  problems  associated  with  outcome  assessments^  irt^^z^ding 
decisions  about  what  to  measure  and  at  which  points  in  time  to  measure  it, 
increased  emphasis  on  outcomes  as  related  to  process  is  essential. 


^^Si^porwif^  %tMtcmcnt%  for  retmbunement  for  inpitbeni  education  ajne  fbuxxJ  in  doctmicnts  from  the 
Blue  Cross  Asaoctabon  ( 125).  the  Health  Insurance  Assoaatkm  of  America  <  and  the  American 

Hospttal  Asaociatioo  (/27). 

^^^enonat  ccmvmatsoo  with  Robert  Johnson,  22  July  19S0. 
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As  noted  elsewhere  in  this  paper,  client  participation  :n  the  develop- 
ment of  institutional  policies  and  programs  and  periodic  client  surveys  are 
other  important  modes  of  quality  assurance.  These  often  provide  a 
necessary  basis  for  in^roved  client-provider  relationships. 


Training 

Increased  emphasis  on  patient/parent  behavior  requires  a  reorientation 
of  professional  training.  Much  has  been  written  about  the  deficiencies  of 
health  professionalr-patient  communication,  particularly  with  re^»ect  to 
disadvxmtaged  groups  (93,  129^131^  Likewise,  the  effects  of  good 
communication  havr-  ^  documented  (J32,  J3J).  Improved  outcomes 
are  most  likely  when  health  professionals'  attitudes  and  expectations 
support  the  patsent's  motivation  and  abilities  to  contribute  to  tfte 
trStoient  process  and  reinfoice  this  contribution;  when  the  management 
of  the  illness  is  conduc..^  jointiy,  and  patient  decisionmakmg  and  self- 
treatment  are  actively  encouraged;  and  when  the  medical  resources 
provided  arc  useful  to  the  patient  and  can  be  put  mto  practice  by  the 

natient  (/20,  734-14 J).  -  -  ,  ir^. 

One  solution  is  to  make  greater  use  of  nonphysician  personnel.  For 
reasons  of  motivation,  training,  effectiveness,  and  cost,  mi^evrf  practi- 
tioners, nurses,  pharmacists,  and  other  health  woricers  may  o£t«i  be  better 
choices  for  the  provision  of  certain  types  of  individual  counsebng,  group 
discussions,  and  skills  development  services.  In  addition  to  health 
professionals,  trained  laypersons  with  similar  experiences  or  problems  m 
o>imnon  can  contribute  the  educatic  of  cUents  in  medical  care  settmgs 
(i42).  Willingness  on  the  part  of  physicians  to  delegate  a  part  of  their 
educational  role  is  cruciaL  Many  other  disciplines  are  already  improving 
their  preparation  as  patient/parent  educators.  Nurses  have  traditionally 
claimed  this  role  and  are  improving  their  training  to  better  fiU  it  Ci43, 
744) 

The  professional  training  and  r^ciahzation  of  physicians  is  important  m 
and  of  itself  and  also  as  a  m  iel  for  other  health  care  professions.  Two 
major  alternatives  for  trainek=f  exist:  (1)  identifying  the  characteristics  of 
"ideal"  pediatricians,-  family  practice  physicians,  and  other  primary  care 
clinicians  and  ensuring  that  appUcants  admitted  to  traimng  programs 
possess  them,  and  (2)  planning  curricula  to  impart  such  charactens^cs  to 
alTSinees.  The  admissions  policies  of  medical  schools  should  be  adtcred 
to  increase  the  numbers  of  students  with  broader  social  backgrounds  and 
to  eive  higher  pri<  rity  to  applicants  who  have  specialized  m  the  behavioral 
sciSicesSd  to  those  with  experience  in  interpersonal  skills  and  sensitivity 
to  other  lifestyles  and  cultures.  . 

Training  in  family  practice,  pediatrics,  and  internal  mcdicme  now 
includes  some  courses  in  communication  and  the  behavioraJ^  sciences, 
home  visits,  and  assignments  in  community  agencies  (745-747).  Current 
Federal  guidelines  for  family  medicine  and  general  pediatrics  progran^ 
require  training  in  "ambulatory  care;  psychosocial  skills;  and  topics  and 
related  nonclinical  areas  relevant  to  the  practitioner  of  family  medicme 
(148  p  14  and  149,  p.  19).  Controlled  evaluations  such  as  one  conducted 
on  a'  tutorial  prograij  for  medical  residents  to  improve  their  educational 
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skills  with  their  ixmer-ci^  hypertensive  patients  ;ire  needed  to  improve  the 
direction  for  these  efTorts  and  to  establish  their  efTects.  The  tutorials 
resulted  in  increased  educational  efforts  on  the  part  of  the  residents, 
increased  adherence  to  regicoens  on  the  part  of  the  patients,  and 
significantly  increased  blood  pressure  control  ( 150), 

Oe^ite  its  acknowledged  potential  aad  despite  increasing  adoption  by 
health  care  institutions  and  providers,  health  education  is  still  too  rarely 
planned  and  too  rarely  done  well  in  such  settings.  The  range  of  methods 
widely  employed  is  narrow  and  inefficient;  the  importance  of  consumer 
behavior  to  the  success  of  a  therapeutic  r^^en,  to  early  detection  and 
diagnosis,  and  to  primary  prevention  receives  scant  attention. 

If  the  medical  care  channel  is  to  contribute  more  actively  to  the  health 
of  its  clients,  several  factors  must  be  addressed:  the  orgi^.^-Lzation  of 
services,  funding,  provider  accoimtabili^,  and  provider  selection  and 
training.  Among  possible  options  are 

m  Increasing  grant  and  National  Health  Service  Corp>s  staff  support 
for  compreheri>ive  primary  care  programs 

•  Adding  a  prevention  and  health  education  budget  line  and 
guidance  for  Community  Health  Centers  and  Migrant  Health 
Centers  as  recommended  by  the  DHEW  Task  Force  on  Preven- 
tion in  1978 

m  Adding  funding  and  guidance  for  educational  components  of 
maternal  and  child  health,  children  and  youth,  and  adolescent 
pregnancy  programs  and  recommending  stricter  monitoring  of 
outreach  services 

•  Initiating  demonstration  projects  for  Medicaid  reimbursement  of 
prenatal  and  infant  care  services,  including  education.  The 
demonstrations  should  allow  for  the  provision  of  these  services  by 
nonphysician  personnel  in  patients/parent  teaching  and  discus- 
sion groups,  and  they  should  measure  outcomes  as  well  as  costs 

•  Encouraging  such  funding  experiments  by  private  insurers 

•  Continuing  to  fund  recipient— consumer  advocacy  groi^>s  for 
monitoring  and  representing  the  interests  of  their  constituencies  in 
the  development  of  policies  and  regulations 

m  Continuing  to  require  training  in  patient  education  and  school 
health  as  part  of  family  practice  and  other  federally  supported 
residency  programs  and  conducting  evaluations  of  selected  resi- 
dency and  other  clinical  training  for  the  teaching  of  patient 
education  to  health  professi<^Qals 

m  Developing  and  fimding  continuing  education  programs  in  health 
education  methods  for  National  Health  Service  Corps  personnel 


Approximately  55  million  children  from  5  to  18  years  of  age  or  95 
percent  of  all  children  in  the  United  States  are  in  elementary  or  secondary 
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schools.  An  additional  400.000  poor,  preschool  children  are  enrolled  in 
Head  Start  programs*  With  therr  long-term-  continuous  contact  with  well 
children,  the  schools  are  logical  places  in  which  to  influence  health  and 
health  behavior  positively.  Indeed,  the  concept  of  health  education  in  the 
public  schools  has  strong  and  widespread  support  among  professional  and 
voluntary  health  and  education  organizations.  The  American  Academy  of 
Pediatrics,  the  American  Dental  Association^  the  American  Heart  Associ- 
ation, the  American  Lung  Association,  the  American  Medical  Associa- 
tion, the  National  PTA,  and  the  American  Association  of  School 
Administrators  have  policy  statements  supporting  school  health  educa- 
tion. 

Health  education  has  been  a  regular  part  of  school  life  for  many  years. 
Earlier  in  the  history  of  U.S.  education,  health  was  considered  one  of  the 
basic  subjects.  As  long  ago  as  1911,  for  example^  representatives  of  the 
American  Medical  Association  met  with  the  National  Education  Associa- 
tion to  consider  the  best  methods  of  improving  and  maintaining  the  health 
of  pupils  in  the  public  schools.  School  health  including  education  did  not 
receive  the  attention  it  deserves  at  the  Federal  level  during  the  1960*s  and 
early  1970*s  when  Federal  involvement  in  education  increased  dramatical- 
ly and,  until  recently,  health  instruction  was  done  by  teachers  not 
prepared  in  that  subject  area  and  usually  emphasized  cleanliness,  **good 
groo.i:ing,"  and  the  names  of  the  parts  of  the  body,  and  overstatc^d 
sometimes  inaccurately  the  consequences  of  **bad  habits/*  To  date  only  18 
States  require  comprehensive  health  education  in  grades  K— 12  (table  45, 
volume  III  of  this  report). 

Today  those  responsible  for  health  education  are  employing  more 
sophisticated  approaches  and  objectives.  Important  advances  are  being 
made,  such  as  a  series  of  studies  that  show  a  significant  impact  on  the 
numbers  of  adolescents  who  begin  to  smoke  (757*  152).  There  is  increasing 
support  for  implementing  the  concepts  of  the  landmark  School  Het^^th 
Education  Study  (J53),  which  was  framed  around  the  ftmdamenta! 
concepts  of  growing  and  developing,  decisionmaking,  and  social  interac- 
tion. In  contrast  to  somber  attempts  to  impress  upon  students  the  risks 
associated  with  smoking  or  other  behaviors,  these  approaches  share  an 
emphasis  on  resisting  media  and  peer  pressure  about  smoking  and  on  the 
positive  benefits  to  health- 
School  health  promotion  can  take  many  forms:  formal  classroom 
education,  supervised  field  cxf>eriences,  peer  education,  education  as  part 
of  the  delivery  of  health  services*  physical  education  activities,  ar.d 
teaching  in  conjunction  with  food  services.  Even  though  many  schools 
and  school  systems  are  overburdened  and  imbued  with  a  back-to-basics 
philosophy,  many  national  parent,  educator,  and  health  professional 
groups  have  urged  that  all  schools  take  action  to  strengthen  health  and 
safety  education. 

Components  of  Health  Promotion  in  the  School 

Sc'^ool  Climate 

Schools  have  an  **infracurriculum**  in  addition  to  the  avowed  formal 
curriculum,  that  is,  the  attitudes  and  values  schools  convey  to  their  pupils 
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(and  to  their  teachers,  parents,  and  the  comm.inUy)  by  the  way  they 
actuallv  treat  them  (  /54). 

If  a  school  takes  personal  relationships  seriously  and  not  only 
discusses  them  within  the  curriculum  but  works  to  achieve  good 
relationships  between  staff  and  pupils,  then  there  is  some  chance 
that  young   people  will   lake  these  seriously  in   their  working 

lives  Jf  a  school  takes  the  trouble  to  make  all  pupils  feel  they 

matter  and  have  a  unique  contribution  to  make  to  the  community,  it 
is  lessening  the  chances  that  they  will  endanger  their  own  health  or 
that  of  others  by  indulging  in  Jrisky]  practices  which  make  them  feel 
more  adult.  Self-esteem  is  a  very  important  factor  in  regulating  basic 
human  drives  and  appetites  (55). 
With  regard  to  sex  education,  implicit  messages  conveyed  in  the  manner 
in  which  teachers  handle  sexual  "incidents  (e.g.,  kissing,  swearing,  and 
looking  at  girls'  underwear)  affect  the  altitudes  that  the  students  develop 
toward  discussing  sexuality.  The  effects  of  the  traditional  disciplinary 
approaches  to  the  control  of  smoking  in  the  school  setting  have  not  been 
systematically  explored,  but  it  appears  that  at  best  they  are  ineffective  and 
may  even  contribute  to  continuation  of  cigarette  smoking  in  some 
students  (6).  Other  studies  ( 72,  pp.  45-48)  and  teachers,  school  adminis- 
trators, and  others  who  work  with  youths  have  concluded  thai  schools  can 
exert  a  "protective  influence"  on  students  who  are  at  high  risk  for 
delinquency  and  other  problem  behaviors  such  as  drug  abuse. 

Classroom  Instruction 

In  their  enthusiasm  to  find  solutions  to  existing  health  problems  and  to 
meet  the  most  immediate  needs,  many  official  and  voluntary  health 
agencies  and  organizations  have  developed  teaching  materials  especially 
for  school  use.  Many  are  well  planned  and  have  been  helpful  in  filling  a 
void. 

This  is  especially  true  when  pressure  builds  in  a  community  to  have  the 
schools  "do  something"  about  drugs,  sex,  smoking,  and  alcohol.  However, 
the  number  of  health  problems  deserving  special  consideration  in  the 
curriculum  has  become  so  great  that  these  very  teaching  aids  and 
materials  can  interfere  with  the  development  of  a  comprehensive  and 
continuing  health  instruction  program  required  to  meet  the  many  health 
needs  and  problems  of  today's  children  and  youths.  Too  often  stop-gap 
measures  result  in  the  hastily  scheduled  2-week  imit  or  one-lecture  type  of 
health  offering  to  cover  a  sp>ecific  problem — a  problem  forgotten  the  next 
year  in  order  to  concentrate  attention  on  something  else.  This  has  been  a 
pitfall  in  Federal  funding  as  well.  To  be  effective,  health  instruction  must 
be  on  a  continuing  basis  and  not  a  crash  program. 

Fragmented  educational  efforts  are  even  less  effective  than  fraftmented 
health  care.  Federal  and  State  health  and  education  agencies  necU  (o 
promote  a  unified  approach  to  school  health  education,  a  program  of 
health  instruction  organized  and  scheduled  in  such  a  way  that  there  is 
coordination  with  other  academic  subjects  in  scope  and  sequence  through 
the  school  years. 

In  some  States  (Florida,  Illinois,  Oregon,  and  California,  for  e>:ample) 
such  programs  have  been  developed.  Provision  has  been  made  for 
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inservice  and  preservice  education  for  teachers,  updated  teaching  materi- 
als, and  other  factors  that  strengthen  school  health  instruction.  School 
districts,  such  as  Pinellas  County,  Florida;  Baltimore,  Maryland;  Hunt- 
ington Park,  California;  and  Shawanee  Mission,  Kansas,  provide  exam- 
ples from  among  a  number  of  excellent  local  programs. 

Good  health  education  curricula  reflect  a  developmental  perspective, 
including  anticipation  of  certain  behaviors  at  certain  ages,  emphasize 
decisionmaking  skills  for  young  people  in  the  face  of  pressure  from  peers 
and  the  media  and  negative  parental  influence,  and  encourae^e  inc  active 
involvement  of  students  (72,  The  notion  of  **inoculating^*  chil<ken 

against  p>eer  and  other  influences  to  adopt  such  habits  as  smoking, 
drinking,  and  drug  use  through  curricula  timed  just  before  the  pressure  is 
likely  to  occur  (e.g.,  fifth  or,  at  the  latest,  seventh  grade  for  smoking^  is 
paying  off  in  several  carefully  evaluated  antismoking  programs  noted 
earlier. 

Curriculum  content  is  certainly  a  matter  of  local  determination.  Ideally 
the  school  health  programs  would  adhere  to  national  health  goals  and 
curricula  would  include:  smoking,  nutrition,  alcohol  abuse,  drug  abuse, 
driving  (safety),  exercise,  human  sexuality  and  contraceptive  use,  family 
development,  risk  management,  stress  management,  coping,  enhanced 
self-esteem,  and  environmental  conditions  affecting  health  ( /O,  155  p.  9). 
The  same  basic  concepts  and  teaching  and  learning  skills  underlie  a 
number  of  these  issues. 

The  more  effective  curricula  include  the  teaching  of  critical  health  skills 
(e.g.,  156^  157).  As  one  educator  put  it,  '*the  decision  of  a  sixth  grader  to 
smoke  is  probably  more  a  function  of  skills  related  to  self-understanding, 
dealing  with  peer  pressure,  and  decisionmaking,  than  with  an  understand- 
ing of  the  dangers  and  risks  of  smoking"  il58y 

Sex  Educatian^"^ 

The  teenage  birthrate  is  declining,  even  though  the  proportion  of 
sexually  active  teenagers  is  increasing,  but  a  large  part  of  this  decline  can 
be  attributed  to  abortions  rather  than  to  the  iise  of  contraception.  Thirty- 
eight  percent  of  black  and  14  percent  of  white  adolescent  girls  have  had 
sexual  intercourse  by  age  15  (/59),  before  most  sex  education  courses  are 
offered.  About  one-half  of  all  conceptions  of  teenage  girls  occur  in  the  6 
months  alter  first  sexual  intercourse  {160%  and  many  of  these  young 
women  and  their  partners  are  not  knowledgeable  or  mature  enough  to  use 
any  form  of  contraception.  Among  adolescents  there  is  an  increase  in  the 
incidence  of  sexually  transmitted  disease,  in  the  number  who  report  ever 
having  sexual  intercourse,  and  in  the  number  of  sexual  partners  they  have 
ever  had  (76/). 

Some  form  of  sex  education  in  school  curricula  is  widespread  (762). 
Seven  in   10  never-married  U.S,  women  aged  15—19  have  had  a  sex 


education  ts  singled  out  for  special  comment  because  of  the  imponancc  of  sexual  behavior  to  the 
health  and  well-being  of  adolescents  and  any  children  they  may  bear  at  yotmg  ages,  and  because  this 
subject  highlights  the  need  for  families  to  play  a  more  active  role  in  preparing  and  protecting  their 
children. 
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education  course^  almost  all  of  them  in  schooU  and  about  half  have  had 
some  instruction  about  modern  contraceptive  methods.  Six  in  10  have  had 
some  formal  instruction  about  venert:^!  disease  and  7  in  10  have  had 
detailed  instruction  about  the  mondily  eycle^  but  only  19  percent  could 
identify  correctly  the  fertile  |>eriod  in  their  monthly  cycles  {163),  It  seems, 
thctu  that  most  of  these  programs  are  too  little  and  too  late  (48}. 

Sex  education  programs  that  have  been  evaluated  tend  to  be  the  better 
ones^  and  they  have  shown  a  number  of  positive  effects:  increased 
knowledge  about  sexuality,  increased  tolerance  of  the  sexual  practices  of 
others,  but  no  change  in  the  students^  personal  values  that  guide  their  own 
behavior,  little  effect  on  the  amount  of  various  types  of  sexual  behavior 
such  as  petting  and  intercourse.  Courses  emphasizing  contraception  ina.y 
increase  the  use  of  effective  contraception  and  decrease  both  the  use  of 
ineffective  methods  of  contraception  and  intercourse  without  contracep- 
tion«  and  programs  actually  providing  contraception  or  providing  a  bridge 
to  a  spr  ific  wlinic  may  dramatically  reduce  teenage  pregnancy  iIS2^  pp, 
1-2.) 

School-based  sex  education  courses  should  include  far  more  than 
discussions  of  reproduction.  They  should  focus  on  reducing  teenage 
pregnancy  and  venereal  disease  and  on  facilitating  a  pK>sitive  and  fulfilling 
sexuality,  which  is  not  to  be  confused  with  the  facihtation  of  sexual 
activity.  For  some  teenagers,  a  more  positive  sexuality  may  result  from 
decreased  sexual  activity  or  abstinence.  Thus,  sex  education  should 
include  the  improvement  of  interpersonal  relationships  and  development 
of  self-esteem,  as  well  as  contraception,  sexual  behavior,  the  emotional 
and  social  aspects  of  sexual  activity,  values,  and  decisionmaking  and 
communication  skills.  These  tasks  clearly  require  that  sex  education  topics 
be  included  in  several  grades  and  that  parental  involvement  be  as  active  as 
possible.  Programs  that  increase  and  improve  the  communication  between 
adolescents  and  their  parents  and/or  important  adults  are  needed,  and 
currently  such  programs  are  rarely  offered  through  schools. 

Those  who  woik  with  pregnant  adolescents  and  at  least  one  recent 
study  of  black  urban  youths  CI 59}  indicate  that,  although  many  adolescent 
pr^nancies  are  unplanned,  a  birth  is  not  unwanted  and  not  regarded  as 
making  life  **worse**  or  ^ruined.**  The  realities  of  i>arenting  need  to  be 
conveyed  more  successfully  in  school  programs,  including  home  econom- 
ics courses* 


Health  Education  as  Part  of  School  Health  Ser\aces 

The  trend  toward  expanding  health  services  in  schools  is  gathering 
momentum.  Model  programs,  such  as  those  in  high  schools  in  Jackson, 
Mississippi  and  the  inner  city  of  Sc  Paul,  Minnesota  il64%  and  in  the 
elementary  schools  in  Pomona,  California  (45),  and  Galveston,  Texas 
CJ6Sy,  suggest  several  advantages  of  such  services  for  the  integration  of 
health  education.  School-based  health  care  providers  can  offer  special 
education  for  children  with  chronic  illnesses  such  as  asthma  Health 
service  personnel  o^ight  to  be  a  source  of  information  regarding  health 
problems  and  concerns  among  students  and  staff  for  the  parp>ose  of 
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developing  more  relevant  health  education  in  the  classroom  and  parent 
education  programs. 

School-based  health  services,  whether  the  traditional  school  nurse  or 
full-service  clinic,  offer  the  potential  for  leaching  children  about  self-care, 
their  use  of  illness  as  a  coping  mechanism,  and  wise  utilization  of  health 
care  services  (43.  i66,  167).  The  experiments  conducted  by  Lewis  and 
Lewis  (43)  in  California  in  which  children  could  elect  to  see  the  school 
nurse  without  adult  interference  suggest  that  although  utilization  patterns 
are  set  early,  based  on  birth  order  and  parental  patterns,  there  is  potential 
for  learning  more  self-reliance  and  alternative  coping  responses  to  stress 
other  than  a  ''math  headache."  Health  services  offered  through  schools 
should  be  ofTered  in  conjunction  with  curricuiiim  components  including 
those  that  are  oriented  toward  decisionmaking  about  using  services  for 
both  well  and  sick  care. 


Physical  Education 

Although  adult  participation  in  recreational  exercise  and  sport  has 
reached  unprecedented  levels  in  the  U.S.  in  the  past  5  years,  there  has 
been  a  decline  in  the  quantity  and  quality  of  school  physical  education 
programs.  The  economic  pinch  has  produced  cutbecks  in  State  and  local 
funding  for  physical  education  and  now  only  one  child  in  three 
participates  in  a  daily  program  of  physical  education,  and  physical 
education  is  increasingly  being  offered  as  an  elective  at  the  secondary 
school  level  (4).  In  a  recent  ^arvey  of  New  York  State  elementary  schools, 
four  out  of  five  had  not  met  the  State  requirements  for  physical  education 
activity  in  the  previous  year.  Lack  of  facilities  and  programing  is  most 
problematic  in  sparsely  populated  rural  riicas  and  congested  inner  cities. 

The  consequences  of  inadequate  school  programs  and  sedentary 
activities,  such  as  television  viewing  and  inadequate  coinmunity  facilities 
surface  in  a  variety  of  ways.  For  example,  the  President's  Council  on 
Physical  Fitness  and  Sports  offers  a  simple  screening  test  to  identify 
children  who  are  considered  to  be  -'physically  underdeveloped"  by  reason 
of  excess  weight,  muscular  weakness,  low  endurance,  lack  of  coordination, 
or  some  combination  of  these  problems.  One  of  every  six  children  taking 
the  test  fails  it  ( 168,  p.  4). 

It  is  important  not  only  to  reverse  this  trend  but  also  to  increase  the 
emphasis  on  lifetime  fitness  and  other  health  maintenance  skills  for  both 
boys  and  girls,  which  can  have  impacts  far  beyond  the  development  of 
specific  athletic  skills.  Implemer-'ation  of  such  school-based  programs  will 

require  increased  commitmi        oy  schools  and  community  cooperation, 

and  a  reorientation  in  arrangements  for  receiving  expert  advice  and 
support  from  such  sources  as  local  sports  medicine  and  fitness  councils 
within  school  districts  ( 168.  169). 


Extracurricular  Programs 

Schools  and  community  agencies  are  developing  new  ways  of  channel- 
ing the  strong  influence  on  health-related  behavior  exerted  by  peers 
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toward  positive  hf^th  goals.  Such  programs  take  difTerent  forms  including 
the  education  of  younger  children  by  trained  older  stud^nt«:  and  the 
education  of  age  mates  by  trained  students.  Some  of  these  programs  are 
very  large  in  scale.  For  example,  in  New  York,  teams  of  high  scliool 
students,  each  with  responsibility  for  its  own  format,  visited  7  J  elementary 
schools,  reaching  nearly  10,000  fifth  and  sixth  grade  students.  A  peer 
group  model  program  called  "teenage  Health  Consultants^  in  Minnesota 
is  designed  to  provide  information  and  training  to  adolescents  who  then 
become  health  educators  and  make  referrals  within  tl;eir  peer  groups 
(770)-  This  program  has  been  replicated  in  communities  as  well  as  in 
schools,  and  it  is  concentrated  mainly  on  drug  use/abuse^  human 
sexuality,  mental  health,  food  awareness,  and  community  health  re- 
sources. There  are  numerous  reports  of  the  use  of  such  peer  education  in 
smoking  education  (  7,  pp.  20-29), 

Family  planning  clinics,  such  as  that  offered  by  the  city  health 
department  in  Berkeley,  California,  have  developed  model  outreach 
education  and  counseling  programs.  Examples  from  drug  programs 
include 

m  Project  SPARK  (New  York)  is  the  Nation's  largest  school-basea 
drug-abuse  prevention  program*  Strategies  include  drug  educa- 
tion, intervention  through  groups  and  individual  counseling, 
training  of  a  pieer  leadership  cadre,  home  visits,  parent  workshops, 
parent/child  group  sessions,  community  involvement,  curriculum 
development,  alternative  activities,  and  inservice  training  for 
teachers.  Students  in  the  program  had  fewer  absences,  fewer  drug- 
related  referrals  and  disciplinary  actions,  and  better  grades  than  a 
control  group* 

•  Porf  Washington  Project  (New  York)  is  an  alternatives  program 
offering  junior  high  school  youths  an  opportunity  to  develop  video 
productions  that  address  the  problems  they  encounter.  In  compar- 
ison to  controls,  participants  in  the  program  demonstrated  an 
increased  sense  of  personal  worth,  reduced  their  proclivity  to  use 
drugs,  evidenced  f>ositive  patterns  of  social  and  personal  growth, 
had  fewer  inciden^s  of  drug-related  deviant  behavior,  and  im- 
proved their  academic  performance. 

•  Project  Pride  (Florida)  also  uses  peer  counseling  as  prevention 
strategy.  The  program  was  designed  to  complement  and  supple- 
ment existing  guidance  programs  in  the  schools  and  to  take 
advantage  of  the  positive  influences  young  people  can  have  on 
each  other.  Selected  student  volunteers  from  12  junior  high  and 
senior  high  schools  were  trained  in  counseling  and  problem- 
solving  skills.  Peer  counseling  was  made  available  to  youths 
through  a  **rap  room"^  within  the  schools.  An  evaluation  of  the 
project  found  that  the  counselors  and  coimselees  who  were 
involved  in  the  program  for  at  least  I  month  showed  greater 
positive  change  in  their  attitudes  toward  self  than  did  a  matched 
control  group.  And,  96  percent  of  the  teachers  reported  observable 
benefits  for  the  students  as  a  result  of  peer  cotmseling.  Improved 
communication  between  teacher  and  student  was  cited  most 
frequeritly. 
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Pr^chool 

Head  Start  programs  and  formal  day  oare  preschool  programs  offer 
special  opportunities  to  involve  parents  and  to  build  dental,  nutrition,  and 
safety  habits  and  contribute  to  a  positive  self-concept.  Head  Start 
performance  standards  have  required  health  education  for  the  past  7-8 
years,  and  technical  assistance  constiltation  and  activities  guides  (/57, 
171)  have  been  offered  inrough  regional  offices.  Teacher  training  could  be 
further  improved,  with  stronger  monitoring  and  more  active  dissemination 
of  model  materials. 


Implementatioo 

Support  and  Coordination 

Federal  and  especially  State  Governments  can  play  a  significant  role  in 
advancing  school  health  and  safety  education  by  disseminating  curricula 
and  teaching  materials  to  local  groups  of  parents  and  educators.*^ 
Consultants  and  technical  assistance  and  training  teams  are  essential  if 
these  materials  are  to  receive  fair  trials. 

Oearly  articulated  school  health  policy  or  a  consistent  Federal 
coordinating  mechanism  has  not  emerged  in  the  20th  century.  As  a  resiilt, 
at  present,  there  are  no  clearly  defined  health-related  responsibilities 
among  State  education  and  health  departments,  schools,  the  health 
systems,  and  the  family. 

Current  Federal  efforts  to  stimulate  and  improve  school  health 
education  are  now  being  carried  out  by  a  variety  of  offices  within  the 
Department  of  Health  and  Human  Services  (DHHS)  and  the  Department 
of  Education.  Within  DHHS  they  include  the  National  Institute  of  Merxtal 
Health,  the  National  Institute  on  Drug  Abuse,  the  National  Institute  on 
Alcohol  Abuse  and  Alcoholism,  the  Administration  for  Children,  Youth, 
and  Families,  the  Office  of  Adolescent  Pr-'gnancy  Programs,  the  Bureau 
of  Health  Education,  and  the  Office  of  Maternal  and  Child  Health.  There 
is  wide  variation  not  only  in  subject  matter  but  in  appioach,  and  the 
programs  range  from  categorical  (alcohol  education)  to  generic/health 
enhancement  (esteem  building,  development  of  coping  skills).  The  Bureau 
of  Health  Education  for  the  past  5  years  has  conducted  comprehensive 
curriculum  development  and  validation  studies  primarily  through  the 
establishment  of  a  privately  based  Center  for  School  Health  Education, 
and  it  has  funded  advocacy  projects  for  the  improvement  of  health  and 
safety  education  in  the  schools  through  the  National  Congress  of  Parents 
and  Teachers  (/ 73). 

The  Department  of  Education  now  has  an  Office  of  Comprehensive 
School  Health.  This  office  has  a  very  small  staff,  which  is  responsible  for 
coordinating  Federal  school  health  programs  and  for  working  with  State 
and  local  education  agencies  to  develop  programs  in  school  health.  The 
Congress  also  has  indicated  support  for  child  health  education,  and  the 


•Spor  an  excellent  summary  of  avaiUMe  maieriais  and  dissemination  methods  by  State.  Fedetal,  and 
private  ag^ctes  see  Kcrfbcand  Iverson.  ( /72). 
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Scfeool  Health  Education  Program  (P.L*  Part  I)  would  provide 

funding  for  local  and  State  education  agencies  to  establish  demonstration 
and  pilot  projects  in  comprehensive  school  health  education  if  moneys 
were  appropriated  for  its  implementation. 

Coordination  of  health  instruction,  health  services,  and  food  programs 
has  been  difficult  because  of  the  traditional  separation  among  educators, 
health  professionals,  and  nutritioiiists  at  all  levels.  For  instance,  in  1977 
there  were  at  least  a  dozen  Federal  agencies  providing  funds  totaling  more 
than  $2. 1  billion  ($I«6  billion  for  school  feeding  programs)  to  State  and 
local  agencies  earmarked  for  school  health  activities  or  general  health 
funds,  which  may  be  ^>ent  for  the  same  purpose.  There  is  little 
coordination  and  joint  planning  among  these  agencies.  In  addition,  there 
is  an  estimated  $30Q  million  that  the  States  provide  for  school  health 
activities.  State  education  plans  show  little  coordination  of  or  priority  for 
promoting  health  education  or  primary  health  care  through  schools. 
Funds  have  tended  to  go  to  health  and  food  services,  even  when  a  ^mail 
part  is  earmaiiced  for  training  and  education  (e-g.,  N^utrition  Educ<^tion 
and  Training  Program,  Department  of  Agriculture).  There  is,  in  fact, 
langasLglc  requiring  formal  agreements  between  local  health  and  education 
agencies  in  regulations  for  several  programs.  This  tendency  may  increase 
with  the  establishment  of  the  separate  Department  of  Education. 

Teacher  Training 

Only  22  States  certify  secondary  school  teachers  in  health  education 
(^174)^  and  with  decreasing  enrollment  more  and  more  schools  are  asking 
their  teachers  to  teach  outside  their  fields.  Elementary  school  teachers 
usually  lack  adequate  training  for  the  effective  teaching  of  health 
education.  Today  when  children  with  varying  special  needs  are  being 
integrated  into  regular  schools  and  classrooms,  the  health  and  develop- 
mental needs  of  these  children  also  should  be  an  integral  part  of  teacher 
preparation  and  inservice  training.  In  addition,  training  should  enable 
teachers  to  detect  problems  at  an  early  stage  and  refer  children  for 
assistance. 

Measures  for  improving  teacher  competence  in  health  education 
include  grants  to  State  and  local  agencies  for  continuing  education  (with 
the  provision  that  th^  enlist  the  cooperation  of  the  heahh  agency); 
encouraging  States  to  require  preparation  in  health  education  for 
elementary  school  teachers;  and  encouraging  States  to  require  credentials 
in  health  education  for  teachers  of  health  education  courses  at  the 
secondary  school  leveL 

AO  jMrescfeool  and  elementary  school  teachers  should  be  knowledgeable 
about  the  special  needs  of  children  with  handicapping  and  other  health 
problems,  be  able  to  detect  certain  vision,  hearing,  and  other  health 
problems,  and  be  able  to  in[q>lement  a  health  education  curriculum.  In 
additie  ,  certification  of  secondary  teachers  in  health  education  should  be 
adopted  by  all  States  which  in  some  areas  may  imply  "retooling^  of 
con^e  faculties  to  ensure  high-quality  pr«?paration.  Only  22  States  have 
mandatory  school  nurse  certification  requirements  and  three  others  are 
developing  them  (/74,  p.  5).  Classroom  teachmg  by  school  nurses  and  of 
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individual  children  and  parents  would  be  strengthened  if  certification 
were  required  for  such  nurses  and  if  health  education  training  were  a 
criterion  for  certification. 


The  schools  are  receiving  renewed  attention  as  sites  for  disease 
prevention  and  health  promotion  at  the  same  time  that  some  of  them  are 
hard  pressed  to  accomf^ish  other  basic  tasks.  However,  many  excellent 
programs  attest  to  the  potential  success  of  health  education — as  a  part  of 
health  services,  in  the  classroom,  in  physical  education  programs,  in 
extracurricular  activities,  and  as  a  product  of  a  healthy  school  climate  of 
discipline  and  rcspexX  for  students. 

To  ensure  that  children  in  over  16,000  school  districts  have  appropriate 
and  high-quality  health  education,  and  recognizing  at  the  same  time  local 
control  of  schools,  will  require  the  resolution  of  certain  issues  including 
agency  "turf,"  teacher  and  school  nurse  competency  in  health  instruction 
and  physical  education,  and  Federal,  State,  and  local  commitment  to 
quali^  health  education.  Possible  steps  include 

•  Promoting  a  woiidng  relationship  between  the  health  care 
services,  school  food  programs,  and  classroom  and  extrjicurricular 
health  education  programs  at  the  Federal,  State,  and  local  levels 

•  Promoting  the  development  and  diffusion  of  compreh;  *sive 
school  health  instruction  curricu'-i  through  such  steps  as  \irg^g 
allocation  of  funds  for  the  ScL^l  Health  Education  Program 
(P.L.  95—561,  Part  I),  which  provides  funds  for  State  and  local 
school  health  education  demonstration  and  pilot  projects  and  by 
increasing  support  for  the  Office  of  Comprehensive  School  Health 
Education,  which  provides  technical  assistance  to  State  and  local 
education  agencies 

•  Improving  teacher  competence  in  health  education  through  grants 
to  State  and  local  agencies  for  continuing  education  (with  the 
provision  that  they  enlist  the  cooperation  of  the  health  agency) 

•  Encouraging  States  to  require  training  in  health  education  for 
elementary  school  teachers 

«  Encouraging  States  to  require  credentials  in  health  education  for 
teachers  of  health  education  courses  at  the  secondary  school  level 

•  Encouraging  States  to  require  that  training  for  school  nurses 
include  adequate  training  in  education 

«  Creating  incentives  for  State  and  intermediate  level  education 
agencies  to  employ  health  education  specialists 

•  Counteracting  the  decline  in  ph^cal  education  programs  and 
increasing  the  emphasis  on  lifetime  fitness  and  other  health 
maintenance  skills 

•  Continuing  to  strengthen  the  health  education  component  in 
Head  Start  programs  through  teacher  training,  better  dissemina- 
tion of  model  curricula,  and  project  monitoring 

•  Stimulating  further  development  of  peer  counseling  and  other 
extracurricular  activities  directly  or  indirectly  beneficial  to  health 
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The  Mass  Media 


The  mass  mcdia«  and  particulariy  television^  have  a  tremendous 
potential  to  influence  health.  The  first  concern  should  be  that  the  mass 
media  do  no  harm.  The  second  and  almost  eqtially  important  concern  is 
that  it  be  used  to  improve  health  and  safety-related  behavior, 

Procectioii 

There  is  widespread  agreement  on  the  need  to  limit  or  at  least  to 
provide  a  counterinfluence  to  the  negative  efFecis  of  programs  and 
advertising  viewed  primarily  by  young  children.  There  is,  however, 
widespread  disagreement  over  the  degree  of  protection  needed  and  the 
choice  of  methods.  There  are  a  number  of  methods  that  can  be  used  to 
alter  the  negative  impact  of  television,  including  complete  and  partial  bans 
on  airing  certain  types  of  advertising  or  behavior;  limiting  particular 
promotional  techniques  or  behaviors;  limiting  the  volume  of  conmiercials 
for  given  types  of  products;  affirmative  health  disclosures  and  warnings 
within  the  context  of  a  given  conmiercial;  counieradvertising;  and 
modeling  of  pK>sitive  behaviors  (e.g.,  wearing  seat  belts  in  automobile  ads 
and  portraying  children  without  sex-role  stereoty|>es). 

Both  the  Federal  Trade  Commission  in  the  context  of  the  proposed 
"•Children's  Advertising  Rule""  (64,  pp.  42-50)  and  the  Federal  Communi- 
catiom^  Commission  (  /  75)  have  concluded  that  while  bans  are  remedies  of 
the  last  resort,  the  other  alternatives  are  less  likely  to  be  effective  in  the 
case  of  young  children.  Other  evidence  suggests  that  adherence  to  the 
Broadcaster's  Code  has  been  disappointing.  Militating  against  the  use  of 
bans  are  questions  of  constitutionality,  a  traditional  spirit  cf  caveat 
emptor^  and  disputes  over  jurisdictional  authori^  of  potential  regulatory 
agencies. 

Counteradvertising  could  provide  supplemental  nutritional^  safety^  and 
other  health  information.  The  effectiveness  of  counteradvertising  was 
demonstrated  during  1967-70  when  the  Federal  Communications  Com- 
mission's Fairness  E>octrine  led  to  $60  million  being  spent  in  1  year  alone 
for  free  television  time  for  antismoking  campaigns  to  counter  cigarette 
advertising.  £>espite  the  fact  that  time  used  for  cigarette  advertising  was 
four  times  (/76>  greater  than  that  of  the  counteradvertising^  there  was  a 
decline  in  per  capita  cigarette  sales  in  the  United  States.  Consumption 
increased  again  atfter  cigarette  advertising  was  removed  from  television 
and  with  it  most  of  the  antismoking  messages  (777).  Et  could  be  that  the 
two  types  of  commimications  represented  a  *''two-sidcd  argument.**  Such 
arguments  have  been  found  to  be  more  effective  than  those  that  present 
only  one  side  il78X  The  counteradverdsing  appears  primarily  to  have 
resulted  in  smokers  switching  to  lower  tar  and  nicotine  cigarettes  and  in 
influencing  nonsmokers  not  to  start  (/79).  The  deterrent  effect  was  less 
strong  among  adolescents^  perhaps  because  tht  antismoking  messages 
concentrated  on   health   consequences  only  and  did   not  appeal  to 
attractiveness — the  more  salient  motive  for  this  age  group. 
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Possible  methods  of  funding  counteradvcrtising  include  the  requirement 
that  advertisers  set  aside  a  certain  percentage  of  their  advertising  budget 
for  counteradvcrtising  of  regulated  products  (64)  or  the  levying  of  a  "ratio 
of  risks  to  benefits  tax,"  which  would  be  based  on  the  degree  of 
noxiousness  of  the  product  ( /«?).  In  addition  to  regulatory  approaches 
there  are  three  other  importai*:  avenues:  education  and  encouragement  of 
alternatives  to  commercial  piograiaing  and  to  television  as  entertainer  and 

babysitter.  ^  .  ,  .  j 

Educational  efforts  to  foster  the  critical  viewing  skills  of  children  and  to 
guide  and  modify  the  context  of  children's  television  viewing  show 
promise.  These  efforts  include  classroom  sessions  based  on  advance 
descriptions  of  shows  and  accompanied  by  teaching  guides  for  teachers. 
The  I>cpartmcni  of  Education  has  recently  fimded  four  large  experimental 
projects  at  the  elementary,  junior  and  senior  high  school,  and  junior 
college  levels  to  develop  and  test  appropriate  viewing  skills  curricula,  so 
that  evaluation  of  this  approach  will  be  forthcoming  soon- 
There  is  also  some  evidence  that  the  influence  of  television  on  children 
can  be  mitigated  by  parents  and  teachers.  If,  for  example,  television 
violence  is  criticized  by  an  authoritative  person,  subsequent  aggression  on 
the  part  of  the  child  viewer  is  sharply  reduced.  Other  studies  conclude  that 
"television  may  teach,  but  the  outcome  of  that  teaching  is  subject  to  the 

views  and  opinions  expressed  by  parents  and  teachers  Much  of  the 

power  of  television  depends  on  An  imnecessary  vacuum  that  adults  create 
by  omission"  (5S)- 

A  number  of  yeai-s  ago,  local  and  national  groups  were  mobilized  to 
form  a  citizens'  lobby  to  protect  children's  interests  in  television 
programing  and  advertising  and  to  promote  parental  participation  in 
children's  television  viewing,  including  program  selection.  Families  are 
encouraged  to  watch  selected  programs  together  and  to  interact  during  the 
show,  further  benefiting  fi-om  comments  and  reactions.  Because  efforts 
such  as  these  and  The  Family  Guide  to  Children's  Television  i57)  have 
been  directed  largely  to  the  middle  class  and  because  low-income  children 
spend  twice  as  much  time  watching  television  as  more  affluent  children 
il8L  p.  20),  education  programs  for  low-income  parents  ought  to  be  a 
high  priority  along  with  programs  for  middle  class  parents. 

Although  s^ments  of  the  population  are  well  served  by  the  broadcast- 
ing system,  the  children  are  woefully  underserved.  The  FCC  believes  tlmt 
there  is  considerable  demand  for  and  benefit  to  society  from  age-  pecific 
educational  programing,  but  that  this  demand  is  unfulfilled.  The  limited 
number  of  broadcasting  outlets  across  the  country  Limits  opportumties  for 
program  diversity  and  prevents  the  development  of  programs  that  meet 
preferences  of  small  audiences.  It  is  important  to  realize  that  the  imtial 
research  and  development  period  required  to  create  the  level  of  quahty 
educational  programing  of  Sesame  Street"  and  other  acclaimed  programs 
is  both  expensive  and  lengthy.  Lesser  (/»2),  however,  notes  that  fewer 
resources  are  necessar\'  once  the  initial  progiam  costs  have  supported  the 
creation  and  production  process.  Some  change  is  occurring  for  children 
living  in  families  able  to  purchase  cable  programing.  In  the  last  year,  three 
different  cable  program  packages  have  been  initiated.  For  example, 
•*Nickelodeon''  provides  an  entire  channel  of  programs  for  children,  some 
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aimed  at  each  age  group,  and  much  of  it  is  educational  specifically  for 
presciKX>l  children.  **NidceIodeon**  offers  125  hours  <^  varied,  violence- 
free  material  with  no  advertising. 

A  note  of  caution  over  the  argument  that  the  so-called  **ncw 
tecimology**  wiU  offer  a  great  diversity  of  tdievi^ion  programing,  with  far 
more  programmg  being  avaiUible  for  children  has  been  sounded  by 
Comstock: 

In  the  abstract,  th^  also  promise  television  for  specialized  and 
smaller  audiences  than  those  from  which  iH^oadcasters  now  reap  their 
rewards.  Yet  there  arc  two  unanswered  questions.  The  first  concerns 
who  will  pay  and  how  universal  access  for  children  will  be  achieved. 
Access  to  these  devices  are  contingent  on  family  affluence,  and  what 
the  new  technology  may  bring  is  two  video  cultures — one,  barren 
and  stripped,  for  the  <^ildren  of  the  poor,  and  another,  rich  and 
varied^  for  the  children  of  the  rich.  The  second  concerns  how  the 
ostensibly  superior  programing  will  be  financed*  Television  is  an 
expensive  business,  and  the  fractioning  of  the  audience  simply  may 
not  result  in  enough  viewers  to  make  new  and  different  programing 
profitable.  Thus,  the  new  technology  may  come  to  mean  only  more 
of  the  same.  Conceivably,  it  could  even  mean  less  of  the  same — if  the 
new  technology  draws  enough  viewers  away  from  broadcast  televi- 
sion to  reduce  the  investment  that  broadcasters  now  make  in  new 
programing.  Television  not  only  commands  our  attention  for  what 
we  have  seen  of  it,  but  for  the  unknown  that  we  will  discover  in  the 
future  (5^. 

Alternatives  to  television  viewing  should  be  made  available.  Again, 
special  priority  goes  to  disadvantaged  children  who  tend  to  live  in 
neighborhoods  with  fewer  recreational  facilities  and  fewer  organized 
activities.  Increased  availabili^  of  child  care  would  help  reduce  reliance 
on  television  as  a  babysitter  and  companion. 

PromotiOD 

Just  as  the  mass  media  can  be  a  negative  influence  on  health-related 
behavior,  they  also  have  the  potential  to  promote  health.  However,  a 
belief  in  the  **powcr  of  the  media''  without  consideration  of  its  limitations 
has  led  to  some  expensive  failures.  There  are  several  answers  to  the 
question,  **Why  can*t  we  •seU*  safe  driving,  good  nutrition,  or  abstinence 
from  smoking,  just  like  Pop  Rocks  or  Schlitz?^ 

m  The  goals  of  advertisers  are  usually  very  different  from  those  of 
public  interest  or  social  welfare  agencies.  Corporate  advertising 
campaigns  usually  aim  to  affect  brand  preferences  only  and  are 
considered  successful  if  just  I  or  2  percent  of  the  target  audience 
switches  to  their  brand.  Health  promotion  programs  may  seek  to 
change  the  behavior  of  a  large  proportion  of  the  target  population 
and  to  influence  people  to  forego  familiar  and  deeply  embedded 
habits  or  to  adopt  behaviors  that  arc  inconvenient  or  diffictdt. 
•  Advertisers  usually  have  an  advantage  in  that  the  desired  response 
is  easity  elicited,  or  they  remove  as  many  barriers  to  a  favorable 
response  as  possible.  People  can  respond  to  such  advertising  on 
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their  next  trip  to  the  store  or  by  making  a  single  toll-free  telephone 
call.  Health  activities  are  usiially  less  convenient,  as  in  the  case  of 
making  clinic  visits  during  working  hours. 

•  The  resources  of  health  agencies  for  advertising  are  miniscule 
compared  to  the  advertising  budgets  of  major  companies. 

•  Commercial  advertisers  even  have  the  advantage  of  the  cumula- 
tive effects  of  advertising  by  competitors  for  the  same  products.  In 
competing  for  the  children's  aspirin  or  candy  inarket,  they  are  all 
contributing  to  the  perception  of  the  desirability  of  and  need  for 
such  products. 

Media  for  Specific  Audiences 

The  mass  media  and  selected  channel  \vithin  a  medium  vary  widely 
according  to  their  audiences  and  their  ability  to  tailor  programs  to  the 
needs,  interests,  and  culture  of  their  respective  audiences.  Television  is 
most  likely  to  reach  young  children,  elderly  persons,  others  who  are  at 
home  during  the  day,  and  low-income  groups.  Radio  is  more  likely  to 
reach  teenagers  and  elderly  persons  than  other  age  groups.  Such  selectivity 
was  a  major  factor  in  the  ineffectiveness  of  the  $7  million  privately 
sponsored  "Feeling  Good"  series  several  years  ago,  which  was  aimed  ai 
low-income  adults.  It  was  aired  on  public  broadcasting  stations  but  very 
few  people  in  the  intended  audience  generally  watch  these  stations.  The 
"Feeling  Good"  evaluators  ruefully  drew  the  following  conclusion  about 
television:  "The  near-universality  of  television  receivers  does  not  imply  a 
realistic  potential  for  universal  reach  by  any  particular  program."  The 
potential  of  any  program  or  series  is  limited  by  predisf>ositions  toward  the 
program  concept,  availability  of  viewing  time,  established  patterns  of 
viewing  or  not  viewing  public  television  in  general,  and  awareness  of 
particular  programs  ilSSy  The  cost  of  such  programs  must  therefore  be 
evaluated  in  relation  to  the  cost  per  appropriate  person  reached. 

There  is  considerable  evidence  that  the  mass  media  are  best  used  to 
inform  people  or  to  reinforce  messages  originating  elsewhere  (/54.  I8S). 
The  media  can  effective  in  changing  behaviors  that  are  not  deeply 
ingrained  and  for  which  there  exists  an  easy  and  acceptable  substitute — 
e-g.,  switching  to  sugarless  chewing  gum  or  a  higher  quality  snack  (186,  p. 
187).  The  media  are  not  usually  effective  in  changing  complex  health 
behaviors,  although  some  of  the  audience  may  be  prompted  to  take  the 
recommended  action  and  may  later  influence  others.  For  example,  the 
literature  on  the  effectiveness  of  radio  and  television  on  automobile 
sejiibeU  use  has  been  consistently  negative  (e.g.,  187), 

Determining  content  of  media  messages  requires  careful  study  of  the 
intended  audience  and  knowledge  of  literature  on  persuasive  conmiunica- 
tions  {178,  188,  1 89),  and  diffusion  of  innovations  (184).  For  example, 
adolescents  are  very  well  informed  about  health  topics  such  as  smoking. 
Thus,  media  efforts  should  be  directed  not  at  informing  but  at  helping 
adolescents  deal  with  peer  pressures  (5)  and  at  appealing  to  other  motives. 
On  the  other  hand,  adolescents  do  not  usually  have  as  detailed  a 
knowledge  about  contraception-  Because  of  the  detail,  this  information 
might  best  be  transferred  by  magazine  articles  rather  than  television. 


The  use  of  television  for  instruction  in  school  and  at  home  has  had 
several  notable  successes*  "^Sesame  Street^^  and  the  **Electric  Company/* 
both  of  which  receive  Federal  fundings  have  increased  reading  skills  and 
served  as  alternatives  to  advertisements  and  programs  with  objectionable 
content*  Success  of  such  programs  may  be  more  modest,  however^  in 
influencing  health-related  behavior.  One  series  on  pa^'^  ^  "Footsteps^" 
funded  by  the  Oepartment  of  Education  and  aired  c  broadcasting 
stations  has  been  used  extensively  by  community  ^  ds  .  nd  colleges. 
Unfortunately,  the  effects  of  the  program  on  kno  titudes,  and 

behavior  are  unknown* 

The  production  of  high-quality  media  programs  for  a  large  number  of 
schools  and  other  iocal  agencies  that  would  never  be  able  to  afford  them  is 
a  legitimate  part  of  Government  health  education  activities,  but  given  the 
high  costs  and  the  unanswered  questions  about  their  effectiveness^ 
evaluations  should  be  a  required  part  of  such  projects. 

The  uses  of  television  are  expected  to  change  as  package  programing^ 
video  discs,  and  cable  television  become  common.  These  alternate  systems 
are  much  less  expensive  and  provide  a  greater  opportunity  than  broadcast 
television  for  reaching  specific  populations,  and  they  are  also  easier  to 
combine  with  other  educational  methods.  For  these  reasons,  cable 
television  appears  to  have  a  pK>tential  role  in  health  education  (190).  and 
already  there  is  at  least  one  stati  n  for  hospitalized  people. 


Media  Other  Than  Television 


Patient  package  inserts  and  food,  drug,  and  other  substance  labels  are 
other  media  that  enable  already  motivated  people  to  obtain  important 
heaiih  information*  The  new  FDA  regulation  requiring  that  the  contents 
of  commercially  sold  baby  foods  be  listed  on  the  label,  not  only  allowed 
consumers  to  m^ke  better  choices,  but  also  led  manufacturers  to  improve 
the  quality  of  the  foods  being  sold-  Standardization,  such  as  the  adoption 
of  a  standard  and  universal  symbol  of  danger  recognizable  by  children, 
would  greatly  assist  educational  campaigns  and  encourage  understanding 
and  attention.  Standardization  in  packaging  consumer  information  is  a 
necessary,  although  not  sufficient  condition  for  wise  consumer  choices 
and  would  support  continued  efforts  by  the  Food  and  Drug  Administra- 
tion, the  Department  A  -^uiture.  and  the  Consumer  Product  Safety 
Commission  to  improve  p      u     '  f  Seling  and  package  inserts. 

The  Department  of  * ^  .  and  Human  Services  is  increasingly 
redefining  its  role  as  a  "*v»:,  *  saler'"  of  health  information  and  is  currently 
considering  ways  to  <^han*^l  this  information  through  other  more 
influential  channels.  Intennedtary  or  ''^access^^  groups  such  a^  labor 
unions*  health  care  institutions,  convmunity  organizations,  PTA^s,  and  the 
like  have  special  credibility  for  certain  populations  and  the  ability  to 
""translate**  messages  mto  the  frame  of  reference  of  their  constituents. 
Under  this  approach  Federal  supf>ort  to  intermediary  groups  includes 
collection  of  infoTnation  and  consensus  building:  determination  of  high- 
ri.^.k  populations  in  order  to  fi:>rmulate  appropriate  basic  messages;  and  the 
provision  ^  f  message  testing  services  ajid  the  conduct  of  program 
evaluatlonr.  This  is  more  efficient  and  effective  than  general  progran. . 
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that  do  not  reach  large  subpopulr.tions.  In  addition,  such  an  approach  also 
encourages  the  building  of  n^^w  networks  that  could  continue  autono- 
mously even  if  Federal  moneys  are  shifted  to  other  priorities. 


There  is  a  need  to  increase  the  protectjon  of  children  against  media 
influence  leading  to  unhealthy  behavior.  Such  measures  could  include  the 

following:  .  „       .       -    J  J 

«  Requiring  counteradvertising  for  commerciaUy  advertised  prod- 
ucts that  are  harmful  to  health.  The  "two-sided  arguments"  should 
be  developed  under  auspices  other  than  advertisers. 
«  Monitoring  network  programing  and  periodically  reporting  to  the 
public  on  progiairi  co&tcnt  and  advertising  on  programs  that 
children  often  watch. 

•  Modifying  license  renewal  forms  to  require  information  specifical- 
ly about  the  licensee's  programing  for  children. 

•  Engaging  in  *^awboning"  with  thu  networks  regarding  commercial 
advertising,  programing  balance,  and  the  modeling  of  health- 
enhancing  behaviors.  - 

•  Limiting  the  type  and  amount  of  advertising  directed  at  young 

children.  ,  ,  , 

•  Increasing  support  for  the  "critical  viewing"  skills  to  reduce  the 
im|>act  of  commercial  and  other  media  messages. 

•  Encouraging  parents  to  monitor  viewing,  to  emphasize  selective 
rather  than  continuous  viewing,  and  to  discuss  programs  and 
commercials  with  their  children. 

•  Fostering  the  development  of  alternatives  (recreational  opportum- 
ties  and  child  care  centers). 

Mass  media  should  be  used  more  effectively  to  commumcate  health- 
related  information  and  to  encourage  healthful  behaviors  by 

•  Continuing  Federal  suppor*  for  high-quality  educational  pro- 
grams of  proven  value  and  evaluating  the  impact  of  new  programs 
on  behavior 

•  Encouraging  the  endorsement  of  healthful  products  by  profession- 
al organizations  and  by  characters/celebrities  whom  children  hold 
in  high  esteem 

•  Sponsoring  public  service  annoimcements  and  purchasing  prime 
time  (e.g.,  Saturday  morning)  for  health-promoting  advertising 

•  Giving  higher  priority  for  funding  to  programs  that  (a)  utilize 
multimedia  and  more  personalized  methods;  (b)  take  into  consid- 
eration the  ability  of  the  "target  audiences"  to  follow  through  on 
any  positive  motivation  that  may  develop;  (c)  select  channels  with 
a  high  probability  of  reaching  the  intended  audience;  (d)  develop 
messages  carefully,  using  communications  and  learning  theories; 
and  (c)  include  an  evaluation  component 

•  Emphasizing  and  improving  the  role  of  the  Federal  health 
agencies  in  developing  model  messages  for  gro'  with  existing 
credibility  in  comir  nities  and  among  high-ris^  ^^.bgroups,  and 
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assisting  such  intermediary  groups  in  building  their  capacity  to 
relate  to  the  health  needs  of  their  constituent^ 


Conmnmity  Settings 


The  formal  and  informal  structures  within  the  community  ofTer  a  scale 
and  group  identity  better  suited  to  certain  public  education  and  support 
tasks  than  larger  bureaucratic  and  centralized  structures. 

A  wide  variety  of  lay  self-help  groups,  including  Candlelighters  and 
other  support  groups.  Parents  Anonymous  and  other  treatment  groups, 
the  National  Welfare  Rights  Organizaton  and  other  social  advocacy 
groups,  women's  health  collectives,  food  cooperatives,  and  other  alterna- 
tive communities  provide  examples  of  the  vigor  of  private  groups.  In 
urban  as  well  as  rural  areas,  a  variety  of  public  and  private  agencies  and 
youth-serving  organizations  have  been  involved  in  health  and  safety 
education.  These  include  Boys'  Clubs,  Scouts,  Police  Athletic  Leagues, 
athletic  programs  of  cities  and  towns,  and  youth  groups  in  religious 
organizations.  TTie  Federal  Education  and  Parenthood  Program,  for 
example,  was  adopted  by  many  youth-serving  group>s  with  positive  results. 
The  Boys^  Clubs  have  undertaken  exceUent  alcohol  education,  immuniza- 
tion, and  hypertension-  programs. 

Educatioxial  campaigns  aimed  at  social  groups  can  help  to  change  the 
context  in  which  individuals,  particularly  children,  decide  about  health 
behaviors.  Commimities^  worksites,  and  families  can  be  assisted  in  looking 
critically  at  the  implicit  and  explicit  messages  they  convey  about  health 
and  acceptable  behaviors. 

It  is  important  to  recognize  the  paradoxical  nature  of  support  systems, 
which  can  also  be  destructive  or  confusing.  Health  seeking  behavior  may 
be  vying  with  or  undermining  family  or  peer  relationships,  since  a  support 
system  may  itself  have  some  investment  in  maintaining  an  unhealtiiful 
behavior. 

A  growing  number  of  youngsters  are  without  very  many  ^6  of 

support.  It  is  difficult,  for  example,  for  an  adolescent  to  adapt  to  a  society 
that  is  becoming  increasingly  fragmented,  characterized  by  disillusion  of 
community,  absence  of  inconsistent  adult  role  models,  rapidly  changing 
sex  role  expectations  and  sexual  mores,  and  few  meaningful  employment 
or  recreational  opportunities.  Where  once  a  clear  and  relatively  consistent 
set  of  prescriptions  for  behavior  were  conveyed  and  enforced  through 
tight  family  and  social  networks,  there  are  now  fewer  clear-cut  guides  for 
behavior.  The  credibili^  of  former  authority  figures  has  been  undermined, 
and  the  ties  with  traditional  sources  of  influence  have  been  weakened. 

The  task  of  health  education  was  once  to  interrupt  the  normal  flow  of 
information  and  social  influence  on  health  in  order  to  correct  ^me  of  the 
misinformation  in  ^old  wives  tales^  and  to  raise  public  expectations  for 
the  newly  developed  potential  of  modem  public  health  and  medicine. 
Today  the  task  of  health  education  is  to  strengthen  and  supplement 
traditional  channels  of  communication  and  social  influence  in  order  to 
reach  culturally  diverse  and  socially  isolated  people.  Such  channels  are 
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needed  to  interpret  and  adapt  centrally  produced  health  information  that 
cannot  be  equally  sensitive  to  the  many  variations  of  problems,  concerns, 
circumstances,  risks,  values,  and  attitudes  of  a  pluraUstic  community  and 
society.  Programs  with  a  strong  commitment  to  empowering  individuals, 
famiUes,  and  community  groups  should,  therefore,  be  given  a  higii 
priority. 


Community  Organ  iTatioo 

Organization  at  the  community  level  has  taken  several  approaches, 
deoending  on  the  strength  of  the  informal  systems,  the  quality  of  their 
relationships  to  service  and  other  institutions,  and  the  philosophy  of  the 
agency  or  group  initiating  the  program.  Broad  involvement  of  people  for 
determining  and  solving  their  own  problems,  building  consensus  among 
community  groups,  and  increasing  interest  is  one  major  tactic,  based  on 
an  assumption  that  there  are  common  interests  or  at  least  reconcilable 
differences.  A  self-help  and  family  education  program  in  Oregon  assisted 
communities  in  learning  crucial  first  aid  and  home  care  skills 
numerous  pr-grams  in  North  CaroUna,  notably  the  30-year-old  Farm  and 
Home  Organization  of  Chatham  County,  addressed  a  nimiber  of  commu- 
nity needs  (/P2);  and  the  Mom  and  Tots  Center  described  in  9226 
KcrchcvaJ—The  Storefront  That  Did  Not  Bum  {193^  was  a  commumty- 

based  clinic.  . 

Social  planning  approaches  emphasize  rational  deliberation  and  techm- 
cal  expertise  for  solving  problems.  Fact  gathering  and  data  analysis  are 
stressed  over  community  participation.  Such  approaches  have  resulted  m 
important  interorganizational  agreements  and  cooperative  enterprises, 
which  have  solved  problems  of  splintered  and  sometimes  conflicting 
activities  and  fiUed  in  gaps  and  coverage— interagency  councils  on  family 
planning,  smoking,  child  welfare,  drug  abuse,  and  th   '  ike. 

At  times  basic  changes  are  needed  in  major  institu  ons  and  community 
p'-actices  am:  distribution  of  power  and  resources  in  the  community. 
yvJthoueh  social  action  through  such  agencies  as  Commumty  Action 
Ag^ucies  are  in  less  favor  than  they  were  in  the  1960's,  such  approaches 
are  a  Rgitimate  and  needed  tool  for  improving  child  health.  MobUizaUon 
of  diverse  interest  groups  such  as  Merchant  Seamen  and  public  assistance 
beneficiaries  prevented  the  closing  of  the  Public  Health  Service  Hospital 
in  Seattle  in  the  early  1970's.  Various  interest  groups  have  successfully 
brought  about  product  safety  legislation  and  recall  of  hazardous  products. 
Legal  assistance  action  in  organized  groups  of  Medicaid  beneficiaries  and 
advocates  has  stopped  Medicaid  cutbacks  and  iripcsition  of  copa>rments 
in  numerous  States  and  brought  about  the  implementation  of  Early 
Periodic  Screening,  Diagnosis  Treatment  (EPSDT)  programs  m  others. 

Selected  Programs  and  Activities  Within  the  Community 

Agricultural  Extension 

Agricultural  Extension  has  a  unique  and  only  partially  realized 
potential  for  health  education  in  rural  communities  at  all  levels  of  the 
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population.  Its  mission  is  education  and  community  development  to  help 
people  improve  their  social  and  economic  well-being,  acd  one  of  its  five 
goals  is  family  health.  There  is  a  cohesive,  credibtc.  and  weU-scafTed 
networic  of  home  demonstration  agents  and  youth  workers,  which  in  many 
States  still  reaches  small  farmers.  Health  programing  has  varied  over  the 
years.  Recently  there  has  been  a  resurgence  of  interest  and  activity,  but 
funding  is  very  limited.  Most  States  have  extension  specialists  working  on 
health  projects,  and  eight  States  (Arkansas,  Louisiana,  Pennsylvania, 
Ohio,  Virginia,  Maryland,  Missouri,  and  Wisconsin)  received  special 
Federal  funding  for  consumer  health  education  projects  in  various  areas 
of  health  care  services  in  the  early  and  mid-1970's.  In  Arkansas,  for 
example.  Agricultural  Extension  was  the  basis  of  the  immunization 
program.  In  the  case  study  of  the  hyp>ertension  project,  one  of  the  many 
health  programs  of  the  active  Florida  Homemakers  Council,  the  capacity- 
building  aspect  is  emphasized: 

Many  women  attending  the  workshop  [State  meeting  of  the 
Homemakers  Council  on  Hypertension]  came  from  rural  counties 
and  were  not  totally  familiar  with  their  resources.  They  felt 
incompetent  to  initiate  a  program.  The  workshop  sessions  helf>ed 
them  realize  that  the  need^  resources  were  available  to  them  for  an 
education  program  on  hypertension  and  a  cardiovascular  screening 
program:  county  health  departments . . .  [etc.].  Through  the  work- 
shop sessions  they  began  to  gain  confidence  in  their  own  abilities  to 

plan  and  initiate  local  level  programs  

Sixteen  Homemakers  Oubs  with  membership  in  the  low-income 
group,  three-fourths  of  whom  are  Black,  have  initiated  programs  on 
hypertension.  The  Extension  home  economics  agent  helps  them 
understand  the  problem  of  hypertension,  then  lets  them  decide  how 
they  want  to  cope  with  it  (i94). 
A  longitudinal  evaluation  of  one  of  the  Expanded  Food  and  Nutrition 
Education  Programs  (EFNEP)  showed  that  monthly  home  visits  by 
nutrition  aides  for  1  year  were  successful  in  raising  the  nutritional  levels 
among  homemakers  in  Appalachian  white  and  Eastern  Shore  olack 
families  (*5),  and  the  study  suggests  that  the  EFNEP  training  and 
program  objectives  could  be  enlarged  to  achieve  larger  maternal  and 
family  health  and  sanitation  purposes. 

North  Karelia  Cardiovascular  Risk  Reduction  Project 

One  example  of  a  conmiunity-wide  health  improvement  project  that  has 
captured  the  imagination  of  polic^rmakers  in  recent  years  took  place  in  a 
Finnish  community  with  the  highe^:t  premature  cardiovascular  death  rate 
in  the  world.  This  project  demonstrates  the  powerful  force  that  can  be 
exerted  by  comm-mity  norms  once  the  initial  momentum  for  change  has 
been  achieved. 

This  project  brought  about  changes  in  health  behavior  associated  with 
cardiovascular  risk  a  ^  d  reduction  in  cardiovascular  morbidity  and 
mortality  through  a  c  mbination  of  approaches,  including  increased 
health  information  through  the  media;  health  education  training  for 
personnel  working  in  the  field  of  health,  education,  and  social  welfare,  as 
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well  as  in  civic  organizations;  organization  of  special  senoccs  Chcalth 
^hool    social  services,  and  civic  organizations);  and  introduction  of 
Tn^on^^l  changes  (low-fat  dairy  P^^d-ts  ^.d  ^u^f;?;  ^^^^^ 
growing,  improved  diet  in  institutions,  prohibition  of  smoking  in  public 

^*ThS  ofoi^^t  should  be  characterized  as  a  community  developmenr 
effort;  aSd  it  was  initiated  in  response  to  a  petition  from  the  commumty  to 
the  central  Government  for  assistance,  not  the  reverse. 

Channel  One 

Another  example  of  a  nationally  recognized  prefect  ^^^J^^^.^^^^^^^^ 
an  evaluation  element  is  Channel  One  (meaning  ^*=/=<^"^,"5*;y  ^.  ™ 
number  one  channel  for  influence  and  action),  an  alcoho  and  dr.ig  abuse 
;^^tion  program  for  young  people  Funded  t  ^^^atio,^  I^^m^^^ 
on  Drue  Abusf  (NIDA)  Prevention  Branch  through  its  I^ramid  Project 
and  Arou^  the  Gloucester  Community  Development  Corporauon  of 
GlouS^Ter^Massachusetts,  Channel  One  involves  the  ^^^'-^^^2"^- 
ance  Company  and  its  sales  managers  who  work  with  ^^^"^^"^^^^^l 
NIDA  sina^ State  agencies  and  provide  support  materials.  Channel  One 
^s  a  pri^^  that  iJds  to  a  networking  partnership  among  people,  the 
Dubhc'^^S?,  and  the  business  sector,  primarily  on  a  local  commumty 
Lve  -  It  will  be  recognized  thet  this  is  a  classic  commumty 

d^Lpm^nt  app^ach  that  s^i^  local  resources  and  involvement  to 
p^^Se^Sool^credit  and,  sometimes,  a  small  wage  for  ^o^^^S  .^"f 
l^^nR  from  community  projects.  That  the  resources-speciahst-gmd^ 
mS^n^^  projects-come  largely  from  the  community  builds  a  sense 
of  A^^munVs  valuing  their  adolescents.  This  project  is  credited  with 
en^urT^T  schS^l  perforSiance  and  reducing  dropouts  and  with  prevent- 
ing  drug  and  alcohol  problems. 

Collective  Action  for  Environment^  Protection  and  Safety  Regula- 


tions 


Public  support  and  understanding  are  needed  for  the  success,  if  not  the 
ena^toienl  of^rotective  strategies  ?o  influence  health  and  safety.  Public 
vafu^fn  the  United  States  tend  to  be  in  opposiuon  to  interference  in 
parental  prerogative  and  in  behaviors  thought  to  be  harmful  only  to  the 
rndWidua?  englging  in  them.  The  repeal  of  motorcycle  helmet  laws  m  27 
Stf  rfe^slatu^^  provides  an  exampirSr  the  strength  «=ntiment  m 
sectors  against  governmental  regulation  of  individual  behavior  In 
Maw?anl^for  eximple,  this  occurred  despite  testimony  from  ^^^^^ 
^o^s  and  convincing  data  showing  that  repeal  ^"Jlg^^J,^,P^,^^^ 
Sduction  in  use  and  a  38-perceni  increase  in  motorcycle  mortality  (797) 
^  weir^  suSLntSl  inju^  costs  (/9S)-  In  this  case  tiiere  has  not  even 

^^g^uTeSr^^^^  ^-<^--" 
for^^arTySi  to  oppose  pasteurization  of  milk  supphes,  to  oppose  gun 
S^Uol^MW^ety  r^raints,  and  fluoridation  of  water  supphes.  Studic^ 
^  fl^ori^t^on  derisions  suggest  that  expert  opinion  alone  is  not  .nough 
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lo  sway  legislatures  '>r  city  councils  when  there  i^  division  of  public 
opinion  (799).  Such  »iealth  decisions  are  rK>litical  issues  and  a  broad 
public  base  must  be  sought.  The  success  ot  legislative,  regulatory,  and 
institutional  actions  to  restrict  smoking  in  public  places  in  the  last  few 
years  would  have  been  inconceivable  just  5  years  earlier  It  was  not  until 
there  was  sufficient  public  awareness  of  the  effects  of  smoking  on  smokers 
and  nonsmokers  alike  and  suHtcient  mobilization  of  public  sentiment  led 
by  voluntary  and  professional  health  associations  and  agencies  that 
actions  were  taken  that  were  once  viewed  as  unacceptable  infringements 
on  individual  liberty. 

Because  financial  interests  in  some  sectors  oppose  needed  protective 
action  and  because  many  citizens  are  not  mobilized  to  participate  in  the 
debate  on  the  side  of  protection^  the  voluntary  health  agencies,  health 
professional  associations,  and  groups  organized  around  the  interests  of 
children  and  youths  need  to  continue  to  eiJist  public  support  for  and 
understanding  of  the  need  for  enacting  imp>ortant  health  and  safety 
regulations  and  then  to  shift  to  a  reinfc:-  ement  effort  after  enactment. 

Iroptementation 

There  are  many  programs  being  sponsored  by  ofTicial  agencies  and 
formal  and  informal  voluntary  groups  which  make  substantial  contribu- 
tions lo  the  health  and  well-being  of  their  communities.  Some  are 
stimulated  by  the  production  of  materials  and  guidelines  by  national  or 
regional  organizations,  e.g.,  the  Office  of  Education's  **Footsteps*'  series 
on  parenting  aired  on  Public  Broadcasting  Stations  and  extended  to 
numerous  community  groups  along  with  the  parent  and  group  leader 
guides:  the  National  Safety  Council's  Irmer  City  Home  Safety  program 
developed  in  Chicago's  Cabrini-Oreen  housing  development;  the  program 
assistance  given  by  the  Childbirth  Education  Association  of  America  or 
La  Leche  League  to  their  affiliates;  and  the  recent  immunization 
campaign  designed  and  implemented  by  the  Boys'  Clubs  of  America.  Less 
often  publicized  are  the  completely  local  and  unsung  cooperative  efforts 
that  erihance  life  in  neighborhoods 

Two  major  Federal  programs  also  are  noteworthy:  Health  Planning 
Agencies  and  the  Health  Education  Risk  Reduction  Grant  Program. 
Using  different  approaches  and  having  different  mandates,  both  programs 
emphasize  local  detentii  nation  of  priorities,  citizen  participation,  capacity- 
build:ng  interagency  cooperation,  and  primary  prevention. 

Health  Planning  A^genaies 

In  the  National  Health  Planning  and  Resources  Development  Act,  PX. 
93— 64L  Congress  established  health  education  as  one  of  10  national 
priorities  that  should  be  considered  in  the  formulation  of  national  health 
planning  goals  and  in  the  development  and  operation  of  FederaL  State, 
and  area  health  planning  and  resources  development  programs: 

m  The  promotion  of  activities  for  the  prevention  of  disease, 
including  studies  of  nutritional  and  environmenlai  factors  affect- 
ing health  and  the  provision  of  preventive  health  care  services 
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•  The  development  of  effective  methods  of  ediicating  the  general 
public  concerning  proper  personal  (including  preventive)  health 
care  and  methods  for  effective  use  of  available  health  services 
(cited  in  Draft  Regulations,  p.  60)  ......  ™ 

The  draft  prop<^cd  regulations  set  forth  National  Health  PTanmng 
Ooals  (notice  of  availabihty  published  in  th^  Federal  Register,  October  19, 

1979)  including  .     ,  .  .    j  ^ 

•  Health  promotion  and  disease  prevention  should  be  extended 
throu^  both  individual  and  community  actions  with  emphasis  on 
high-risk  populations  .     u  ,^ 

•  Health  promotion  and  preventive  health  services  should  be  an 
integrmi  component  of  care  provided  by  health  care  and  other 
community  institutions 

•  The  rate  and  adverse  consequences  of  unwanted  teenage  pregnan- 
cy  should  be  reduced 

•  Communities,  working  through  all  available  instituUons  and 
media,  should  strive  to  avoid  the  initiation  o.  *he  smoking  habit 
among  young  people,  and  to  break  the  habit  mong  those  who 
smoke  (pp.  61-74,  passim) 

These  and  other  health  education-reUted  subgofJs  and  goals  s^.  ould 
provide  even  fxu^her  impetus  for  the  planning  agencies  to  be  involv«i  m 
health  education.  A  survey  of  50  percent  of  the  goals  m  plans  from 
approximately  200  Health  Systems  Agencies  (200)  shows  that  there  are 
already  many  health  education-health  promotion  goals  slated  for  commu- 
nities throughout  the  countiy.  What  is  not  clear  is  what  the  quabty  of  the 
planning  and  implementation  will  be.  Some  Health  Systems  Agencies  are 
already  working  with  broadscalc  participation  on  significant  health 
problOTS.  Others  appear  to  have  little  concept  of  sound  educational 
proeraming  or  community  action.  Another  question  is  the  pnonty  that 
wiU  actually  be  assigned  these  goals,  given  the  pressures  for  facihties 
planning  and  review  activities-  Oeariy,  there  is  potential  for  focus  on 
health  education,  including  community  development  and  social  acti^for 
the  protective  and  environmental  goals  given  in  many  of  the  plans.  TTierc 
is  also  the  opportxmity  for  these  agencies  to  identify  what  health  problems 
need  assistance  from  outside  their  community. 

Technical  assistance  and  training  for  Health  System  Agency  staff  about 
community  health  education,  possibly  made  available  through  the 
regional  planning  centers;  guidelines  and  technical  assistance  and  identifi- 
cation of  resources  for  relevant  community  agencies;  and  the  support  of 
local  programs  by  national  efforts  are  all  needed.  Diffusion  networks  of 
efTcctive  model  programs  would  also  enhance  programing.  ^  A  broad 
range  of  pubUc  health  associations  and  agencies  participated  in  the 
development  of  these  voluntaxy  standards,  and  they  reflect  a  solid  public 
health  approach,  including  a  prominent  role  for  community  and  school 
health  education.  Unfortunately,  mental  health  is  not  addressed. 

*«An  imponani  documcnu  which  could  be  u«d  to  gukle  the  pUnning  .gencie*.  is  the  "Model  Standards 
for  Co«inumty  Preventive  Health  Service*-  {20t  >  prepared  by  DHEW  at  ihc  direction  of  Congress  m  the 
19T7  Health  Programs  Extension  Act. 
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Health  Educ^tkm  Risk  Reduction  Gntnts 


The  Health  Education-Risk  Reduction  Orants  Prog^asn  was  begun  tn 
October  of  1979  under  the  auspicec  of  the  Center  for  Disease  Control 
(Bureau  of  Health  Education)  and  was  funded  at  the  level  of  $10  million 
for  fiscal  I980  to  enable  widespread  implementation  of  programs: 

nio  assist  State  and  local  health  agencies  in  initiating*  strengthening 
and  delivering  programs  of  health  education-risk  reduction  activi- 
ties. The  grants  will  encourage  participation  and  coordination  of 
efTorts  by  public,  private,  and  voluntary  agencies  involved  in  health 
education  to  redo      the  risks  of  premature  death  and  disability 
associated  with  smoK        alcohol  consumption,  obesity,  hyperten* 
sion«  stress,  and  other  —  conditions  and  chronic  diseases  affecting 
the  health  of  the  American  people  (pp.  2—3  of  grant  solicitation). 
The  grant  guidelines  emphasize  informed  decisionmakings  and  allow  a 
conununi^  to  apply  for  funding  for  a  program  based  on  a  health  risk  not 
listed  in  the  statement  of  purpose.  Other  programs  that  stress  the 
development  and  dissemination  of  communis  health  education  and 
prevention  models  and  guidelines  are  being  conducted  imder  the  auspices 
of  various  offices  and  programs  within  DHHS. 

An  im|x>rtant  role  for  Federal  and  State  Governments  in  support  of 
conmiunity  ciTorts  is  the  provision  or  encouragement  of  resources  that 
enable  individuals  to  choose  healthful  behaviors.  Aside  from  the  obvious 
examples  of  health  care  and  environmental  services  and  cash  subsidies 
and  food  are  urban  i>ark  facilities  for  exercise  and  recreauon;"  funding 
for  regional  health-*related  advocacy  groups,  particularly  those  focusing  on 
children  and  pregnant  women;  reduction  of  bureaucratic  confusion  and 
dilliculty  in  identifying  a  target  of  influence  by  continued  consolidation  of 
programs  and  use  of  the  **single  State  agency"  concept;  and  action  against 
civil  rights  violations  in  the  planning  and  other  local  level  processes  rnd 
programs  within  the  Federal  purview. 

Stnnmary 

When  larger  social  groups  surrounding  an  individual  exert  a  positive 
health  influence  it  is  much  more  likely  that  the  individual  or  family  imit 
will  be  able  to  adopt  healthful  behaviors.  Importantly,  when  collectivities 
take  action  they  are  more  likely  to  be  successful  in  bringing  about  needed 
changes  in  institutions  and  other  resources  that  may  expand  individual 
options.  Many  viable  local  organizations  and  strong  informal  family  and 
community  networks  already  exist  and  have  significant  and  positive  roles 
in  the  promotion  of  health.  Where  such  roles  have  been  eroded  or 
destroyed,  maintenance  and  careful  nurturance  should  be  the  first 
concern. 


McmormAdum  of  Undcnstamitng  between  tbe  f^jblic  Health  Scrvke  aiKi  the  Hcrita^  Conservation 
and  Recmtioii  Service  of  tbe  I>epartment  of  tbe  Interior.  l^SO. 
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Education  programs  and  activities  in  community  settings  can  be 

:^upportcd  by  ^ 

•  Supporting  local  action  and  cooperation  among  pnvate  mdustry, 
schools,  community  organizations,  and  families  in  programs 
aimed  at  several  health-related  behaviors  simultaneously,  especial- 
ly those  with  meaningful  activity,  including  jobs  for  young  people 

•  Emphasizing  community  organization  in  the  guidelines  for  health 
planning  agency  plans  for  health  promotion  programs;  defming  as 
part  of  the  role  of  health  planning  agencies,  advocacy  at  regional. 
State,  and  higher  levels  when  the  risks  and  behavioral  influences 
are  wholly  or  partly  outside  the  community's  ability  to  resolve 

•  Expanding  the  mandate  of  the  Expanded  Food  and  Nutrition 
Education  Program  to  include  education  for  a  broader  range  of 
health  objectives,  and  to  coordinate  the  planning  of  the  program 
with  State  and  local  health  agencies 

•  Enlarging  the  health  education  programs  within  the  Cooperative 
Extension  Program  so  as  to  build  on  their  already  extensive 
network  to  rural  families 

•  Channeling  a  pan  of  "community**  funding  through  national 
organizations  that  have  good  local  networks  and  ability  to  bring 
other  resources  to  communities 


IMPROVEM7LNT  OF  THE  KNOWLEDGE  BASE 

The  knowledge  base  for  health  education  has  been  improving  and  great 
strides  were  made  in  the  last  decade.  There  is,  however,  need  for  much 
further  development  if  the  problems  of  hcalth-relatfcd  behavior  are  to  be 
addressed  efTectivcly.  Four  complementary  components  are  needed:  a 
science  base,  applications  development,  knowledge  transfer,  and  traming 
in  research.'*  These  areas  are  not  evenl>  developed,  and  additional, 
earmarked  funds  are  needed  lo  provide  adequate  knowledge- 


Science  Base 

Over  the  past  two  decades  research  in  educational  psychology  and  other 
related  behavioral  and  social  sciences  has  expanded  considerably  and  has 
provided  useful  frameworks  for  research  in  specific  health  areas.  Especial- 
ly needed  is  research  designed  lo  draw  together  relevant  theory  and 
empirical  findings  from  the  behavioral  sciences  that  can  be  applied 
specifically  to  health- related  behavior  and  then  evaluated  (e.g.,  185,  203, 
204). 

There  has  been  relatively  little  research  specifically  addressed  to  health- 
related  behavior.  Whai  has  been  done  too  often  has  lacked  an  adequate 
conceptual  base  and  has  not  been  sufficiently  replicated  in  diverse  areas  of 


'"The  categoric*  used  here  are  the  nc^  clasMficaUon  system  of  the  National  Insututcs  of  Health, 
proposed  for  v»e  .n  all  rc«r..rch  programs  of  the  Department  of  Health  and  Human  Services  (202.  pp- 
264  270). 


176 


bdwvior.  As  a  result,  then  ts  little  coherent  literature.  Exceptions  include 
research  on  the  ^health  belief  modeP  (205)«  which  has  included  study  of 
the  behavioral  patterns  of  consumers  in  relation  to  a  variety  of  preventive 
nieasures  and  therapeutic  regimens*  This  has,  in  tum»  provided  the  basis 
for  successful  application.  In  various  specific  areas  of  researcl  difTerent 
ccisceptual  bases  have  been  used*  Research  has  been  richest  in  teenage 
pregnancy,  tobacco,  alcohol,  and  drug  abuse  because  of  available  funding 
in  these  areas.  However*  even  here  there  remains  incomplete  understand- 
ing of  the  many  complex  and  interrelated  processes  that  underlie  the  onset 
of  these  behaviors,  in  part  oecause  of  the  prevailing  emphasis  on  large, 
cross-sectional  surveys  and  macroanalysis  of  variables.  Much  less  funding 
and  encouragement  has  been  given  to  longitudinal,  multicohort  studies 
and  to  unall-scale  intensive  studies  and  microp  lalysis  of  variables  that 
emphasize  sub|ective  factors  in  behavior,  social  definitions,  and  social 
processes  through  time  (e.g.,  J7«  205).  These  latter  studies  are  m^st 
valuable  when  they  focus  on  social  interaction  as  in  Benoliers  (207)  study 
of  families^  adjustment  to  a  child^s  diabet^  or  Davis*  {208}  classic  study  of 
the  families  of  children  with  polio  and  providers  of  medical  and 
rehabilitation  services. 

The  potential  for  complementary  large  and  small-scale  studies  has  been 
examined  in  the  context  of  physician  utilization  (209)  and  health 
education  (2/0)« 


AppticatHMis 

The  evaluation  literature  15  growing  now  that  a  trickle  of  funding  has 
been  released  from  t^^e  National  Heart,  L.ung  and  Blood  Institute  and 
other  sections  of  the  National  Institutes  of  Health  (NIH),  from  the 
Alcohol,  Drug,  and  Mental  Health  Administration  (AOMHA),  and  from 
^everal  private  foundations.  In  the  last  decade,  the  applications  methodol* 
bgies  have  turned  the  comer  from  case  studies  and  time-honored 
principles  toward  an  increasingly  substantial  base.  However,  assessment 
of  the  efficacy  and  widespread  effectiveness  of  healtli  education  programs 
has  been  hampered  by  funding  shortages;  lack  of  evaluation  expertise 
among  health  educators:  the  tendency  of  cducatiori  programs  to  be  diffuse 
and,  thus,  difficult  to  isolate  for  scrutiny;  use  of  scarce  resources  for  the 
evalttation  of  well-defined  but  weak  programs;  and  problems  of  measure- 
ment. 

Funding  for  applied  evalixativc  research  in  health  education  has  been 
very  low  relative  to  funding  for  the  development  of  other  health  programs. 
Furthermore,  ftmding  has  not  always  been  available  for  highest  priorities 
or  for  the  development  of  a  solid  body  of  knowledge  necessary  for 
effective  policymaking  and  program  planning.  The  value  of  the  Stanford 
community  project  was  due  in  p>art  to  sufficient  funding  that  allowed  time 
for  well-developed  feasibility  studies,  planning,  implementation,  and 
feedback  from  program  experience  into  the  program. 

Aside  from  the  problem  of  poor  evaluation  designs,  measurement 
methodologies  have  often  been  weak.  The  two  tnajor  issues  are  what  to 
measure  and  over  how  long  a  period.  Given  the  tenuousness  of  the  links  in 
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the  knowlcdgc-altitudcat-behavior  "chain,"  knowledge  alone  or  even 
knowledge  plus  attitudes,  beliefs,  or  values  is  an  inadequate  measure  of 
program  efTeciivencss  when  the  goal  is  to  change  the  incidence  of  a 
behavior  or  set  of  behaviors.  When  self-reporting  is  reliable  (or  where  the 
margin  of  error  has  been  established)  or  when  records  already  exist  and 
when  a  short  time  frame  is  appropriate,  measuring  behavior  is  not 
difTicult.  Clinic  visits  for  a  screening  or  other  preventive  procedure  or 
entry  into  and  continuation  of  prenatal  care  are  examples  of  such 
behaviors.  In  other  programs  behaviors  should  be  continued  or  repeated 
over  long  p)eriods  of  time  such  as  in  smoking  cessation,  patient  counseling, 
adherence  to  a  regimen  for  a  chronic  condition,  nutritional  practices,  and 
institutional  procedures  that  are  conducive  to  patient  satisfaction.  Here,  at 
least  I -year  study  periods  are  preferable,  and  even  then  the  period  should 
be  extended,  establishing  the  degree  of  stability  over  longer  periods  of 
time. 

The  difftculty  arises  when  the  relevant  behaviors  arc  not  apparent  for  a 
long  time  as  is  often  the  case  with  school  health  education  programs.  The 
possible  courses  of  action  of  such  programs  are  (I)  to  provide  for  followup 
within  large  programs  through  the  use  of  intermittent  and  separate 
contracts  at  appropriate  intervals  over  a  1 0-1 5-year  period;  and  (2)  the 
development  of  better  proximate  units  of  measurement  such  as  ratios  of 
intentions  and  attitudes  in  relation  to  real  behav!  r?^  (2//)  and  testing  of 

relevant  skills  (e.g.,  167}.  ^  r- 

Option  I  is  practical  only  for  carefully  v  '^ctcd  and  sigmncant 
interventions.  A  shorter  time  span  could  suffice  when  there  is  a  reason  to 
belie>/e  that  the  followup  period  will  extend  beyond  a  crucial  stage  such  as 
the  pressure  to  smoke  that  accompanies  entry  into  high  school.  Option  2  is 
recommended  for  tracking  progress  of  the  majority  of  programs-  Knowl- 
edge alone,  however,  s  not  recommended  as  an  acceptable  measure  and 
should  be  combined  with  attitudes,  intentions,  and  skills- 
Marked  biases  about  what  constitutes  •'promising"  interventions  are 
reflected  in  the  structure,  siaffrng,  and  resource  allocation  within  Federal 
health  research  .nsiitutions  (2/2)  and  are  changing  slowly.  However,  these 
changes  remain  fiir  behind  the  growing  body  of  evidence  that  behavior  is  a 
significant  etiological  force  and  that  it  can  be  influenced  positively  and 
ethically.  For  instance,  it  has  been  found  that  for  the  prevention  of  low- 
binh-wei^t  and  preterm  births,  almost  all  of  the  attention  had  been  given 
to  drug  therapy  and  the  administration  of  iron  and  vitamins,  and  that 
almost  no  research  aad  been  done  on  education  for  smoking  cessation  and 
improved  diet  or  decreased  physical  and  psychological  stress  during 
pregnancy,  despite  the  much  greater  promise  they  have  for  positively 
afTectin.-  pregnancy  outcomes  with  fewer  side  effects  {213}. 


Transfer 

For  those  outside  of  health  education  who  should  kiiow  about  curreni 
and  past  research  and  evaluation  such  as  medical  care  administrators, 
doctors,  nurses,  school  boards,  and  legislators,  cuiTcni  information 
networks  and  mechanisms  are  inadequate. 
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Existing  mechanisms  such  as  the  National  Diffusion  Network  oJ  the 
Department  of  Education,  which  disseminates  education  information  to 
State  and  local  education  agencies  and  school  districts,  could  be  better 
utilized  for  health  education  program  information.  In  fact,  with  the 
assistance  of  Federal  funding,  the  first  health  education  curriculum  was 
recently  validated  and  accepted  for  the  Diffusion  Network.  Community 
programs  with  school  involvement  could  follow.  A  clearinghouse  for 
health  education  program  information  is  only  now  being  established. 
Federal  contracts  should  be  awarded  to  organizations  that  have  the 
capability  to  develop  and  maintain  information  dissemination  systems 
over  the  long  term.  More  "state-of-the-art"  conferences  and  workshops 
could  be  sponsored^  a.id  thiy  should  emphasize  consensus  development  so 
that  resulting  conc*usior>  jan  be  used  as  guidelines  for  programs  and  for 
institutional  policy  development. 

To  produce  a  "multiplier  effect,"  greater  cfTort  could  be  made  to  reach 
college,  university,  and  medical  school  professors  through  intensive 
training,  followed  by  short  conferences  and  publications.  To  aflfcct 
curricula  it  is  necessary  to  impart  more  extensive  knowledge,  and  a 
program  modeled  after  the  National  Science  Foundation  summer  work- 
shops should  be  instituted.  Short  communications  such  as  newsletters  to 
health  care  professionals  and  health  planning  agencies  could  be  encour- 
aged further.  Special  diffusion  efforts  should  also  be  developed  within  the 
Federal  Government,  because  current  research  and  project  coordination 
mechanisms  do  not  seem  to  be  adequate  in  the  face  of  personnel  turnover 
and  frequent  reorganization. 


Training 

The  continuous  replenishment  of  trained  research  personnel  is  crucial 
to  the  development  of  a  knowledge  base  about  health-related  behavior 
and  educational  interventions.  The  research  capability  in  health  education 
needs  strengthening-  One  strategy  is  to  entice  behavioral  scientists  to  work 
in  this  area.  Traineeshif>s  and  postdoctoral  fellowshi|>s  and  project 
funding  arc  obvious  methods.  However,  it  is  also  important  to  give 
research  and  evaluation  training  opportunities  to  people  who  have  had 
relevant  experience  and  practice  because  they  are,  presumably,  in  a  much 
better  position  to  identify  the  problems  in  need  of  research  and  to 
approach  their  research  with  an  eye  to  its  application. 


Sununary 

E>cspite  recent  growth  of  the  knowledge  base  for  the  reduction  of 
behavioral  risk,  it  remains  uneven  and  in  need  of  substantia!  investment. 
Specifically,  it  would  be  beneficial  to 

•  Strengthen  the  science  base  for  educational  approaches  to  the 
reduction  of  behavior  risk  by  increasing  funding  for 

(a)  longitudinal  studies  of  clusters  of  health-related  behaviors 

(b)  small-scale,  intensive  studies  that  explore  the  perspectives  and 
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interactions  of  key  figures  involved  in  the  formation  and 
change  of  health<-rclated  behaviors 
(c)  building  bodies  of  literature  based  on  promising  conceptual 
frameworks  and  spanning  several  behavioral  areas 

•  Encourage  research  and  development  that  reduce  barriers  to 
healthful  behaviors — requirements  of  time^  con^lexity  of  techni* 
cal  knowledge,  effort^  and  cost 

m  Establish  a  10-year  program  of  large-scale  research  *md  demon- 
stration with  emphasis  on  communi^^  school*  and  health  care 
setting;s  for  reaching  children,  adolescents,  and  pregnant  women 

m  Fortiiy  the  applications  base  by  increased  emphasis  on  analytical 
review.">  of  the  literature  and  evaluations  of  theoretically  and 
apparently  excellent  programs  and  by  consensus  development 
activities 

•  Narrow  the  substantial  gap  between  what  is  known  about  health 
education  and  what  is  practiced  by  strengthening  and  extending 
mechanisms  for  the  trainfer  cf  knowledge  that  emphasize  implica- 
tions for  application 

•  Enlarge  the  number  of  well-trained  researchers  working  in  the 
Held  by  increasing  the  number  of  predoctoral  and  postdoctoral 
fellowships  for  health  education  specialists  and  behavioral  scien- 
tists and  increasing  the  number  of  postdoctoral  fellowships  for 
health  professional:^  to  pursue  studies  and  research  in  health- 
related  behavior 
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BACKGROUND  NOTES  ON 
VARIOUS  APPROACHES 
TO  DETERMINING  HEALTH 

SERVICES  NEEDED 
BY  INFANTS  AND  CHILDREN, 
ADOLESCENTS  AND  PREGNANT 

WOMEN* 

by 

LiSBETH  B.  Schorr  and  Robert  J.  Hacgerty.  M.D. 


We  believe  that  the  content  of  the  papers  on  the  health  services  needed 
by  infants,  children,  adolescents,  and  pregnant  women  is  of  great 
stgttificance  to  the  total  efTort  of  the  Select  Panel  for  the  Promotion  of 
Child  Health.  The  issues  that  these  ps^>ers  deal  with  will  form  a  building 
block  for  the  rest  of  the  Pftnel*$  work,  particularly  because  some  of  the 
crucial  aspects  often  tend  to  be  n^lected. 

These  background  notes  argue  for  an  approach  that  is  broad  enough  to 
define  needed  services  that  reach  beyond  both  current  services  and  the 
arrangements  for  providing  them.  The  kind  of  analysis  we  believe  would 
be  most  useful  would  be  grounded  in  what  infants,  children,  adolescents, 
and  pregnant  women  need  for  good  health;  would  translate  these  health 
needs  int«^  service  needs;  and  would  point  out  the  imphcations  of  an 
intention  to  provide  such  services  for  health  system  changes. 

At  this  stafpe  of  health  policy  formulation,  the  approach  which  we 
believe  will  produce  the  most  useful  answers  would  not  be  circumscribed 
by  current  poKtical,  organizational,  or  payment  mechanisms.  Instead,  the 
foOowing  would  occur: 

•  The  basts  for  identifying  desirable  services  would  be  an  assess- 
ment of  needs  of  the  p<^pulation  groi^,  rather  than  any  given  list 
of  services  cucrently  being  provided. 


•  The  elTectivencss  of  services  and  clusters  of  services  would  be 
assessed  in  ways  that  would  clearly  relate  to  the  context  in  which 
services  are  made  available,  utilized*  and  paid  for.  Undoubtedly, 
the  way  services  are  organized  and  ftnanoed,  and  by  whom  they 
are  delivered,  are  major  factors  in  assessing  their  effectiveness  as 
well  as  their  costs  and  risks. 

•  The  classification  of  a  service  as  needed  or  desirable  would 
consider  equity,  social  usefulness,  and  consumer  satisfaction,  as 
well  as  measures  of  efficacy  and  effectiveness. 

We  believe  that  the  broad  approach  we  are  advocating  will  proouce  two 
major  conclusions  that  would  not  emerge  from  a  narrower,  more  cost- 
effective-centered  analysis,  if  true,  these  conclusions  would  have  nruijor 
impact  on  the  PanePs  deliberations  and  recommendations.  Our  hypothe- 
ses are  the  following:  , 

(1)  A  significant  proportion  of  services  are  not  now  being  provided 
or  utilized  to  the  extent  that  they  should  be. 

(2)  Major  changes  are  needed  in  prevailing  organizational,  financ- 
ing, and  personnel  arrangements  if  the  full  range  of  desirable 
services  are  to  be  made  available  and  used  under  acceptable 
conditions  of  cost  and  risk. 


OBSTACLES  TO  A  BROAD  APPROACH  TO 
IDENTIFYING  NEEDED  SERVICES 

Of  the  many  problems  inherent  in  the  way  health  services  arc  organized, 
financed,  and  delivered,  and  in  the  way  health  programs  arc  legisUted. 
funded,  and  administered,  cost  and  productivity  are  currently  seen  by 
most  poKcy  analysts  and  decisionmakers  as  the  most  troublesome;  access 
is  sometimes  (akboi^  wilfe  decreasing  frequency)  also  r^arded  as  a 
major  problem.  But  the  question  of  what  services  oug^t  to  be  provided 
because  th^  arc  cfTcctivc  in  meeting  significant  needs  is  seldom  asked. 

A  somewhat  related  question— what  benefits  au^t  to  be  covered  by 
third-party  payers?— is  frcqucnUy  asked,  but  usuaUy  in  a  context  that 
avoids  the  more  prc^ound  issue  of  what  services  really  are  needed.  In 
arriving  at  lists  of  benefits  to  be  funded  by  third-party  payments, 
policymakers  under  both  public  and  private  auspices  tend  to  base  then- 
decisions  on  prevailing  practice.  For  example,  the  drafters  of  varKM^ 
national  health  insurance  proposals,  in  compiling  their  lists  of  proposed 
benefits,  have  relied  heavily  on  benefits  covered  under  Medicare. 
Medicaid,  and  typical  Blue  Cross-Blue  Shield  and  commercial  insurance 
plans.  Rarely  is  the  question  of  benefits  related  to  the  need  for  services. 

A  number  of  pressures  militate  against  a  broad,  in-depth  examination  of 
the  question  of  what  services  or  interventions  should  be  provided.  We  take 
note  of  these  pressures  in  the  hope  that  an  awareness  of  them  will  increase 
the  chances  of  their  being  surmounted  in  the  work  of  the  Select  Panel  for 
the  Promotion  of  Child  Health. 
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Reluctance  To  Make  P<^cy  Ja<lgiiieiits 


Policymakers  tend  to  shy  away  from  making  judgments  about  what 
ought  to  be,  especially  if  suc^  jud^nents  imply  significant  departures  from 
current  practice.  Judgment  of  this  kind  cany-  mafor  political  and 
bureaucratic  risks;  a  special  sanctity  is  apt  to  be  assigned  to  whatever  is 
current  practice.  As  a  result,  polic3rmakers  seem  to  prefer  to  take  a  less 
activist  posture,  along  the  lines  of  **what  is  available  to  most  people  should 
be  available  to  more  people.*^  Support  for  the  enactment  of  Nfedicare,  for 
example,  was  mobilized  around  the  arguiment  that  the  kind  of  health 
insuran::e  available  to  working  people  should  also  be  available  to  old 
people;  at  the  height  of  the  Medicare  debate  in  the  early  sixties  there  was 
little  discussion  of  what  services  old  |:>eople  actually  need.  This  reluctance 
also  results  in  making  the  alternative  of  adopting  a  financing  mecha- 
nism— esp>ecially  one  that  will  cover  those  services  already  being  provid- 
ed— appear  to  be  a  less  intrusive  (and  therefore  preferable)  form  of  public 
policy  than  one  which  begins  by  a  process  of  identifying  those  services 
that  ought  to  be  financed  because  they  are  of  demonstrable  value  in 
relation  to  demonstrable  needs. 


Reliance  on  Maricet  Mechanisms 

In  our  health  system,  market  mechanisms  have  worked  to  produce 
excellent,  although  often  limited^  health  services  for  some  population 
groups.  Families  and  individiials  who  have  the  requisite  money  or 
insiirance  coverage^  the  necessary  information  to  negotiate  the  system, 
and  who  live  in  places  and  circtmistances  that  are  attractive  to  physicians, 
can  get  excellent  health  care,  especially  for  acute  illness.  The  temptation, 
therefore,  is  to  place  an  uncritical  reliance  on  present  or  future  market 
mechanisms  to  generate  answers  unlikely  either  to  distribute  resources  to 
geographic  areas  that  need  them  most  (a  matter  not  within  the  piuview  of 
this  paper)  or  to  make  available  an  array  of  services  well  matched  to  the 
array  of  population  needs. 

The  assumption  of  those  who  look  to  market  mechanisms  for  needed 
answers  is  that  there  is  a  certain  legitimacy  to  those  services  which 
individuals  or  their  employers  have  purchased  and  to  third-party 
reimbursement  plans.  This  argument  further  assimies  that  services  which 
are  piu'chased  or  reimbursed  are  chosen  by  consumers  in  pref^erence  to 
other  services  or  sets  of  services,  and  that  they  therefore  come  closer  to 
meeting  real  consimier  needs  than  any  set  of  benefits  that  might  be  chosen 
by  a  duly  constituted  body  of  experts  and  representatives  of  the  public. 

The  weakness  of  this  argument  lies  in  the  fact  that  consumers  of  health 
services,  individually  or  In  groups,  rarely  possess  the  kind  of  information 
that  equips  them  to  make  reasonable  and  rational  decisions,  largely 
because  most  consumers  have  had  only  a  narrow  range  of  choices 
available  to  them.  For  example,  parents  of  children  with  asthma,  juvenile^ 
onset  diabetes,  or  other  chronic  conditions,  often  assiune  (on  the  basis  of 
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their  experience  with  physicians  who  deal  only  with  the  narrow^  medical 
aspects  of  their  children's  diseases)  that  it  is  unreasonable  to  expect  their 
needs  for  counseling,  advice,  and  support  to  be  met  by  the  health  system. 
The  range  of  services  ciurently  available  to  most  consumers  ma^'  be 
only  tangentially  related  to  consumer  preferences  or  health  needs;  they 
are  more  likely  to  be  the  products  of  such  factors  as  the  following: 

m  Whether  they  are  the  kinds  of  services  which  providers  have  been 
traditionally  trained  to  administer  (resulting  in  an  emphasis  on 
high-technolo^^  in-hospital  tertiary  care  services) 
m  Whether  the  services  are  expensive  and  unpredictable  enough  to 
conform  to  the  principle  of  **the  insurable  risk,**  which  third-party 
payers  have  traditionally  underwritten  in  preference  to  coverage 
of  more  routine  services  that  are  more  likely  to  be  under  some 
control  of  the  insured 
•  Whether  the  services  are  relatively  easy  for  third-party  payers  to 
define  and  to  establish  xmiform  standards  for 
Furthermore,  a  large  proportion  of  advertising  and  other  media  messages, 
many  aspects  of  our  cultxire,  and  some  parts  of  the  medical  world  have 
persuadod  large  numbers  of  consxmiers  to  worship  medical  technology^  to 
hope  for  the  "*magic  btiUet"^  that  will  cure,  and  to  adopt  a  general  outlook 
on  life  that  is  not  conducive  to  consumers  demanding — or  sometimes  even 
supporting — interventions  which  arc  aimed  at  anything  short  of  rapid, 
miracle  cures. 


Interrelatioiisliip  Between  Service  Needs  and 
I>eliv«ry  Arrangements 

Another  obstacle  to  a  broad  approach  to  identifying  needed  services  is 
the  complicated  interrelationship  between  the  question  of  what  are 
desirable  services  and  the  arrangements  under  which  services  are 
delivered.  If  a  need  to  finance  and  deliver  a  somewhat  different  set  of 
services  than  those  currently  provided  exists,  it  is  difficult  to  avoid  a 
recognition  of  the  need  for  certain  reforms  in  the  way  services  are 
organized,  delivered,  financed,  administered,  and  planned  fon  System 
changes,  which  are  needed  so  that  more  appropriate  services  will  be 
provided  and  uiilized,  may  be  of  three  kinds: 

(1)  Those  where  prevailing  arrangements  interfere  with  the  actual 
provision  of  certain  needed  services  (for  example,  paj^  ^g  doctors 
on  a  fee-for-service  basis  may  discourage  tlie  provision  of 
services  which  are  not  defined  as  **procedures^ — such  as  parent 
counseling  aimed  at  enabUng  a  family  to  cope  more  erfectively 
with  a  chronically  ill  child — as  opposed  to  current  reimbuirse- 
ment,  which  results  in  high  fees  for  technology  such  as 
tympanometry  or  fiber  optic  gastroscopy). 

(2)  Those  where  prevailing  anangements  interfere  with  economical 
or  effective  provision  of  a  given  service  (for  example,  parent 
cotmseling  aimed  at  improved  fiamily  nutrition  may  be  more 
cost-effective  when  done  by  a  conmnmity  health  worker  than  by 
a  physician). 
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(3)  Those  where  prevailing  arrangements  or  traditions  tend  to 
inhibit  outreach  to  individtials  and  families  who  are  reluctant  to 
use  needed  services,  or  have  difficulty  in  making  good  use  of  the 
services:  they  need.  (The  tradition  against  '^ambulance  chasing** 
and  the  tendency  to  rely  on  the  resources  of  individual 
practitioners  working  alone  may  get  in  the  way  of  the  effective 
and  prompt  identification  of  and  intervention  with  high-risk 
neonates  and  handicapped  children  who  can  be  helped  today  in 
ways  quite  undreamt  of  only  a  decade  or  two  ago.) 


Conz^licatHMis  in  Applying  Measures  of  Efficacy^ 
Cost  Effectiveness,  and  Cost  Benefits 

A  last  hurdle  that  seems  to  inhibit  a  broad  analysis  of  what  services 
ought  to  be  provided  is  a  product  of  the  way  in  which  the  concepts  of 
efficacy^  cost  effectiveness,  and  cost-benefil  or  risk-benefit  ratios  are  used. 

In  the  current  cost-cutting  climate,  it  is  tempting  to  focus  on  costs  more 
than  on  efficacy,  effectiveness,^  and  benefits.  The  spotlight  tends  to  fall  on 
the  excesses  of  the  current  system,  the  services  that  tradition  has  sanctified 
despite  little  evidence  of  efficacy  or  effectiveness,  but  which  can  now  be 
shown — on  the  tasis  of  hard  data — to  carry  high  risks  or  costs  and  few,  if 
any,  benefits. 

Most  examples  of  successful  cost-cutting  by  reducing  "unnecessary 
services,*"  have  not,  significantly',  come  out  of  the  child  health  area.  (The 
exception  is  tonsillectomies  and  adenoidectomies,  which  had  been  the 
major  source  of  unnecessary  surgery  among  children.)  However,  the 
relative  invulnerabili^  of  children  to  the  overuse  of  technology  may  be  a 
phenomenon  of  the  past.  As  new  technological  developments  have  made 
possible  both  miniaturization  and  a  lesser  degree  of  invasiveness — 
especially  through  the  use  of  fiber  optics,  CTf  scans,  and  ultrasound — the 
appropriate  use  of  technology  in  pediatrics  is  rapidly  becoming  a  matter  of 
increasing  concern. 

Any  identification  of  needed  services  must  include  consideration  of 
mechanisms  to  ensure  that  such  lists,  and  pKDlicy  decisions  about  the 
financing  and  delivery  of  care  that  are  based  thereon,  be  continually 
reviewed  and  revised  on  the  basis  of  current  information  regarding 
efficacy  and  effectiveness.  Efficacy  has  not  been  sufficiently  utilized  in  the 
past  as  a  criterion  for  providing  or  paying  for  services.  More  widespread 
use  of  efficacy  criteria  wou^J  be  highly  beneficial  in  health  as  well  as 
economic  terms. 

Efficacy  consideration  must,  of  course,  be  employed  both  in  the 
elimination  of  unnecessary  (i.e.,  ineffective)  services,  and  in  Judgments  of 
what  services  should  be  more  widely  provided.  To  indicate  the  broad 


'We  refer  to  effwc^cy  tn  discussing  the  effect  of  a  particular  intervention  on  an  individuaJ  with  a 
particnilar  condition,  and  cnbctivcncss  to  encompass  the  ad  iitional  variablcw  when  the  intervention  is 
actually  applied  in  routine  clinical  practice  to  a  population. 
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spectrum  of  efficacy-related  questions,   let  us  simply   suggest  these 

examples:  i_     u  t. 

•  By  what  mechanism  (administrative?  professional?)  should  the 
desirability  of  universal  screening  of  normal  infants  for  such 
conditions  as  PICU  or  thyroxin  T4  be  determined? 

•  By  what  process  should  the  desirability  of  making  available  or 
providing  fetal  monitoring  io  all  women  in  childbirth,  to  high-risk 
women,  or  to  women  electing  it,  be  determined? 

•  By  what  process,  using  the  results  of  research  and  feedback  from 
clinical  trials,  can  the  most  recent  advances  in  diagnosis  and 
treatment  be  made  most  widely  available  in  clinical  practice?  How 
can  the  necessary  information  be  systematically  made  available  to 
providers,  consumers,  and  third-party  payers  so  that  all  will  be 
encouraged  to  utilize  more  efficacious,  more  economical,  and  less 
risky  procedures? 

•  By  what  processes  can  such  services  as  coimseling  and  other 
nontechnical  interventions  be  reasonably  evaiisated,  recognizing 
that  the  interventions  themselves,  as  well  as  their  effects,  are 
exceedingly  difficult  to  measure  with  presently  available  tools  and 
concepts? 

The  application  of  cost-benefit  and  effectiveness  measures  is  particular- 
ly complicated  regarding  this  last  category  of  services.  It  may  be  fairly 
simple  to  calculate  the  cost  of  a  half  hour  of  "anticipatory  guidance**  to 
the  mother  of  a  young  infant,  provided  by  a  physician  or  a  nurse 
practitioner  in  the  office,  or  by  a  public  health  nurse  or  lay  health  visitor 
at  home,  but  the  obstacles  to  evaluating  the  efficacy,  let  alone  the  cost 
benefit  or  cost  effectiveness  of  the  intervention,  are  formidable.  Problems 
in  the  measurement  of  long-term  outcomes  present  major  theoretical  and 
methodological  problems,  and  even  where  convincing  evaluation  research 
can  be  contemplated,  the  high  cost  of  carrying  it  out  and  the  social  control 
necessary  to  enable  valid  experimental  inferences  can  raise  additional 
questions  of  cost  benefits  and  of  the  ethics  of  the  research-  ^ 

Many  of  the  services  that  are  responses  to  "the  new  morbidity," 
whether  they  are  meant  to  deal  with  learning  disorders,  allergies,  teenage 
pregnancy,  child  abuse,  or  the  antecedents  of  adult  illness,  have  not  been 
well  defined  or  standardized.  No  consensus  exists  about  which  categories 
of  health  workers  provide  any  of  the  services  most  econormcally  and 
effectively,  or  even  whether  some  should  be  provided  through  the  health 
system  at  alL  Many  of  the  most  significant  justifications  for  these 
interventions  involve  effects  that  may  occur  over  long  periods  of  tirne,  and 
which  we  know  very  little  about  how  to  measure.  (What  kind  of 
interventions  are  effective  in  avoiding  obesity  in  children?  Will  effective 
interventions  result  in  a  decreased  incidence  of  adult  disease,  in  an 
improved  self-image?  To  take  another  example,  are  there  effective 
interventions  that  will  lead  to  a  decreased  incidence  of  child  abuse?  Will 
they  pay  off  in  the  prevention  of  violence  a  generation  later?) 

The  critical  policy  issue  that  is  raised  by  this  category  of  services  is 
simply  this:  Is  there  a  way  of  looking  at  those  services  for  which  hard  data 
on  effectiveness  are  still  incomplete,  other  than  by  dismissing  them  as 
"frills?**  We  must  deal  with  these  services  in  ways  that  will  prevent  their 
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exclusion  froi^  what  may  be  classified  as  a  ^decent  minimum^  of  services, 
because  of  the  major  impact  such  a  classificatioiL  would  ha^-e  on  such 
matters  as  third-party  payment  policies;  categorical  grant  payments 
policies;  research  funds;  and  policies  regardmg  selection^  trainings  and 
utilization  of  personnel.^  At  the  same  time  we  must  guard  against 
encouraging  the  provision  of  a  wide  variety  of  ineffective  services  by 
poorly  trained  people^  which  could  result  if  p>ayment  were  made  available 
for  an  ex[>anded  array  of  services,  imder  circumstances  which  are  not 
wisely  thought  out  and  defined. 


^A-  L.  Cochrane  has  written — wisely,  in  our  view — chat  **cure  is  rare  while  the  need  for  care  is 
widespread^  and  • .  *  the  pursuit  of  cure  at  all  costs  may  restrict  the  supply  of  care.** 

FRIC  ^ 


A  CHILD'S  BEGINNING 


by 

Samuhl  S.  Kesseu 
Judith  P.  Rooks.  ON^^  M.S^  M.P.H. 
Irvin  M-  Cushner.  M.D^  M.P^H, 


INTRODUCTION 

A  child's  healthy  and  the  health  of  the  adult  the  child  subsequently 
becomes^  are  profoundly  affected  by  the  child's  conception^  gestation,  and 
birth,  and  by  the  nurturing  the  child  receives  early  in  life.  Being  wanted^ 
bom  wdl,  and  welcomed  into  a  healthy  family  are  essential  for  a  child  to 
begin  life  without  compromise.  This  paper  identifies  and  discusses 
important  health  services  that  support  healthy  reproduction  and  family 
formation. 

The  first  section  of  this  paper  establishes  a  conceptual  frameworku  This 
is  foDowed  by  a  description  of  some  of  the  characteristics  of  American 
women  that  are  likely  to  influence  childbearing  and  child  rearing.  This 
section  also  describes  the  current  status  and  trends  of  r^roductive  health 
in  the  United  States.  The  third  section  entmierates  and  describes  the 
health  services  needed  to  ensure  healthy  reproduction,  a  healthy  baby, 
and  healthy  child  rearing.  Implications  and  controversies  involving  several 
of  these  h^lth  services  are  highligihted  in  the  final  section  of  this  paper. 


THE  IMPORTANCE  OF  PARENTAL  HEALTH 

The  physical  and  emotional  health  of  parents,  and  the  knowledge, 
attitudes,  and  skills  they  bring  to  parenthood  significantly  influence  the 
care  and  nuturing  provided  to  the  newborn  infant  and  growing  child.  The 
inextricable  relationship  between  women^s  health,  the  quality  of  reproduc- 
tion, and  the  health  of  children  underlies  the  longstanding  public  health 
practice  of  considering  "^maternal  and  child  health^  together.  Women  play 
a  central  role  in  determining  whether  or  nor  unwanted  children  are 
conceived  and  bora.  A  woman^s  physical  heaitb^-and  behavior  during 
pre^ancy  and  parturition  have  a  unique  and  profound  influence  upon  the 
development  of  the  fetus  and  health  of  die  newborn.  Breastfeeding 
mothers  provide  the  sole  source  of  nutrition  to  their  young  infants.  As  the 
usual  primary  caretakers,  mothers  play  imponant  roles  in  establishing  the 
family's  emotional  climate,  making  decisions  about  and  obtaining  health 
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care  for  their  children,  and  influencing  their  children's  daily  living, 
dietary,  and  personal  health  habits. 

Although  mothers  conceive,  gestate,  and  bear  children,  there  is  little 
doubt  of  the  importance  of  fatherhood,  parenting,  and  the  family  in 
relationship  to  reproduction,  child  rearing,  and  child  well-being.  Substitu- 
tion of  **parental  and  child  health"  or  **family  health"  for  the  traditional 
''maternal  and  child  health"  idiom  more  clearly  acknowledges  the 
importance  of  fathers  and  the  family  to  tliC  health  of  mothers  and 
children.  Nonetheless,  the  principal  focus  of  this  paper  is  on  women  of 
childbearing  age,  pregnant  women,  and  their  infants.  Whenever  appropri- 
ate, this  paper  will  expand  beyond  this  focus  and  consider  family  health 
concerns. 


TARGET  POPULATION  CHARACTERISTICS 
ANO  HEALTH  STATUS 

WomeD  of  Reproductive  Age 

Changes  in  the  roles  and  behavior  of  reproductive  age  women  have  a 
great  influence  on  childbearing  and  child  rearing.  This  section  describes 
^^-^me  of  the  social,  economic,  fertility,  and  health  characteristics  of 
American  women  that  directly  and  indirectly  influence  our  children's 
health. 


Marital  Status 

Most  American  women  marry;  more  than  half  marry  before  the  age  of 
22  and  by  age  35,  only  12  percent  have  never  been  married  (/).  A  trend 
toward  earlier  marriage,  which  began  in  the  early  1940's,  is  now  being 
reversed.  The  median  age  of  women  who  married  for  the  first  time  in  1978 

was  2 1.8  years  (2).  -  ,    ,  , 

Most  women  marry  men  of  the  same  race,  religion,  and  social  class,  and 
of  the  same  or  slightly  older  age  (/).  Women  with  very  high  or  very  low 
levels  of  education,  that  is,  women  who  did  not  complete  at  least  5  years 
of  elementary  school  iinduding  many  who  are  mentally  retarded}  and 
women  with  at  least  1  year  of  post-baccalaureate  education  are  least  likely 
to  marrv  (4). 

The  incidence  of  divorce  is  increasing  for  all  age  groups  and  races  in  the 

United  States:  •  ,    ,  ^ 

•  The  divorce  rate  for  people  less  than  30  years  old  tripled  between 
I960  and  1970  <2);  for  women,  the  peak  age  for  divorce  is  between 
20  and  24  (4).  ^ 

•  Approximately  one-third  of  all  Americans  now  in  their  early  30  s 
have  been  divorced  or  will  divorce  at  some  time  in  their  lives  (5). 

•  Divorce  rates  are  higher  for  blacks,  couples  with  no  children, 
couples  with  low  educational  attainment,  and  couples  with  low 

incomes  (2,3).  ,    i_  ,r. 

•  Couples  of  which  both  partners  are  college  graduates  are  only  half 
as  likely  to  divorce  as  couples  of  which  neither  graduated  from 
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h^b  school  <5>;  this  may  weU  be  as  related  to  low  income  and  the 
stress  associated  with  little  income,  as  it  is  to  education  itself. 

•  The  younger  a  woman  is  when  she  divorces,  the  greater  the 
likelihood  that  she  will  remarry;  remarriage  is  much  more  likely 
for  a  woman  who  divorces  before  age  30  and  is  more  likely  for 
women  with  no  or  few  children  (3). 

•  Second  marriages  are  more  than  twice  as  likely  to  end  in  divorce 
as  first  marriages  (•4). 

Almost  one  in  four  American  women  younger  than  25  years  of  age  who 
married  for  the  first  time  between  1972  and  1976  began  marriage  pregnant 
or  with  an  existing  child  (5).  Almost  10  percent  were  already  mothers 
b^bre  they  married;  14.4  percent  were  at  least  6  weeks  pregnant  on  the 
day  of  dieir  wedding.  The  younger  a  woman  is  at  the  time  of  her  first 
noarriage,  the  more  likely  it  is  that  she  is  already  pregnant.  Almost  one- 
third  of  brides  14-17  years  old  are  pregnant,  compared  to  only  6  or  7 
percent  of  women  who  first  marry  at  age  20-24  (5)  the  proportion  of 
bricfes  who  were  already  pregnant  increased  between  1952  and  1971,  after 
which  it  stabilized  and  even  decreased  for  the  18-  to  2 1 -year-old  group  (5). 
Ptemarxtal  conception  is  much  more  prevalent  among  black  than  white 
women;  in  1977  the  incidence  of  premarital  conception  among  black 
women  marrying  for  the  first  time  was  38  percent  compared  to  7  percent 
amo^  white  brides  (5).  Marriage  subsequent  to  a  premarital  conception 
predisposes  couples  to  considerable  economic  disadvantage  throughout 
much  of  their  lives.  These  couples  are  also  more  likely  than  other  couples 
to  divorce  (6). 


Fertility 

The  annual  number  of  births  per  1,000  American  women  of  childbear- 
ing  age  decreased  sustantially  between  1957  and  1976  (7).  While  the 
fertility  rates  for  adolescents  and  women  over  age  39  continued  to 
decrease  in  1976-77,  the  decline  in  the  overall  U.S.  fertility  rate  has 
leveled  off  since  1976  because  of  the  higher  fertility  rates  for  women 
between  18  and  39  years  of  age  i8,  9).  A  recent  increase  in  first  births  to 
women  between  the  ages  of  25  and  34  may  be  accounted  for  in  part  by  the 
trend  away  from  early  marriage  {8,  P).  The  long-term  trend  toward  lower 
fertility  results  from  both  the  desire  of  an  increasing  number  of  Americans 
to  have  fewer  children,  and  their  increasing  ability  to  prevent  unwanted 
pregnancies  and  births.  In  1967  the  average  American  woman  wanted  to 
have  three  children;  by  1976  most  American  women  wanted  and  expected 
to  have  only  two  children  (9). 

The  risk  of  a  poor  pregnancy  outcome  increases  with  increasing  parity 
ilO-ijy.  Reduced  parity  has  been  postulated  to  be  the  single  most 
important  factor  contributing  to  the  continued  downward  trend  in  infant 
mortality  in  the  United  States  (13,  14). 

Despite  these  trends,  the  Bureau  of  the  Census  has  projected  that, 
barring  drastic  economic  changes,  the  number  of  babies  bom  each  year 
will  increase  over  the  next  decade  because  of  the  increased  number  of 
young  women  entering  the  chiMbearing  years.  In  1977  33  million  babies 
were  bom;  4  million  births  are  '>redicted  for  1990  (/5). 
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White  women  in  this  country  have  always  experienced  lower  fertility 
than  black  women.  While  fertility  rates  for  both  white  and  black 
American  women  have  declined  since  1957,  the  decline  has  been  steeper 
among  white  women  (7).  Studies  show  that  this  persistent  racial 
differential  is  not  due  to  a  desire  for  larger  families  on  the  part  of  black 
women.  Rather,  a  greater  proportion  of  births  to  black  women  are 
unintended,  and  among  black  women  there  is  a  tendency  toward  starting 
sexual  activity,  and  thus  childbearing  at  an  earlier  age  (/6)-  Complete 
childlessness,  however,  is  also  more  prevalent  among  black  than  among 
white  women  (9). 

Childbearing  by  single  women  is  increasing  in  the  United  States. 
Between  1976  and  1977  infants  bom  to  unmarried  women  increased  by  10 
percent.  This  increase  results,  in  part,  from  a  5  percent  increase  in  the  rate 
of  childbearing  by  unmarried  women  of  fertile  age,  and  from  the 
increasing  age  at  marriage,  which  inflates  the  number  of  single  women  in 
the  population-  Out-of-wedlock  fertility  is  increasing  among  all  age  groups 
except  for  women  younger  than  15  or  older  than  39.  Although  more  than 
half  of  the  out-of-wedlock  births  occur  to  teenagers  (9)  with  largest 
increase  in  such  births  between  1976  and  1977  was  among  women  age 
20-24  (5).  The  fertility  rate  for  single  black  women  age  1 8— 44  is  nine  times 
higher  than  that  for  single  white  women  of  the  same  ages  {17). 


Tuning  of  Pregnancy  and  Child  Spacing 

The  age  at  which  a  woman  becomes  pregnant  may  adversely  affect  her 
offspring-  Pregnancies  at  either  extreme  of  the  childbearing  age  range  are 
associated  with  poorer  outcomes  (1/,  J3.  14).  In  1977  only  18  percent  of 
all  U-S.  births,  and  only  7  percent  of  first  births  were  to  women  age  30  or 
older;  4  percent  of  all  births  were  to  women  over  the  age  of  34,  and  17 
percent  of  births  were  to  teenagers  (5). 

The  interval  between  pregnancies  may  influence  both  the  outcome  of  a 
pregnancy  and  ability  of  the  parents  to  meet  their  infant's  needs.  Too 
short  an  interval  may  not  allow  sufficient  time  for  the  mother's  body  to 
recover  from  the  nutritional  and  other  biological  stresses  of  pregnancy 
( 18}.  In  addition,  subsequent  births  may  occur  at  a  time  when  the  young 
family  has  not  yet  fully  adapted  to  the  changes  and  demands  of  the 
previous  child.  An  interpregnancy  interval  shorter  than  24  months  and 
longer  than  48  months  is  associated  with  a  higher  incidence  of  low  birth 
weight  (  75).  While  the  mean  interval  between  births  is  increasing  slightly 
for  both  black  and  white  American  women  and  is  currendy  longer  than  at 
any  time  since  World  War  II  (9),  25  percent  of  second  births  occur  less 
than  2  years  after  the  birth  of  the  first  child  (5). 


Adolescent  Sexuality  and  Childbearing 

Attainment  of  female  puberty  has  been  occurring  earlier  with  each 
generation.  However,  despite  the  earlier  onset  of  biological  readiness  to 
conceive,  today's  teenage  girls  are  less  likely  than  teenagers  of  only  a  few 
years  ago  to  either  marry  or  to  have  a  child  while  they  are  still  in  their 
teens  (9).  The  fertility  of  16-  to  19-year-olds  decreased  between  1957  and 
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'  1976,  although  to  a  somewhat  less  marked  degree  than  among  older 
women.  Birth  rates  for  ^lis  younger  than  16  rose  steadily  from  the  early 
193(rs  until  tb^  peaked  in  1973.  Fertility  among  teenagers  of  all  ages  has 
been  decreasing  since  1974  (19),  with  the  rate  of  decline  being  greater 
among  Mack  than  among  white  teenagers. 

Con^parison  of  findings  from  national  surv^  of  15-  to  19-year-old 
never-married  women  conducted  in  1971  and  1976  document  increasing 
sexua)  activity  by  teenaged  girls.  As  compared  to  the  1971  study,  the  1976 
study  found  a  30  percent  increase  in  the  percent  who  had  ever  had  sexual 
intercourse,  with  increases  for  both  black  and  white  teenagers  of  every  age 
(ISy  Among  those  who  had  ever  had  sexual  relations,  the  survey  found  no 
increase  in  the  frequency  of  sexual  relaticHis,  but  an  increase  in  the 
number  of  sexual  pirtners  and  a  somewhat  earlier  median  age  at  first 
intercourse  (four  months  earlier  than  in  1971).  There  were  substantial 
increases  in  the  percentages  of  both  black  and  white  teenagers  who  always 
used  contraception  (30  percent  in  1976,  compared  to  18  percent  in  1971) 
and,  paradoxically,  moderate  increases  in  the  proportion  who  never  used 
contracq>tion  (26  percent  in  1976,  compared  to  17  percent  in  1971). 
Amoi^  those  surveyed  who  ever  used  contraception,  there  was  a  maiked 
shift  from  use  of  the  least  effective  methods  to  use  of  the  most  effective 
methods.  Analysts  of  data  from  the  1976  study  indicates  that  half  of  all 
teenage  conceptions  occur  in  the  first  6  months  of  the  girrs  sexual 
experience  (20). 

Adolescent  pregnancies,  ^children  having  children,**  are  associated  with 
increased  jeopardy  to  both  the  mother  and  the  newborn.  Maternal 
mcMindity  and  mortality  is  higher  among  adolescents,  and  their  newborns 
are  at  a  higher  risk  of  being  bom  prematurely  or  with  a  low  birth  weight 
Low-birth-weight  infants  have  reduced  survival  chances  and  greater  risks 
of  serious  neurological  impairment  (21).  Adolescent  motherhood  is 
associated  with  lowered  educational  and  occupational  attainment,  re- 
duced income,  and  increased  likelihood  of  welfare  dependency.  A 
Chicago-based  study  found  that  children  of  mothers  who  began  childbear- 
ing  at  age  17  or  younger  are  less  likely  than  children  of  older  moth<rrs  to 
adapt  well  to  school  (22):  Analysis  of  several  large  U.S.  data  sets  shows  a 
small  but  con^stenf  cilect  of  maternal  age  on  children*s  IQX  with 
diildren  of  older  mothers  doing  better  (22).  All  teenagers  are  not  the 
same.  The  ^problem**  of  teenage  pregnancy  is  important  to  disaggregate 
the  individual  age  groups.  Women  18  and  19  years  old  have  pregnancy 
outcomes  similar  to  women  in  their  early  twenties.  Younger  teenagers  and 
their  infants  are  at  greater  risk  for  untoward  outcomes.  Interruption  of,  or 
failure  to  complete,  high  school,  a  distinct  disadvantage  with  profound 
future  consequences,  is  obviously  limited  to  adolescents  who  become 
pregnant  while  still  in  school.  Inadequate  preparation  for  the  responsibili- 
ty of  parenthood  is,  however,  prevalent  among  adolescents  of  all  ages. 

FamHy  Planning  and  Unintended  Births 

The  vast  majority  of  married  couples  m  America  use  effective 
contraceptive  methods.  As  of  1976,  all  but  7.7  percent  of  married  couples 
were  either  using  a  contraceptive  method  or  did  not  need  contraception 
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b^^use  one  or  both  sp>ouses  were  sterile  or  because  the  wife  was  pregnant, 
postpartiinu  or  trying  to  conceive.  Althougih  the  pill  is  still  the  most 
common  method  of  temporary  contraception,  it  is  losing  popularity. 
Voluntary  sterilization  is  becoming  increasingly  popular  ^25).  Among 
couples  who  T€ly  on  surgical  sterilization  as  their  method  of  contraception, 
an  equal  proportion  of  men  and  women  have  been  sterilized;  male 
sterilization,  however,  is  becoming  the  preferred  choice. 

Contraceptive  utilization  is  related  to  income  and  race.  Low-income 
and  black  married  women  are  less  likely  than  higher  income  and  white 
married  women  to  use  any  method  of  contraception.  Among  black 
couples,  especially  those  with  low  incomes,  there  was  a  substantial 
mcrease  in  reliance  on  nonmedical  and  folk  methods  between  1973  and 

1976  (-23).  During  that  same  period  there  was  a  dramatic  increase  in  the 
prevalence  of  surgical  sterilization  among  white  couples,  but  not  among 
blacks  (-23).  Among  white  couples,  husbands  are  more  likely  than  wives  to 
be  sterilized;  among  black  couples  the  wives  are  more  likely  to  be 
sterilized  (-24)-  A  significant  part  of  the  racial  difference  in  the  proportion 
of  married  couples  using  no  method  of  contraception  and  risking 
unplanned  pregnancies  is  due  to  fewer  voluntary  surgical  sterilizations 
among  black  husbands.  The  proportions  of  couples  using  each  of  the  other 
methods  are  approximately  the  same  regardless  of  race  (23). 

Preliminary  analysis  of  data  from  the  1976  National  Study  of  Family 
Growth  indicates  that  about  10  percent  of  births  during  the  prior  3  years 
occurring  to  married  women  and  single  mothers  living  with  their  children 
resulted  from  pregnancies  that  were  unwanted  by  these  women  at  the  time 
of  conception  (25).  An  additional  25  percent  were  babies  the  mothers 
wanted  to  have  at  some  time^  but  which  came  too  early  in  the  mothers' 
lives  (25).  Unintended  births  are  disproportionately  concentrated  among 
the  poor,  blacks  and  other  racial  minorities^  and  adolescents.  The  problem 
is  especially  severe  among  women  who  have  all  of  these  characteristics. 

Abortion 

The  increasing  incidence  of  legal  abortion  attests  to  the  large  number  of 
unwanted  and  ill-limed  pregnancies.  Following  the  1973  Supreme  Court 
decisions  on  abortion,  the  incidence  of  legal  abortion  in  the  United  States 
rose  dramatically.  An  estimated  1-5  million  abortions,  or  1  abortion  for 
every  3  live  births  now  occur  annually.  Three-qiiarters  of  the  women  who 
have  abortions  are  not  nnarried  at  the  time  of  the  abortion,  although  in 

1977  more  than  half  (52  percent)  had  children.  Approximately  one-third 
of  all  abortions  are  obtained  by  teenagers  {26). 

Although  women  at  the  extremes  of  the  reproductive  age  span  have  the 
lowest  pregnancy  rates,  they  are  more  likely  than  other  women  to  have 
their  pregnancies  terminated  by  abortion  (-26). 

•  For  every  10  girls  younger  than  age  15  who  have  a  baby,  there  are 

12  who  have  legal  abortions. 
m  Women  40  years  of  age  or  older  have  seven  abortions  for  every  10 
live  births^  whereas  women  between  ages  of  25  and  29  have  only 
two  abortions  for  every  10  live  births. 
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The  tncidence  of  abortion  also  varies  according  to  race.  Approximately 
one  c€  every  three  pr^qgnant  black  women  and  one  of  every  five  pr^nant 
Halite  wcmien  have  their  pr^nandes  aborted  (26). 

Fart  of  the  observed  reduction  in  mateinal  and  infant  mortality  is 
probaUy  rdated  to  die  increased  availability  of  legal  abortion  (27X  since  a 
h^jher  proportion  of  unwanted  pregnancies  occurs  among  women  who  are 
at  increased  risk  fen- poor  pr^nancy  outcomes  (2S-50). 


Fomty  and  Wooko  as  Heads  of  Hoosefaolds 

In  1970,  85  percent  of  dxildren  under  the  age  of  18  lived  with  two 
parents.  By  19TO,  only  78  percent  were  living  with  two  parents,  and  only 
67  percent  lived  with  both  their  Incdogical  parents  (2).  If  current  trends 
continue,  almost  half  of  all  children  bom  in  the  United  States  this  year 
win  most  likeiy  speod  a  agnificant  portion  of  their  childhood  living  with 
only  one  parent  In  about  92  percent  of  these  cases,  that  parent  is  the 
mother^  a  percentage  that  does  not  appear  to  be  decreasing  (2). 

In  1975-76,  almost  10  percent  erf' white  duldrra^  17  percent  of  Spanish 
surname  children^  ^_35  percent  of  Wade  children  were  living  in 
housdKdds  headed  by  never-married  or  divcmed  women  «  31).  Such 
households  are  increasing.  The  number  American  families  maintained 
{^divorced  or  never-married  women  doubled  during  the  1970's  (i7). 

Famifies  beaded  by  women  without  husbands  arc,  in  general,  poorer 
dian  other  families.  Mai^  women  ^o  Iwad  housefacdds  are  less  likely  to 
work  because  of  their  reqxmsibilities  for  chiki  care.  Most  such  women  are 
separated  or  divorced  {17).  Only  about  44  percent  of  divorced  fathers  are 
ordered  to  pay  child  support,  and  less  than  half  of  them  do  so  regulariy 
(52).  Almost  half  of  an  poor  families  in  this  onmtry  are  headed  by  women 
widiout  husbands  {17),  In  1977,  there  were  about  1  million  poor, 
unenqdoyed  female  heads  of  housdiolds  with  difldren  under  18  years  of 
age;  chiUren  less  than  6  years  of  age  lived  in  approximately  660,000  of 
these  women-headed  households  {17). 

Current  wdfare  laws  may  contribute  to  the  proUems  of  poverty  and 
lade  of  access  to  vital  health  services.  Poor  intact  families,  those  with  both 
a  mother  and  a  father  in  the  home,  are  not  eligible  for  Aid  to  Families 
with  Dependent  Children  {AFDC)  and  arc  therefore  ineligible  for 
Medicaid  in  most  States.  Insufficient  childcare  services  prevent  many 
women  from  working  {33). 

KdnmrtoMl  Attainment 

The  educational  status  of  American  women  is  improving.  Approximate- 
ly three-quarters  of  the  women  who  had  their  first  child  in  1977  were  high 
school  graduates;  80  percent  of  the  men  who  became  fathers  for  the  first 
time  in  1977  were  high  school  graduates  {8).  The  number  of  female  college 
graduates  in  the  population  increased  by  57  percent  between  1970  and 
1978,  bringing  the  total  percentage  of  women  over  the  age  of  25  who  had 
graduated  from  college  to  12  percent  in  1978  {17).  Since  higher 
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fdTifaTky"«i  attamment  by  the  mother  is  associated  with  an  improved 
pregnancy  outcome,  these  statistics  are  encouraging  ( lO). 


Worfchig  Women 

Unto  recently,  labor  force  activity  was  concentrated  in  one  stage  of 
most  women's  life  cycles;  marriage  and  reproduction  were  concentrated  in 
another.  Only  a  few  women  were  simultaneously  workers,  wives,  and 
mothers.  In  recent  years,  there  has  been  a  dramatic  surge  of  women 
entering  the  labor  force.  Nearly  half  of  the  women  of  working  age  arc 
either  employed  outside  of  their  homes  or  are  actively  looking  for  jobs 
(/7).  Over  60  percent  of  women  between  the  ages  of  25  and  34  are  in  the 
work  force;  60  percent  of  wives  work  (77).  Labor  force  participation  by 
mothers  is  increasing.  In  1978,  42  percent  of  mothers  with  preschool 
children  under  6  years  of  age  and  57  percent  of  mothers  of  school-age 
children  6-17  years  old  were  woiking  or  looking  for  work  (/7).  Many  of 
these  women  earn  poor  incomes,  especially  as  compared  to  men;  for  year- 
round  full-time  workers  in  1977,  the  median  income  for  women  was 
$8,8 1 0.  compared  to  $ 1 5,070  for  men  (17). 

While  the  term  "working  women"  usually  refers  to  women  who  work 
away  from  the  home,  the  job  of  working  in  the  home  should  also  be 
considered.  Housework  can  be  strenuous  and  time  consuming  with  great 
demands  and  responsibilities.  Women  almost  always  retain  responsibility 
for  the  overall  management  of  the  household  (34).  In  addition,  women 
who  also  work  outside  of  the  home  continue  to  bear  the  major 
responsibility  for  their  traditional  family  duties,  even  when  preschool 
children  are  present  (J5,  3S). 

In  1977,  an  estimated  1  million  infants  were  bom  to  women  who  were 
employed  during  pregnancy  (37).  Studies  conducted  m  England  at  the  end 
of  World  War  II  showed  that  pregnant  women  who  worked  outside  of  the 
home  and  who  continued  working  past  the  28th  week  of  pregnancy  had 
poorer  pregnancy  outcomes  than  housewives;  among  working  women  the 
incidence  of  low-birth-w«ght  (LBW)  infants  was  11-1  percent  and  the 
perinatal  mortali^  was  4.9  percent,  as  compared  to  4.7  percent  LBW 
infants  and  2.8  percent  perinatal  mortality  for  the  housewiv^  (38).  The 
risks  associated  with  pregnant  women  working.  cspeciaDy  late  in  pregnan- 
cy, continue  to  require  careful  consideration  and  examination  of  working 
conditions  for  women  today. 

Greater  participation  in  the  Nation's  work  force  increases  women's 
exposure  to  workplace  hazards  (39).  Although  many  hazards  affect  men 
and  women  more  or  less  equaUy,  during  pr^;nancy  the  developing  fetus 
may  be  partictilarly  susceptible  to  environmental  insult  (40,  41).  Exposure 
of  either  men  or  women  to  certain  envirormiental  hazards  can  lead  to 
sterihty  or  genetic  abnormalities  that  are  generally  not  detectable 
prenataUy.  Oocupatioiud  and  other  environmental  hazards  have  been 
linked  with  spontaneous  abortion,  stillbirth,  congenital  malformation,  and 
the  occurrence  of  certain  kinds  of  cancers  during  the  early  years  of 
childhood.  For  some  envirormiental  agents — lead,  mercury,  or  ionizing 
radiation — such  relationships  are  relatively  well  established;(42)  for 
others,  they  are  strongly  suggested  (43),  as  in  recent  epidemiologic  studies 
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of  men  and  women  fircqucntly  exposed  to  anesthetic  gases  in  operating 
rooms  Few  data  are  available  that  would'pemiit  a  comprehensive 

evaluatkm  of  the  extent  to  which  employed  pregnant  women  may  be 
e9q>osed  to  health  risks  associated  with  ^^ectfic  work  environments  i39,  45, 
46). 

Cigarette 

Smoking  by  the  mother  retards  the  rate  of  fetal  growth  and  increases  the 
risk  of  spontaneous  abortion,  fetal  death,  and  neonatal  death  in  otherwise 
normal  infants  (-47—49).  The  risk  of  having  a  low-birth-weight  baby  is 
doubled  if  the  pregnant  woman  smokes  (50).  Children  bom  to  women 
who  sm<^e  durnig  pr^nancy  apparently  do  not  catch  up  in  later  life  with 
the  growth  rate  and  acdiievement  levels  of  children  of  nonsmcrfdng 
mothers  (48).  The  proportion  of  adult  women  who  smoke  increased  from 
25  percent  in  1955  to  32  percent  in  1965,  after  which  it  declined  to  about 
28  percent  in  1978.  However,  the  proportion  of  teenage  giris  who  smoke 
has  greatfy  increased  and  teenage  gvls  may  now  be  more  likely  than 
teenage  boys  to  smoke  (48).  Although  the  proportion  of  adult  women  who 
smc^e  has  decreased  slightly,  there  has  been  an  increase  in  the  average 
number  of  cigarettes  smoked  per  day  by  women  who  do  smoke,  with 
approximately  23  percent  of  fernale  smokers  usually  smoking  more  than  a 
pack  <^  cigarettes  each  day  (48). 

IVfental  Health 

More  women  than  men  at  every  age  over  15  receive  treatment  for 
mental  health  problems.  Depression  is  the  most  prevalent  problem.  While 
the  same  factors  are  associated  with  high  rates  of  depression  in  both 
women  and  men — poverty,  stressful  life  events,  and  inadequate  social 
supports — among  men  and  women  who  experience  similar  adverse 
circumstances,  women  are  more  likely  to  become  depressed  (5/),  Studies 
indicate  that  working  outside  the  home  appears  to  c^er  women  some 
protection  against  depression  (52).  Althou^  marriage  is  associated  with 
lower  rates  of  depression  among  men,  depression  is  more  common  among 
married  than  single  women  (53).  Among  married  women,  those  living 
with  young  children  are  more  likely  to  be  depressed  than  women  without 
children.  These  are  not  minor  or  inconsequential  depressions.  They  often 
form  a  long-term  pattern  of  severe  emotional  symptoms  that  are 
frequendy  associated  with  physical  distress  (52).  Suicide  is  a  leading  cause 
of  death  for  young  women  (54). 

The  peak  ages  for  depression  among  women,  25  to  44  years,  are  the  ages 
most  likely  to  coincide  with  childrearxng  re^x>nsibilities  (57).  More  than 
4,000  women  a  year  are  hospitalized  for  postpartum  psychiatric  care  (34). 
Depressed  mothers  are  more  likely  to  be  dominating,  hostile  or  aggressive 
in  dealing  with  their  children.  The  children  of  depressed  women  tend  to 
report  unhappiness  in  their  relationships  with  their  mothers,  are  less  likely 
than  other  children  to  turn  to  their  mothers  for  support,  and  have 
themselves  an  increased  risk  of  emotional  disorders  (55,  55), 
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Women  between  the  ages  of  17  and  64  make  more  visits  to  doctors  than 
men  of  a  comparable  age.  Younger  and  older  women  uUlize  physician 
services  at  about  the  same  rate  as  men  (57).  Although  women  are  more 
likely  than  men  to  have  a  regular  source  of  health  care  (85  percent  of 
women  compared  to  76  percent  of  men),  they  are  also  more  likely  than 
men  to  perceive  that  they  have  unmet  health  needs.  Among  people 
without  a  regular  source  of  health  care,  women  are  more  likely  than  men 
to  indicate  that  they  are  unable  to  find  the  right  doctor  (55).  Before 
menopause,  women  receive  health  care  primarily  from  obstetrician-gyne- 
cologists. After  age  45  they  are  cared  for  primarily  by  internists  and  family 
physicians  (59). 


Pregnant  Women 

Maternal  Mortality 

Fear  of  dying  is  no  longer  a  primary  concern  of  pregnant  women,  as  it 
was  at  the  beginning  of  this  centiary.  Reduction  in  high-parity  births, 
advances  in  medical  science,  and  improved  nutrition  and  general  nealth 
have  dramatically  reduced  maternal  mortality  to  a  rare  occurrence.  In 
1915,  there  were  600  maternal  deaths  per  1(X).(X)0  live  births  in  the  United 
States  attributed  to  complications  of  pregnancy,  childbirth,  and  the 
puerpcrium,  compared  to  the  1978  provisional  maternal  mortahty  rate  of 
alnosl  10  deaths  per  100,000  live  births  (60).  However,  racial  disparity  m 
U.S.  maternal  mortality  continues.  The  maternal  mortality  rate  for 
nonwhite  American  women  is  three  times  higher  than  the  rate  for  white 
women  (60).  In  addition,  changing  delivery  practices  could  mcreasc 
maternal  mortality  in  the  future  (6/)- 


Prenatal  Care 

Although  there  has  been  an  increase  in  the  proportion  of  pregnant 
women  who  receive  prenatal  care  and  a  shift  toward  earlier  prenatal  care, 
many  sull  do  not  receive  adequate  care  during  pregnancy  (54).  Women  m 
subCToups  of  the  population,  however,  are  murh  less  likely  to  receive  early 
or  any  prenatal  care.  Those  women  whose  babies  are  at  the  greatest  risk— 
very  young  or  older  women,  black  women,  and  poorly  educated  women- 
are  less  likely  ^.o  receive  early  and  frequent  care  during  pregnancy  than  are 
those  groups  of  women  for  whom  the  risk  is  less. 

•  68  percent  of  the  women  who  gave  birth  in  1970  made  their  first 
prenatal  care  visit  during  the  first  trimester  of  their  pregnancy;  by 
1977,  this  proportion  had  increased  to  74  percent  (54). 

•  77  percent  of  the  white  mothers  who  delivered  babies  in  the 
United  States  in  1977  began  prenatal  care  in  the  first  trimester  of 
pregnancy,  compared  to  only  59  percent  of  the  black  mothers 
(54). 
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•  Black  mothers  were  more  than  twice  as  likely  as  white  mothers  to 
receive  no  prenatal  care  (54). 

•  Women  between  25  and  34  years  of  age  are  most  likely  to  get  early 
care  (81  percent  began  prenatal  care  in  the  first  trimester  in  1975), 
and  are  least  likely  to  get  no  prenatal  care  (0.8  percent  in  1975) 

•  Girls  15  to  19  years  of  age  are  least  likely  to  receive  early  prenatal 
care  (only  53  percent  began  prenatal  care  in  the  first  trimester  in 
1975),  and  are  most  likely  to  have  no  prenatal  care  at  all  (2.3 
percent  in  1975)  {62). 

Pregnancy  Outcomes 
InCmt  Morbkfity  and  Mortality 

The  chances  of  being  bom  alive  and  surviving  the  first  year  of  life  have 
steadily  improved  in  the  United  States.  The  1979  U.S.  infant  mortality 
rate  (IMR)  of  13.0  infant  deaths  per  1,000  live  births  was  4.4  percent  lower 
than  the  previous  year.  However,  despite  continued  and  steady  progress, 
the  fate  of  an  infant  bom  in  this  cotmtiy  today  is  by  no  means  assured.  In 
the  United  States  in  1979: 

•  44>200  infants  died  before  reaching  1  year  of  age. 

•  241,000  infants  were  bom  weighing  less  than  5.5  pounds. 

•  250,000  infants  were  bom  with  moderate  to  severe  congenital 
defects. 

Fifteen  other  countries  have  lower  rates  of  infant  mortality  than  the 
United  States. 

Moreover,  within  this  country  population  subgroups  continue  to  have 
high  infant  mortality  rates.  Di^arity  exists  according  to  race  and  ethnic 
origin.  A  black  child  bom  in  this  country  has  almost  double  the  risk  of 
dying  before  ever  cdebrating  a.  first  birthday,  when  compared  to  the 
survival  chances  of  a  white  infant  bom  during  the  same  year.  Tlie  1977 
infant  mortality  rate  for  white  infants  was  123  infant  deaths  per  1,000  live 
births,  while  the  black  infant  mortality  rate  was  23.6  infant  deaths  per 
IJOOO  live  births,  an  infant  mortality  rate  that  was  recorded  for  white 
infants  more  than  25  years  earlier.  National  data  on  Hispanic  infant 
mortality  is  not  readily  obtainable  b^rause  Hispanic  vital  statistics  are  not 
disaggregated  from  the  **white**  categoxy.  Consequently,  speofxc  national 
information  is  currently  unavailable  for  the  largest  ethnic  minority  in  the 
United  States.  (The  National  Center  for  Health  Statistics  has  indicated 
that  they  will  be  reporting  Hispanic  data  as  a  separate  category  beginning 
with  1980  vital  statistics.) 

Geographic  pockets  of  high  infant  mortality  generally  correspond  to 
areas  with  concentrations  of  imp>overished  people.  In  1975—77,  Mississippi 
recorded  the  highest  state  resident  infant  mortality  rate,  20.6  infant  deaths 
per  1,000  live  births,  and  Maine  recorded  the  lowest,  1 1.2  infant  deaths  per 
1,000  live  births.  The  E>istrict  of  Columbia's  1977  infant  mortality  rate  of 
27.4  was  the  highest  recorded  that  year  for  any  American  city  or  State. 
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Tabic  I  documents  a  31  percent  decline  in  mortality  for  white  infants 
between  1970  and  1977»  and  a  28  percent  decline  for  blacks.  The 
"black-white  ratio,"  a  statistic  that  compares  the  variance  between  the 
'.vhite  and  black  infant  mortality  rates,  shows  that  the  gap  between  white 
and  black  infant  mortality  has  been  widening  since  1973.  The  neonatal 
(table  2)  and  postneonatal  (table  3)  mortality  rates  reveal  more  precisely 
where  the  disparity  exists. 

•  Neonatal  mortality  rates  for  white  infants  declined  by  37  f>crcent 
between  1970  and  1977;  for  blacks  the  decline  was  only  29 
percent.  Changes  in  the  black-white  ratio  indicate  a  steady 
increase  in  the  disparity  between  white  and  black  neonatal 
mortality. 

•  Postneonatal  mortality  rates  for  white  infants  declined  only  10 
p>ercent  between  1970  and  1977,  compared  to  a  23  F>ercent  decline 
for  blacks.  Changes  in  the  black-white  ratio  show  that  the  gap 
between  white  and  black  postneonatal  mortality  is  narrowing. 

•  There  is  greater  white— black  disparity  for  postneonatal  than  for 
neonatal  mortality. 

To  the  extent  that  neonatal  mortality  reflects  prenatal  and  i>erinatal 
circumstances  and  events,  and  postneonatal  mortality  reflects  parenting 
and  other  aspects  of  the  infant's  environment,  different  intervention 
strategies  are  required  to  reduce  these  two  components  of  infant  mortality 
(63).  Prenatal  care  with  risk  assessment  and  management  (described  in 
detail  in  a  later  section)  and  newborn  intensive  care  are  both  directed  at 
reducing  hazardous  conditions  that  threaten  the  infant  primarily  during 
the  neonatal  period.  Instruction  to  new  parents,  especially  new  mothers,  in 
the  routine  care  and  feeding  of  their  infants  and  in  identifying  infant 
illness  symptoms  is  an  example  of  a  prevention-intervention  strategy  to 
reduce  postneonatal  infant  illness  and  death. 


TABLE  1.  Intant  Mortality  Ralm  According  to  Rao*  In  tha 
UnNad  Slakaa:  1970  to  1979 

(Infant  daattia  undar  1  yaar  of  aga  par  1.000  llva 
 blrtHa)  

Black/ 


Yaar 

All 

Whita 

Ail 
Othar 

Black 

Whtta 
Ratio 

1970 

20.0 

17.8 

30.9 

32.6 

1.83 

1971 

19.1 

17.1 

28.5 

30.3 

1.77 

1972 

1S.5 

16.4 

27.7 

29.6 

1.80 

1973 

17.7 

15.8 

26.2 

28.1 

1.78 

1974 

16.7 

14-8 

24.9 

26.8 

1.81 

1975 

16.1 

14-2 

24.2 

26-2 

1.85 

1976 

15.2 

13.3 

23.5 

25.5 

1.91 

1977 

14-1 

12.3 

21.7 

23.6 

1.92 

I978(est.) 

13.6 

I979(est.) 

13.0 

SOURCE:  National  Center  for  Health  Statistics. 


210 


1970 

15.1 

13.8 

21.4 

22.8 

1.6S 

1971 

14^ 

13.0 

19.6 

21 .0 

1.62 

1972 

13.6 

12.4 

19.2 

20.7 

1.67 

1973 

13.0 

11.8 

17.9 

19.3 

1.64 

1974 

12.3 

11.1 

17.2 

18.7 

1.69 

1975 

11.6 

10.4 

16.8 

ia3 

1.76 

1976 

10.9 

9.7 

16.3 

17.9 

1.84 

1977 

9.9 

8.7 

14.7 

16.1 

1.85 

1978Cast) 

9.4 

SOURCE:  NtttionAl  Center  for  HMlth  Statlsttca 


1970 

4.9 

4.0 

9.5 

9.9 

2.45 

1971 

4.9 

4-1 

7.9 

9.3 

2.27 

1972 

4.9 

4.0 

8.5 

8.9 

2.23 

1973 

4.7 

4.0 

8.3 

8.8 

2.20 

1974 

4.4 

3.7 

7.7 

8.1 

2.19 

1975 

4.5 

3.8 

7.4 

7.9 

2.08 

1976 

4.3 

3.6 

7.2 

7.6 

2.11 

1977 

4.2 

3.6 

7.0 

7.6 

2.11 

1978(est) 

4.2 

SOURCE:  National  C«nter  for  Health  Statistics. 


Low  Birth  Weight 

Survival  is  not  the  sole  criterion  for  assessing  pregnancy  outcomes. 
Many  conditions  carry  potentially  hazardous  consequences  even  in  the 
absence  of  a  fatal  outcome  {64,  6S).  Lx>w  birth  weight  (LBW),  a  birth 
weight  of  less  than  SV2  pounds  (2,500  grams),  is  the  most  significant 
newborn  characteristic  associated  -with  a  poor  prognosis;  that  is,  increased 
perinatal  and  infant  mortality  and  morbidi^,  including  adverse  sequelae 
such  as  mental  retardation  and  learning  disabilities  C6Sy.  Lx>w-birth-weight 
infants  face  a  fortyfold  greater  chance  of  dying  before  1  month  of  age  and 
are  20  times  more  likely  than  heavier  newborns  to  die  before  their  first 
birthday. 
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Infants  born  in  the  United  States  in  1978  had  a  median  birth  weight  of 
3»350  grams  (approximately  7  pounds  6  ounces).  The  median  weights  for 
white  and  black  babies  were  3390  and  3 J  50  grams  respectively,  a 
difference  of  about  8  ounces.  Approximately  235,000  low-birth-weight 
infants  were  bom  in  the  United  States  in  1978,  representing  7.1  percent  of 
all  live  births. 

LBW  babies  are  of  two  types: 

(1)  Infants  bom  prematurely  (before  38  weeks  of  gestation),  who 
weigh  less  than  5  V2  pounds 

(2)  Full-term  infants  who  weigh  less  than  SV^  pounds  at  birth, 
referred  to  as  small-for-gestational-age  (SG  A) 

Prematurity  results  from  the  untimely  onset  of  labor  which  results  in  an 
abbreviated  gestational  period  precluding  complete  maturation.  SGA 
babies  are  dysmature;  they  are  less  mature  thjm  would  be  expected 
considering  full-term  gestation.  These  babies  lack  the  nutritional  stores 
and  reserve  capacity  of  infants  of  normal  weight.  Placental  insufficiency, 
inadequate  blood  flow  through  the  placenta  resulting  in  inadequate 
transport  of  nutrients  from  mother  to  fetus,  is  primarily  responsible  for  the 
intrauterine  fetal  deprivation  that  results  in  an  SGA  newborn.  Although 
these  two  types  of  LBW  require  different  approaches  for  successful 
intervention,  low  birth  weight  of  either  type  is  an  important  indicator  and 
predictor  of  immediate  postnatal  problems  and  compromised  future 
health. 

Women  with  certain  characteristics — previous  miscarriages  or  still- 
births, short  intervals  between  pregnancies,  late  or  no  prenatal  care,  and 
women  who  are  black,  unmarried,  not  high  school  graduates,  or  under  18 
years  of  age  or  over  35  years  of  age — are  more  likely  than  other  mothers  to 
have  low-birth-wetght  babies  (65,  67).  In  1977,  women  between  the  ages  of 
25  and  29  had  the  lowest  proportion  of  LBW  babies,  5.8  percent,  whereas 
more  than  9  percent  of  babies  bom  to  women  under  the  age  of  20  or  over 
the  age  of  39  weighed  2,500  grams  or  less.  In  1978,  the  incidence  of  low 
birth  weight  was  twice  as  high  for  black  babies  as  it  was  for  white  babies, 
even  when  the  differences  in  the  mother's  ages  are  considered. 

The  incidence  of  LBW  declined  10  percent  between  1970  and  1978 
(table  4).  Ouiring  the  same  period  the  infant  mortality  rate  declined  much 
more  sharply — by  32  percent.  The  disproportionate  decline  in  infant 
mortality  may  be  explained  in  two  ways.  First,  because  an  estimated  65 
percent  of  infants  who  die  in  the  United  States  each  year  are  LBW,  a 
small  change  in  the  incidence  of  LBW  results  in  a  large  improvement  in 
infant  survivaL  Second,  significant  advances  in  perinatal  and  neonatal 
medicine  have  made  it  possible  to  save  the  lives  of  many  low-birth-weight 
infants  (64,  69,  69).  -  l 

These  improvements  are  reflected  in  significant  reductions  in  birth 
weight-^>ecific  mortality  rates  observed  at  a  number  of  neonatal  intensive 
care  centers. 

Sweden  has  the  world's  lowest  infant  mortality  rate.  While  the  Umted 
States  ranks  far  below  Sweden,  the  1973  birtb-wcigbt-spccific  infant 
mortality  rates  in  six  selected  States  in  the  United  States  were  lower  dian 
in  several  other  industrialized  nations  including  Sweden  (70).  Low-birth- 
weight  infants  bom  in  the  United  States  have  much  greater  survival 
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chances  principally  because  neonatal  intensive  care  in  the  United  States  is 
unsurpassed  {64.  68,  71,  72).  Our  infant  mortality  rate  is  higher  than  that 
in  15  other  countries  because  a  higher  proportion  of  U.S  infants  are  LBW, 
and  not  all  of  them  have  access  to  neonatal  intensive  care. 


K   M.      t —  rilrlMi 

£  4.  InCKM 

no9  of  Low 

wnQ  m>  two 

m  HI  mo  UIM 

lO  i«#V  U 

MfOOfftI  of  b 

mfWnmf 

All 

All 

Blade/ 
WMto 

Vmt 

White 

Rollo 

1970 

7.9 

6.8 

13.3 

13.9 

2.04 

1971 

7.7 

6.6 

12.7 

13.4 

2.03 

1972 

7.7 

6.5 

12.9 

13.6 

2.09 

1973 

7.6 

6.4 

12.5 

13.3 

2.08 

1974 

7.4 

6.3 

12.4 

13.1 

2.08 

1975 

7.4 

6.3 

12-2 

13.1 

2.08 

1976 

7.3 

6.1 

12.0 

13.8 

2.26 

1977 

7.1 

5.9 

11.9 

12.8 

2.18 

1978 

7.1 

5.9 

11.9 

1i:.8 

2.18 

need£:d  health  services^ 

As  noted  previously*  the  lifetime  health  experience  of  both  the  mother 
and  father  can  affect  the  health  of  their  children;  healthy  people  are  more 
likely  to  have  healthy  offspring.  This  section  concentrates  on  the  health 
services  related  to  conception^  gestation,  birth,  early  life,  and  pa  *enting. 
Some  of  the  listed  services  would  benefit  every  woman,  newborn,  or 
parent;  others  are  not  needed  by  everyone;  still  others  address  the  needs 
of  especially  vulnerable  families. 

In  Anticipation  of  Pregnancrjr 

( 1  >  Health  education  conducted  at  the  school,  the  health-care 
delivery  site,  and  through  the  mass  information  and  entertain- 
ment media^  especially  television,  beginning  at  the  preschool 
level  and  continuing  throughout  life  with  particular  emphasis  on 
the  following: 

m  Knowing  the  needs  of  one^s  own  body,  such  as  the  composi- 
tion of  a  healthy  diet  and  requirements  for  exercise,  sleep,  and 
relaxation. 

•  Identifying  activities  that  promote  health  and  prevent  disease 
and  disabili^. 

m  Family  life  and  sex  education,  including  accurate  information 
about  contraception. 

•  Awareness  and  understanding  of  the  menstrual  cycle  and 
knowledge  of  the  signs  and  symptoms  of  pregnancy. 


^Tbis  sectkm  is  derived  from  sevend  references  in  ■ddidon  to  the  composite  experience  of  a  nuxse 
midwife*  mn  obstetriciau-^occologist,  and  a  pecitatncian*  Tbcse  health  services  are  primarily  derived  from 
the  needs  ascribed  by  the  relevant  characteristics  of  women  of  childbeartng  age. 
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•  The  potentially  harmful  effects  of  communicable  diseases, 
alcohol,  ionizing  radiation,  drugs,  and  smoking  especially 
during  the  early  weeks  of  pregnancy  (won>en  attempting  to 
conceive  should  consider  themselves  as  potentially  pregnant 
even  before  the  precise  recognition  of  pregnancy  and  should 
avoid  these  hazards). 

«  The  need  for  preventive  health  services,  especially  early 
prenatal  care. 

(2)  Nutrition  services,  including  nutritional  counseling  and  informa- 
tion about  the  availability  of  food  assistance  programs  such  as 
Food  Stamps. 

(3)  Quality  medical  care  services  for  the  detection,  diagnosis,  and 
treatment  of  acute  and  chronic  diseases,  including  sexually 
transmissible  diseases,  and  immunization  against  preventable 
illness,  especially  rubella. 

(4)  Mental  health  services,  including  crisis  intervention  services, 
continuous  services  for  management  of  sustained  distress,  and 
prevention  of  emotional  and  social  problems  through  supportive 
services  in  anticipation  of  known  stressful  life  crises,  e.g., 
premarital  and  marital  counseling.  Mental  health  services  can  be 
provided  in  a  variety  of  settings,  including  private  offices,  clinics, 
ho^ital  ou^Mitient  departments,  neighborhood  health  centers,  or 
wherever  individuals  obtain  their  regular  health  care.  Providers 
may  include  trained  professionals  other  than  psychiatrists  or 
psychologists. 

(5)  Pregnancy  testing  with  referral,  as  appropriate,  for  counseling, 
family  planning,  abortion,  prenatal  care,  or  infertility  diagnosis 
and  treatment. 

(6)  Family  planning  services  including  information,  counseling,  and 
outreach  to  schools,  community  groups,  and  youth  organiza- 
tions; wide-scale  advertisement,  sales  (including  vending  ma- 
chines), and  free  distribution  of  nonprescription  contraceptive 
methods;  information,  counseling,  and  provision  of  condoms  to 
males,  especially  in  connection  with  sexually  transmissible 
disease  control  services;  clinical  contraceptive  services  in  fanuly 
planning  pzogr^ms  and  incorporated  into  regular  comprehensive 
health  services,  and  voluntary  sterilization  for  both  men  and 
women;  (State  laws  that  prohibit  the  provision  of  family 
planning  services  to  adolescents  are  an  obstacle  to  teenagers 
seeking  care.) 

(7)  Genetic  screening  and  counseling,  especially  for  population 
groups  known  to  be  at  special  risk  for  specific  genetic  diseases 


From  the  Recognition  of  Pregnancy 
to  the  Onset  of  Labor 

(1)  Prenatal  Care  Services: 

m  Identification,  treatment,  and  management  of  any  physical 
and/or  mental  health  conditions  existing  before  pregnancy. 
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Continuing  assessment  of  the  pregnant  woman  and  fetus 
dirtied  at  prevention,  earl^  detection,  and  management  of 
potentially  threatening  conditions,  e.g.,  screening  for  hyperten- 
siott,  diabetes,  Rh  isoimmunization,  anemia,  abnormal  fetal 
development,  and  unusual  emotional  stress. 
Screenings  diagnosis,  and  counseling  for  fetal  genetic  disor- 
ders, with  counseling  and  second-trimester  abortion  services 
availaMe  as  desired  by  the  parents. 

Eariy  identification  of  the  actual  or  potential  high  risk 
pregnancy  with  arrangements  for  af^ropriate  prenatal,  intra- 
partum* and  newborn  care  based  upon  the  risk  status  of  the 
{H^nant  woman  and  her  fetus;  and  transportation  of  the 
pr^nant  woman  and  her  intrauterine  passenger  to  a  facility 
capable  of  the  appropriate  level  of  care  as  necessary.  (Af^prox- 
imately  two-thiids  of  high  risk  iwwboms  can  be  anticipated  by 
earful  antepartum  evaluation.  This  enables  the  mustering  of 
resources  and  {banning  for  necessary  care  well  in  advance  of 
the  birth,  thereby  preventing  many  complications.) 
Information,  support  and  counseling  as  needed,  on  the 
nuuital  rdationship,  relationships  between  the  parents  and 
other  children  in  the  family,  and  other  associated  emotional 
and  social  changes  coincident  with  pregnancy  and  birth  to 
assist  the  wonoan  and  her  family  to  make  healthy  adaptations 
to  the  effects  of  pregnancy  and  approaching  parenthood. 
Continuing  education  to  enable  the  pregnant  woman  to  adopt 
behaviors  that  serve  to  protect  and  promote  the  health  of  the 
fetus,  e.g.,  optimal  nutrition,  avoidance  of  occupational  and 
environmental  haTwrds,  limiting  X-ray  exposure,  eliminating 
the  use  of  cigarettes,  alcohol,  and  teratogenic  drugs,  avoiding 
exposure  to  sexually  transmissible  diseases,  and  minimizing 
the  likelihood  <^  physical  injuries.  (Continuing  education  for 
health  care  providers  is  also  necessary,  in  order  to  alert  them 
to  the  dangers  of  prescribing  unnecessarv  drugs  or  X-rays  for 
women  who  are  or  could  be  pregnant.) 

Availability  of  education  to  prepare  the  pr^nant  woman  and 
her  husband  or  other  support  person  to  be  active  participants 
during  labor  and  delivery.  (Such  preparation  appears  to 
contribute  to  improving  pregnancy  outcomes  and  may  en- 
hance the  childbirth  e:q>erience  in  ways  that  promote  healthy 
family  bonding.  With  good  preparation  pregnant  women  are 
better  able  to  c<^>e  with  the  pain  and  discomfort  of  labor 
without  anesthesia  and  analgesia,  thereby  reducing  the  mater- 
nal and  fetal  risks  associated  with  aU  forms  of  obstetric 
anesthesia  and  analgesia  and  eliminating  costly  anesthesiolo- 
gy. Childbirth  education  classes  are  widely  avaUable  except  in 
rural  areas  and  small  towns.  The  classes  are  usually  organized 
and  provided  within  a  private  maricet  outside  of  the  traditional 
medical  care  system.  Some  private  health  care  insurers 
reimburse  for  the  cost  of  such  classes  if  a  physician  "orders** 
them.  They  are  not  separately  reimbursed  fay  Medicaid.  These 
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policies  do  not  provide  sufficient  incentives  for  providers  to 
r  fTer  such  services.  Although  most  obstetric  care  organized 
':cjfically  for  poor  women  includes  an  educational  compo- 
"  \o  prepare  them  for  the  experience  of  tabor  and  delivery* 
vt  antity  and  quality  of  preparation  for  poor  women  is 
often  less  than  that  which  is  available  to  middle  class  women 
through  private  organizations  such  as  the  International  Child- 
birth Education  Association*  Since  low-tncome  pregnant 
women  often  need  more  medical  attention  and  have  less 
understanding  of  female  physiology,  their  needs  for  education 
are  often  greater^  and  preparation  should  be  more  extensive.) 
Information  to  prepare  the  mother  and  father  to  meet  the 
physical,  emotional*  intellectviaU  social*  and  health  needs  of 
their  newborn*  including  information  on  the  importance  of 
breast  feeding,  and  when  and  how  to  introduce  other  foods; 
the  importance  of  holding*  touching*  comforting  and  verbally 
stimulating  the  infant;  the  importance  of  social  interaction 
and  smiling;  the  infantas  need  for  visual  stimulation  and  for 
safe  and  appropriate  toys;  the  importance  of  always  securing 
the  infant  in  a  proper  restraint  when  riding  in  an  automobile; 
and  information  to  address  special  concerns  of  the  parents. 
Special  programs  for  pregnant  school-age  girls  to  permit 
uninterrupted  education  or  vocational  training  and  to  provide 
special  instruction  and  suppox^  tailored  to  the  special  needs  of 
pregnant  adolescents  regarding  nutrition  and  self-care  during 
pregnancy  preparation  for  labor  and  delivery*  and  infant 
growth*  development  and  care.  (These  "special''  programs 
should  be  in  addtion  to  the  regular  school  curriculum. 
Pregnant  adolescents  who  wish  to  continue  their  regular 
school  program  must  be  allowed  to  do  so.) 

Intermediate  levels  of  care  to  allow  for  better  management  of 
conditions  that  may  not  require  hospitalization  but  that 
require  more  than  routine  outpatient  care  (e.g.*  the  manage- 
ment of  a  pregnant  women  widi  diabetes*  questionable  pre- 
eclampsia^ or  threatened  premature  labor)*  perhaps  by  fre- 
quent nurse  home  visits*  hospital  day  care*  or  nurse-supervised 
residential  care* 

Availability  of  24-hour  telephone  consultation  with  a  nurse  or 
physician  member  of  the  obstetric  care  team. 
Nutrition  services  and  nutritional  supplements  from  programs 
such  as  the  Special  Supplemental  Food  Program  for  Women* 
Infants*  and  Children  (WIC). 

An  antenatal  pediatric  visit  to  arrange  for  the  health  care  of 
the  newborn- 
Social  and  legal  services  for  crises  intcf^ntion*  securing 
proper  housing  and  food^  and  obtaining  homemaker  services 
and/or  residential  support  for  pregnant  women  without 
adequate  family  support*  especially  adolescents*  women  plan- 
ning to  give  their  babies  up  for  adoption*  and  victims  of 
domestic  violence* 


(2)  Counseling  for  women  with  unpUmned  pregnancies,  with  referral 
mnd  assistance  in  obtaining  necessary  services  including,  where 
desired,  support  services  for  continuation  of  pregnancy,  placing 
the  newborn  for  adoption,  and  first  and  second  trimester 
abortions. 

(3)  Medical  services  related  to  spontaneous  abortion  including, 
when  indicated,  counseling  regarding  future  reproductive  pros- 
pects and  alternatives. 


Onset  of  Labor  to  1  Week  Following  Birth 

The  setting  for  birth,  the  category  of  trained  birth  attendant,  and  the 
precise  management  of  labor,  delivery,  and  the  immediate  period 
following  birth  are  dependent  upon  the  risk  statiis  of  each  individual 
pregnancy,  the  mother's  choice,  and  local  resources.  Minimum  necessary 
perinatal  care  in  every  case  should  consist  of: 

(1)  Continuing  observation  by  a  trained  attendant  of  the  progress  of 
labor  and  condition  of  the  mother  and  fetus  throughout  labor. 
(Observation  should  be  systematic  with  careful  documentation, 
increase  as  labor  progresses,  and  be  uninterrupted  diu-ing  the 
second  stage.  Electronic  monitors  may  be  used  to  augment 
observation  by  a  nurse,  midwife,  or  physician,  especially  in  high- 
risk  cases,  but  should  not  replace  direct  clinical  observation  or 
clinical  judgment.) 

(2)  Inomediate  medi«d  backup  for  diagnosis  and  management  of 
threatening  conditions  and  obstetrical  emergencies,  including  the 
capacity  to  perform  a  safe  cesarean  section  delivery  when 
indicated.  (Backup  support  includes  effective  telecommunica- 
tions consultation,  and  efTicient  direct  transport  to  a  perinatal 
center  for  services  that  are  not  available  onsite.  It  is  not 
advisable  for  labor  and  delivery  to  be  managed  in  settings  that 
cannot  provide  for  emergency  stabilization  of  the  parturient  who 
experiences  an  obstetrical  emergency  or  for  emergency  resucita- 
tion  and  stabilization  of  the  newborn.  Labor  and  delivery  should 
not  be  managed  routinely  in  settings  that  require  more  than  15 
minutes  travel  time  to  a  hospital  with  facilities  and  peisonnel  to 
perform  a  cesarean  section  or  provide  care  for  the  critically  ill 
newborn.) 

(3)  Physical  and  emotional  support  for  the  woman  tn  labor — often 
best  achieved  by  the  presence  of  the  laboring  woman's  husband 
or  friend  who  has  been  prepared  to  provide  this  support-  -as  well 
as  sen^tive  and  skilled  nursing  care. 

(4)  Assistance  to  the  mother  provided  by  a  trained  attendant,  i.e.,  a 
physician  or  nurse  midwife,  during  the  actual  birth,  in  order  to 
deliver  the  baby  gently,  without  undue  delay,  and  in  a  controlled 
manner. 

(5)  Immediate  evaluation  of  the  newborn  with  skilled  resuscitation 
capability  available  onsite. 
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(6)  Sensitivity,  attention,  and  accom"  -Ution  to  the  mother's  and 
Ikther**  piiysicaU  emotional,  and  social  needs  and  desires  during 
their  childbirth  experience. 

<7)  An  effective  system  for  communication,  referral,  consultation, 
tran^wrtation,  exchange  of  medical  records,  exchange  of  pay- 
ments, and  continuing  professional  education  that  integrates  all 
components  of  perinatal  care  into  an  organized  network  of 
resources  responsive  to  the  continuum  of  needs  within  a 
community. 

(8)  Rh  isoimmunization  prophylaxis  to  reduce  the  occurrence  of 
erythroblastosis  fetalis,  a  fatal  blood  disorder  in  the  newborn. 
(Rh  immune  globulin  should  be  administered  to  all  unsensitized, 
Rh  negative  women  who  deliver  an  Rh  positive  infant,  have  a 
^xmtaneous  or  induced  abortion,  have  an  ectopic  pregnancy, 
have  an  intrauterine  death,  or  undergo  amniocentisis  performed 
without  sonography.) 

(9)  Availabili^  of  postpartimi  voluntary  sterilization  procedures 
following  vaginal  delivery  or  in  conjunction  with  operative 
deliveries  for  women  who  desire  them. 

( 10)  Supervised  instruction  of  the  new  mother  during  her  postpartum 
hospitalization  regarding  infant  care  skills,  including  breast 
feeding,  taking  the  infant's  temperature,  and  recognition  of  the 
signs  of  illness  in  the  newborn.  (Having  the  mother  and  newborn 
''room-in"  provides  an  opportunity  for  supervised  continuous 
contact  between  the  new  mother  and  her  newborn  and  promotes 
and  facilitates  care  and  breast  feeding  by  the  new  mother.  New 
obstetric  units  should  be  designed  and  old  ones  remodeled  to 
accommodate  rooming-in.  State  and  local  hospital  licensing 
criteria  often  need  to  be  relaxed  to  pennit  this  practice. 
Maternity  hospital  practices  will  often  need  to  be  changed  and 
personnel  reoriented  and  trained  to  assist  mothers  with  breast 
feeding  and  to  promote  early  matonal-infant  bonding.  Success- 
ful establishment  of  lactation  and  matemal^infant  interaction 
can  be  disrupted  by  many  current  •^utine*'  hospital  practices.) 

(11)  Homemaker  services  as  necessary  during  the  mother's  hospitali- 
zation and  early  convalescence  at  home,  especially  following 
cesarean  section  delivery  (and  for  mothers  with  other  children 
and  no  family  support), 

(12)  Nuise  home  visits  as  an  extension  of  the  obstetric  and/or 
pediatric  care,  providing  education,  health  assessment,  parenting 
skill  devdopment,  and  assistance  in  arranging  necessary  follow- 
up  medi^d  care. 

(13)  Identification  of  available  medical  and  nursing  conununity 
consultation  resources  for  parents  who  experience  problems  with 
breast  feeing  or  infant  care,  or  who  have  other  concerns  in  the 
interim  between  discharge  from  the  hospital  and  the  first 
planned  well-baby  visit. 

(14)  Counselling  and  legal  services,  espe^aUy  for  adoption,  place- 
ment, foster  care,  or  financial  support  from  an  absent  father. 
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(15)  Education  and  counselling  regarding  postpartum  family  plan- 
ning and  self-care  before  the  usual  4-6  weeks  postpartum 
examination. 

(16)  Availability  of  barrier  contraception  for  use  before  the  postpar- 
tum examination. 

(17)  Availability  of  skilled  nurses  to  instruct  new  mothers  in  breast 
feeding  techniques,  to  encourage  and  support  the  new  mother  in 
establishing  a  satisfactory  breast  feeding  pattern,  and  for 
consultation  if  problems  arise. 


Newborn  Services 

With  the  transition  from  intrauterine  to  extrauterine  existence,  there  arc 
new  requirements  for  health  care.  The  healthy  newborn  and  the  sick 
newborn  require  separate  independent  attention. 

(1)  ImmedL*e  newborn  care,  including  evaluation  of  the  newborn 
immediawly  following  delivery,  with  rapid  initiation  of  appropri- 
ate treatment  including  nasal-oral  suctioning,  keeping  the  infant 
warm,  observing  for  signs  of  distress,  and  promoting  early 
contact  between  the  mother,  father,  and  newborn. 

(2)  Continued  observation  by  a  trained  attendant  able  to  evaluate 
the  infant's  success  in  adapting  to  extrauterine  life,  even  for 
newborns  not  identified  as  in  distress  at  the  time  of  birth. 

(3)  Skilled  resuscitation  and  stabilization  capability  by  trained 
personneL  (Even  after  a  completely  uncomplicated  pregnancy, 
unpredictable  events  during  labor  and  delivery  may  result  in  the 
birth  of  an  ill  newborn  who  requires  immediate  resuscitation.) 

(4)  Referral  and  safe,  rapid  transportation  of  sick  infants  to 
newborn  intensive  care  centers. 

(5)  Screening  tests  for  inherited  metabolic  diseases  for  all  newborns, 
in  order  to  prevent  certain  causes  of  mental  retardation  and 
chronic  ill  health  such  as  phenylketonuria  (PKU),  hypothyroid- 
ism, and  others.  . 

(6)  Continuing  pediatric  health  supe»-vision  in  the  hospital,  witft 
clear  arrangements  made  for  comprehensive  care  of  both  high- 
risk  and  normal  newborns  after  discharge. 


Later  Postpartum  Period  (First  4  to  6  Weeks) 

(1)  Availability  of  24-hour  telephone  consultation  with  pediatric 
care  provider  or  public  health  nurse. 

(2)  Social  woric  services  as  needed  to  assist  with  economic  and  social 
problems.  . 

(3)  Availability  of  mental  health  services  for  crises  intervention  and 
postpartum  depression.  „,,^      ^  c  t 

(4)  Availability  of  nutrition  programs,  such  as  WIC  and  ^ooO 
Stamps. 
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(5)  Comprehensive  primary  care  for  both  the  mother  and  infant  with 
initiation  of  contraception  as  desired  and  immunizations  for  the 
infant  including  a  general  discussion  of  how  the  family  and  the 
infant  are  adjusting  to  one  another,  and  a  review  of  infant  care 
practices. 


Services  for  Parents 

(1)  Mental  health  services,  particularly  in  cases  of  family  crises  or 
domestic  violence,  and  to  meet  general  needs  for  psychosocial 
support. 

(2)  Parenthood  education. 

(3)  Availability  of  day  care  for  infants  6  weeks  and  older,  especially 
for  school-age  mothers. 

(4)  Social  work  services  as  necessary,  e.g.,  assistance  in  obtaining 
Medicaid  eligibility,  food  stamps,  legal  services  required  to 
obtam  financial  support  for  the  child  from  its  father,  planning 
for  future  education,  training,  and  employment. 


Pregnant  Adolescents  and 
Adolescent  Parents 

The  provision  of  obstetric  care  to  adolescents  is  often  complicated  by 
their  unreadiness  for  pregnancy  coupled  with  a  suspicion  of  the  adult 
world-  At  a  time  when  they  need  a  great  deal  of  support  and  help  from 
adults  m  understanding  and  coping  with  the  physical,  emotional,  and 
social  changes  they  are  experiencing,  they  are  likely  to  be  confronted  with 
a  largely  authoritarian  situation  in  which  specific  practices  and  procedures 
must  be  strictly  followed  in  order  to  minimize  the  risk  of  a  poor  pregnancy 
outcome.  Pregnant  adolescents  need  health  care  providers  to  reach  out  in 
nonjudgmental  and  flexible  ways  {73%  In  addition  to  the  health  services 
needed  by  other  pregnant  women,  pregnant  teenagers  and  teenage 
mothers  have  special  needs: 

(1)  Prenatal  care  services  that  follow  the  pregnant  adolescent 
closely:  primary  and  preventive  health  services  to  prepare  the 
young  mother  for  labor,  delivery,  and  caring  for  her  newborn 
infant. 

(2)  Screening  for  and  treatment  of  sexually  transmissible  diseases 
(including  all  contacts). 

(3)  Primary  pediatric  care  that  emphasizes  support  and  outreach  for 
both  the  newborn  and  the  young  mother. 

(4)  Health  education  regarding  sexuality,  relationships,  contracep- 
tion, and  family  life. 

(5)  Educational  and  vocational  services  to  assure  that  young 
mothers  continue  their  education  and  or  receive  appropriate  job 
training. 

(6>  Adoption  counseling,  social,  and  legal  services. 


(7>  Child  cmre  services  to  enable  young  mothers  who  wish  to 
continue  their  education  or  to  enter  the  job  market  to  do  so. 

(8>  Homeroakittg  education  including  instruction  in  budgeting, 
purchasing,  and  planning  and  preparing  nutritious  and  balanced 
meals  for  herself  and  her  infant. 

(9)  Omnseling  for  the  family  members  (an  adolescent  pregnancy 
can  be  extremdy  stressful  to  the  teenager's  entire  family: 
counseling  should  also  be  available  to  the  young  father  and  his 
family.) 

(10)  Transportation  and  outreach  services.  (Physically  getting  to 
provider  sites  can  be  diflicult  for  adolescents  in  low-income 
urban  areas  as  well  as  rural  areas.) 

(11)  Counseling  to  identify  child  abuse  and  neglect  with  initiation  of 
^>ecial  support  to  avoid  further  fMoblems  and  prevent  the 
development  of  a  destructive  pattern  of  parent-child  interaction. 


ISSUES  AND  IMPLICATIONS  ASSOCIATED 
WITH  NEEDEX>  SERVICES 

The  enumeration  of  needed  health  services  for  pregnant  women, 
inlants,  and  families  in  the  previous  section  has  significant  implications 
for  the  delivery  of  health  care  services  in  the  United  States.  This  section 
elaborates  on  several  of  them. 


Defining  the  Health  Needs  of  Women 

Health  care  services  should  be  determined  by  definite  health  care  needs. 
However,  to  determine  health  care  needs,  a  clear  understanding  of  the 
concept  of  health  is  required.  The  definition  of  health  is,  however, 
contzoversiaL  More  than  just  the  absence  of  disease^  health  seems  to  defy 
precise  definition.  The  World  Health  Organization's  definition  of  health 
as  a  complete  state  of  physical,  mental,  and  social  well-being  is  broad  and 
all  encompassing.  Others  have  suggested  that  health  is  the  absence  of 
**fayper-untoward-eventitis,**^  while  still  others  propose  that  health  is  the 
state  of  twstiwfjiitiitig  equilibrium  in  response  to  disruptive  elements.  Even 
if  we  could  agree  upon  a  qualitative  meaning  for  health,  measurement  of 
health  status  would  remain  an  enormous  task  beset  by  many  hazards.  In 
practice  the  concept  of  health  status  ^  usually  approximated  by  an 
inventory  of  characteristics  that  i^>pear  related  to  the  population's  health 
without  regard  to  a  precise  definition  of  health.  Traditionally,  survival 
measures  are  the  principal  health  static  indicators.  However,  these 
measures  are  too  narrow  to  acciiratdy  reflect  the  notion  of  well-being  that 
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is  central  to  the  concept  of  health  and  hence  provide  only  limited 
information  upon  which  to  determine  a  population's  health  needs. 

Health  needs  can  be  thought  of  as  a  set  of  necessary  conditions  that 
enable  individuals  to  positively  and  successfully  achieve  and  maintain 
adaptive  homeostasis  in  response  to  changing  or  threatening  stimuli.  In 
this  sense  health  promotion  activities  are  the  set  of  actions  designed  to 
facilitate  behavioral  and  environmental  changes  conducive  to  health  (74). 

The  health  needs  of  women  can  be  categorized  as: 

•  General  health  needs  such  as: 

— Routine  health  maintenance  care 

— Health  promotion  and  disease  prevention  practices 

—Adequate  nutrition 

— Exercise 

— Appropriate  medical  care  for  identification,  detection,  and 
management  of  acute  and  chronic  physical  and  emotional 
conditions 

— Dental  care 

— Health  information  and  education 
m  Health  needs  related  to  the  female  reproductive  system: 

—  Prevention  of  unwanted  pregnancies  and  births 

—  Prevention,  early  detection,  and  management  of  conditions 
related  to  the  reproductive  system  and  processes 

•  Special  health  needs  of  women  of  childbearing  age: 

—  Proper  diet  and  nutrition  for  maintaining  appropriate  heigh t» 
weight,  and  hematocrit 

— Sustaining  the  motivation,  knowledge,  and  means  to  prevent 

unwanted  pregnancies  and  births 
— Avoidance  of  ix>tential  hazards  such  as  radiation  from  environ- 

mental   or   occupational   sources   or   unnecessary  radiation 

associated  with  medical  and  dental  screening,  diagnosis,  and 

therapy 

—  Proper  medical  treatment  and/or  management  of  acute  and 
chronic  physical  and  emotional  conditions 

—  Establishing  immunity  to  mbella:  establishing  healthy  and 
satisfying  social  relationships  and  sexuality 

The  obstetrical  community  refers  to  the  health  care  of  women  not 
currently  pregnant,  as  "interconceptional  care**  (75).  Interconceptional 
care  begins  with  the  care  provided  during  the  postpartum  period  and 
implies  a  **continuum  of  care  flowing  dynamically  and  continuously  from 
prenatal  and  intrapartiim  care**  (76).  Essentially  it  consists  of  periodic 
health  examinations  throughout  the  entire  cycle  of  human  reproduction 
beginning  at  birth  and  carrying  through  infancy,  childhood,  adolescence 
and  young  adulthood,  ending  at  conception,  and  resuming  again  postpar- 
turn.  It  continues  cycling  for  the  infant  to  concepdon,  and  for  the  woman 
to  the  next  conception  or  the  menopause  (75).  The  concept  of  intercon- 
ceptional care  cruries  a  significant  bias;  all  health  care  for  women  is 
characterized  in  terms  of  a  central  event — pregnancy*  The  connotation  is 
that  women  are  always  in  a  state  of  **mother-to-be**  during  the  reproduc- 
tive period-  In  other  words,  the  time  of  nonpregnancy  is  merely  an 
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interlude  between  pregnancies  Although  procreation  is  central  to  human 
existence,  the  notion  that  from  birth  through  menopause  a  woman's 
motivation  and  responnbili^  to  acdiieve  optimal  health  status  are  based 
scHefy  on  reprodoction  denies  the  inq>crtance  of  healdi  for  the  woman 
herself.  It  also  ignwes  the  importance  of  health  care  for  women  who 
choose  to  remain  childless  or  to  limit  childbearing^  and  for  women  beyond 
their  rqnrodtictive  years.  As  a  consequence  of  this  concept,  many  women 
perceive  their  obstetrician-gynecologist  physician  to  be  responsible  for 
their  total  health  care.  In  some  instances  this  may  be  effective  and 
beneficiaL  However^  healdi  services  should  be  organized  to  optimize  all 
aspects  of  health  divest  of  limited  cat^orical  objectives.  Not  all  medical 
conditions  can  be  han<iled  by  the  obstetrical-gynecolo^cal  practitioner. 
Some  conditions  may  go  undetected  because  of  a  dififerent  threshold  of 
problem  identification.  In  addition^  after  menopause  or  sterilization^  many 
women  ^drop  out**  of  the  obstetrical-gynecological  primary  health  care 
system  and  may  end  up  out  of  the  health  system  entirely. 


Health  Education 

A  significant  proportion  of  reproductive  or  child  health  problems  can 
be  prevented  or  ameliorated  by  changing  maternal  or  parental  behavior. 
Whether  health  education  is  effective  in  changing  behaviors  that  influence 
health  is  uncertain*  This  question  is  critical,  however^  because  of  the  need 
to  appropriate  limited  resources  efficaciously.  Some  authors  contend  that 
greater  investments  in  health  education  targeted  to  reducing  selected 
problems  in  sdected  populations  have  a  greater  yield  for  less  cost  than  a 
conq^arable  investment  in  medical  care.  Unfortunately,  health  education 
and  medical  care  are  sometimes  viewed  as  mutually  exclusive  strategies, 
rather  than  as  synergistic  components  that  may  woric  best  together. 

Effective  health  education  to  reduce  the  reproductive  and  family  health 
problems  addressed  in  this  paper  will  require  collaboration  between  the 
health,  education^  and  pubUc  communications  professions.  Teach- 
ing/learning materials  and  curricula  need  to  be  developed,  as  weU  as 
methodologies  for  effectively  getting  the  message  across.  Programs  are 
needed  that  will  both  train  health  care  providers  to  be  effective  teachers 
and  provide  accurate  health  information  to  educators. 

There  are  serious  problems  regarding  reimbursement  of  health  practi- 
tioners for  providing  health  education  services.  Current  health  in:^crance 
plans  that  only  reimburse  for  diagnostic  and  therapeutic  procedures  and 
ignore  health  care  provider  costs  related  to  patient  or  public  education  are 
disincentives  for  providing  health  education.  In  addition,  physicians,  who 
are  the  most  prestigious  and  powerful  actors  in  the  health  care  arena, 
receive  little  medical  school  instruction  in  effective  teaching  techniques. 
As  a  result,  health  education  commands  little  attention  in  the  practice  of 
medicine  and  is  often  delegated  to  other  less  influential  members  of  the 
health  care  team.  Even  though  such  delegation  may  be  appropriate,  the 
result  is  that  health  education  lacks  the  status  and  priority  accorded  to 
procedures  performed  by  physicians. 
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Family  Life  Education  and  Sex  Education 


Although  controversial,  sex  and  family  life  education  have  fairly  broad 
support  within  our  society.  The  results  of  a  recent  poll  indicate  that  78 
percent  of  the  American  public  now  favor  sex  eaucation  in  tiie  schools- 
Only  65  percent  favored  it  in  1970  (77). 

•  Although  41  percent  of  those  survej'ed  think  that  parental 
permission  should  be  obtained,  37  percent  think  children  should 
receive  sex  education  regardless  of  their  parents'  views. 

•  84  percent  of  the  pwople  who  favor  sex  education  in  school  think 
that  it  should  include  principles  of  ethics  and  responsible  sexual 
behavior;  72  percent  think  it  should  be  taught  in  school  because 
parents  do  not  deal  with  the  issue  at  home. 

•  68  percent  of  the  people  who  favor  sex  education  in  school  do  not 
think  that  sex  education  at  school  leads  to  more  teenage  sex  before 
marriage;  59  percent  think  that  sex  education  should  be  taught  to 
children  12  years  old  or  younger. 

From  these  data  it  appears  that  fears  about  parental  opposition  toward 
sex  education  are  unfoimded.  When  assessing  parental  attitudes,  a 
distinction  should  be  drawn  between  resistance  and  opposition.  Resis- 
tance is  usually  manifest  by  parents  who  feel  a  lack  of  knowledge 
concerning  the  **what,  when,  how,  and  who"  of  the  program  and  can  be 
avoided  by  keeping  the  parents  well  informed  about  program  details. 

Although  physicians  are  considered  by  parents  to  be  among  the  most 
appropriate  leaders  of  sex  education  programs,  they  are  among  the  least 
likely  to  be  sought  out  by  young  people  who  want  sex  information- 
Training  in  human  sexuality  has  become  "standard"  in  U.S.  medical 
schools  only  very  recently.  Involvement  of  representatives  from  the  total 
community,  including  lawyers,  parents,  religious  leaders,  businessmen, 
health  service  providers,  youth  organization  leadership,  and  students,  are 
important  for  successful  and  long-lasting  sex  and  family  life  education 
programs  that  are  effective  and  relatively  free  of  diverse  community 
conflict- 

Although  the  effects  of  sex  education  programs  on  psychological  health 
and  interpersonal  relationships  or  on  redaction  of  unwanted  teenage 
pregnancies  are  unknown,  efficacy  surely  depends  upon  the  curriculum, 
the  setting,  and  the  teachers.  Instruction  regarding  human  sexuality, 
although  fundamental  to  the  well-being  of  society,  is  often  excluded  from 
or^mized  school  systems.  Where  it  is  a  part  of  the  curriculum  it  is  often 
mediocre  and  inadequate.  There  is  great  variation  among  sex  and  family 
life  education  courses.  Methods  need  to  be  developed  and  validated  with 
which  to  evaluate  these  programs- 


Prenatal  Care:  Is  It  Worthwhile? 

Quality  prenatal  care  is  considered  essential  to  an  optimal  pregnancy 
outcome  for  both  the  mother  and  the  infant.  Prenatal  care  is  defined  as 
the   continuous   surveillance  and   management  of  expectant  women 
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throughout  their  pregnancies  (75).  It  encompasses  identification  of  high- 
risk  pregnancies;  application  of  accepted  methods  to  prevent*  detect,  and 
treat  pregnancy  complications;  attention  to  unmet  nutritional^  social, 
emotional,  and  physical  needs;  and  education  to  prepare  the  pregnant 
woman  for  the  demands  of  pregnancy,  childbirth,  future  self-care,  and 
infant  care. 

The  American  College  of  Obstetricians  and  Gynecologists  recommends 
a  routine  schedule  of  prenatal  care  visits:  every  4  weeks  until  the  28th 
week  of  gestation;  then  every  2  weeks  until  the  36th  week;  and  thereafter 
every  week  until  delivery  {78}.  Although  adherence  to  this  schedule  may 
provide  a  setting  for  quali^  prenatal  care,  it  does  not  ensure  it.  Frequency 
of  visits  should  not  be  confused  with  the  appropriateness  and  quality  of 
the  services  provided  during  a  visit.  The  complete  inventory  of  prenatal 
services  specified  in  the  previous  section  is  not  provided  to  most  pr^nant 
women  in  this  country.  Often  the  physical  aspects  of  pregnancy  are  well 
attended  to,  while  the  social,  emotional,  and  educational  needs  go  unmet. 

Nonetheless>  prenatal  care  currently  offers  the  best  available  approach 
for  preventing  untoward  pregnancy  outcomes,  especially  low  birth  weight* 
The  1973  Institute  of  Medicine  Ressner  Report  concluded  that  "adequacy 
of  (prenatal)  care  is  strongly  and  consistently  associated  with  infant  birth 
weight  and  survival**  (7P)*  This  report  further  concluded  that  if  all  women 
had  the  pregnancy  outcomes  of  those  receiving  adequate  prenatal  care,  the 
overall  infant  mortality  rate  for  their  study  cohort  could  have  been 
reduced  by  as  much  as  one-third.  Many  other  factors  are  also  associated 
with,  and/or  affect,  pregnancy  outcomes,  including  the  expectant  moth- 
er's behavior,  nutrition^  education,  height,  weight,  economic  status,  and 
culttval  background.  The  relative  influence  of  any  one  of  these  factors  is 
difficult  to  isolate.  Further,  since  those  expectant  mothers  who  are  at 
highest  risk  due  to  social  factors  are  least  likely  to  receive  early  and 
adequate  prenatal  care,  the  extent  to  which  improved  access  to  services 
could  actually  improve  their  pregnancy  outcomes  is  difficult  to  determine* 

Reasons  why  many  women  stiU  do  not  receive  adequate  and  timely  care 
include  the  following: 

•  Prenatal  care  is  frequently  not  covered  by  third-party  reimburse- 
ment programs;  Medicaid  does  not  cover  first  pregnancies  in  most 
States. 

•  Where  covered.  Medicaid  reimbursement  levels  are  often  so  low 
that  many  practitioners  do  not  accept  Medicaid  payments. 

•  E>istribution  of  professionals  trained  to  provide  necessary  services 
is  hmited  and  imeven,  especially  in  isolated  rural  areas.  Medi- 
caid^'s  current  policy  of  only  reimbursing  physician  services 
discourages  nurse  midwives  from  working  in  some  areas  of  great 
need. 

•  Some  obstetrical  practitioners  have  shifted  away  from  providing 
maternity  care.  Some  factors  contributing  to  this  change  include 
ambiguous  malpractice  liabilities  and  constmier  pressure  for 
changed  obstetric  practice. 

m  There  is  inadequate  coordination  among  the  many  publicly 
supported  programs  responsible  for  providing  prenatal  care,  and 
between  public  programs  and  private  providers  of  these  services. 
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m  Many  of  the  highest  risk  pregnant  women  lack  motivation  to  seek 
care.  Many  low-income  women  are  acctistomed  to  episodic-crisis 
care  provided  in  public  facilities  that  are  in  disrepair  and 
imattractive,  relegating  their  use  to  dire  emergencies  only. 

•  There  is  a  lack  of  outreach  to  assist  women  in  getting  care,  partly 
because  many  public  health  departments  have  discontinued  or 
greatly  reduced  home  visits  by  public  health  nurses, 

m  Health  education  or  information  to  make  all  women  aware  of  the 
importance  of  prenatal  care  has  been  insufficient  and/or  ineffec- 
tive. 

Few  health  activities  have  as  much  potential  for  promoting  health  as 
quality  prenatal  care  services. 


Childbirth  Care:  Over  Medicaiized? 

It  is  widely  recognized  that  pregnancy,  birth,  and  parenthood  are 
stressful  events  that  require  major  life  changes.  Some  investigators  are 
beginning  to  accumulate  data  to  show  that  the  experiences  people  have 
and  the  adjustments  they  make  at  ciie  time  of  family  formation — the  time 
of  the  first  birth — may  have  long-term  effects  on  the  quality  of  their  family 
life  {SOX  In  addition,  most  parents,  especially  new  mothers,  need 
information  and  help  to  prepare  them  to  care  for  their  newborn  infants  in 
ways  that  both  protect  and  promote  the  infants'  physical,  emotional, 
intellectual,  and  social  health,  growth,  and  development.  Professionals 
working  with  expectant  and  new  parents  find  them  remarkably  open  to 
childbirth  education  and  coimseling.  Even  people  who  would  never 
consider  using  a  "*mental  health"  service  often  find  it  acceptable:  to  seek 
and  participate  in  counseling  and  classes  aimed  at  helping  them  to  pref>are 
for  and  cope  with  the  changes  attendant  to  pregnancy  and  birth,  and  to 
prepare  themselves  to  be  good  parents. 

Despite  general  agreement  that  many  expectant  and  new  parents  need 
education,  support,  and  counseling,  a  meager  prop)ortion  of  the  available 
resources,  measured  not  only  in  dollars,  but  also  in  the  creativity^  interest, 
and  energy  of  those  who  plan  and  provide  maternal  health  care,  is  devoted 
to  these  services.  Medical  and  technological  components  of  care  compete 
much  more  successfully  for  the  same  resources.  Some  of  the  most  creative, 
energetic  efforts  at  approaching  these  problems  come  from  groups  such  as 
the  LaLeche  League,  the  International  Childbirth  Education  Association, 
Parenthood  Effectiveness  Training,  and  women's  movement  groups,  most 
of  which  operate  completely  outside  of  the  third-party-payment  health 
care  ^stem.  Rarely  do  the  women  and  families  who  are  most  at  risk  and 
in  need  avail  rhemselves  of  the  services  offered  by  these  groups. 

Although  we  give  priority  to  the  physical  health  needs  of  the  pregnant 
woman  and  developing  fetus,  it  is  important  to  remain  attentive  to,  and 
emphasize  the  emotional  and  social  imp>ortance  of,  the  experiences  that 
pregnant  women,  expectant  fathers,  and  other  family  members  undergo 
during  pregnancy,  childbirth,  and  the  first  months  after  a  new  child, 
especially  a  first  child,  is  bom.  This  sensitivity  often  yields  to  the 
preeminent  medicali2dng  of  the  birthing  process.  The  opposing  philoso- 
phies regarding  intrapartum  care  typify  this  dichotomous  perspective.  One 
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^  ^pproa^U  aitfaou^  mindful  of  potential  complications^  assumes  that 
pr^nancy  is  a  priori  normal.  The  other  philosophy  assumes  that  a 
pr^nancy  cannot  be  proven  normal  until  it  is  over«  and  therefore 
approaches  each  pr^nancy  as  if  it  were  high-risk.  There  is  substantial 
di$a£;reement  about  which  a|^roach  yields  the  best  results.  Three 
questions  are  central  to  this  debate. 

«  Where  should  childbirth  take  place  (Le.,  communis  hospitals, 
regionalized  perinatal  centers,  organized  childbirth  centers  not 
part  of  a  ho^itaU  homes)? 
•  Who  is  qualified  to  assume  responsibili^  for  the  care  of  women 

during  labor  and  delivery? 
^  What  are  the  risks  and  benefits  of  the  use  of  certain  forms  of 
^childbirth  terfmology*^ 
Eac^  of  these  questions  bears  directly  on  the  primary  focus  of  this 
p^>er — what  health  services  are  necessary  to  support  healthy  reproduc- 
tion? Controversies  related  to  these  three  questions  are  discussed. 

CfaOdbirtii  in  Nonhospital  Settings? 

An  increasing  prc^x>rtion  of  pregnant  women  in  America  are  currently 
choosing  to  give  birth  in  settings  other  than  hospitals.  Some  choose  home 
birth  b^suse  they  prefer  the  experience  of  giving  birth  in  the  comfortable 
and  familiar  surrotmdings  of  their  own  homes.  Others  deliver  at  home  or 
in  childbirth  cetitcrs  in  order  to  avoid  "routine^  medical  procedures  and 
hospital  practices^  such  as  intravenous  infusion^  confinement  to  bed, 
unsolicited  medications,  clinical  environments,  electronic  fetal  monitor* 
ing^  limited  contact  with  the  newborn^  regimented  infant  feeding,  endless 
vital  sign  xr  .:asurements»  and  so  on,  that  they  anticipate  would  be 
uncomfortable,  possibly  dangerotis,  and  unnecessary  interferences  to  the 
Joyful  celebration  of  chfldbirth.  To  achieve  control  of  their  childbirth 
experience  some  parents  are  willing  to  risk  the  absence  of  medical 
services. 

Although  less  than  2  percent  of  IJJS.  births  occiu'  outside  of  a  hospital^ 
there  is  a  definite  trend  toward  nonhospital  births,  especially  in  selected 
States.  For  example^  the  number  of  nonhospital  births  in  Oregon 
increased  from  168  births  (0.5  percent  of  the  total  number  of  births)  in 
1963,  to  1^492  births  (3.9  percent  of  the  total>  in  1977  (5i).  Currentiy  at 
least  six  national  organizations  of  lay  and  professional  people  support  and 
promote  home  births  (52). 

Although  perinatal  mortality  rates  for  out-of-hospital  dehveries  are 
consistently  much  higher  than  rates  associated  with  in-hospital  deliveries 
(,83%  the  data  are  confounded  by  high  death  rates  for  births  that  occur  at 
home  imexpectedly.  Precipitous  births  of  very  premature  infants,  whose 
mothers  may  not  have  even  realized  that  they  were  in  labor,  and  births 
which  occur  at  home  bemuse  of  lack  of  planning  or  lack  of  access  to 
hospital  care  often  have  poor  outcomes.  ProF>onents  of  home  births  and 
birthing  centers  have  reported  very  good  outcomes  associated  with 
planned  out-of-hospital  births  attended  by  qualified  physicians,  nurse 
midwives,  or  experienced  empirical  midwives  within  organized  home  birth 
services  or  freestanding  maternity  centers  (84S6).  In  order  to  evaluate 
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fairly  the  risks  of  nonho^ital  births,  the  outcomes  of  attended  out-of- 
hospital  childbirth  for  women  judged  to  be  low-risk  before  the  onset  of 
labor  should  be  compared  with  outcomes  for  similar  low-risk  women  who 
give  birth  in  hospitals. 

Konhosftttal  childbirth  centers  have  been  organized  in  many  cities  with 
the  ^TTr»  of  providing  an  acceptable  and  safer  alternative  to  home  births.  In 
most  cases  these  centers  serve  only  prescreencd,  low-risk  women  who  have 
participated  in  a  full  program  of  prenatal  care  and  childbirth  education. 
Physical  care  is  usually  provided  by  an  interdisciplinary  team,  often 
consisting  of  nurse  midwives  with  backup  by  obstetricians,  pediatricians, 
nurses,  and  auxiliary  health  personnel.  A  system  for  rapid  transfer  in 
emergencies  usually  includes  prearrangement  with  an  ambulance  service 
and  a  nearby  acute-care  hospitaL  To  date  all  published  assessments  of 
such  centers  suggest  that  they  are  both  safe  and  economical  i83,  86,  8T). 

Women  who  seek  attended  home  or  birthing-center  deliveries  have  been 
described  as  inherentiy  .low-risk  because  they  are  a  self-selected  healthy 
group  who  are  knowledgeable  about  pregnancy  and  childbirth  and 
motivated  to  comply  v-ith  advice  about  smoking,  nutrition,  and  prenatal 
care  (^)-  There  is  no  guarantee  that  as  the  trend  grows,  the  currcntiy 
restricted  low-risk  criteria  will  not  become  relaxed,  and  women  who  are 
known,  a  priari,  to  be  at  some  obstetrical  risk  will  deliver  at  home  or  in 
nonhospital  birtiiing-centers.  Moreover,  a  proportion  of  low-risk  women 
do  not  remain  low-risk  throughout  the  intrapartum  period  and  may 
require  specialized  technical  assistance. 

Although  most  alternative  childbirth  services  have  developed  outside  of, 
and  frequently  in  conflict  with,  local  traditional  systems  for  regulating  and 
controlling  health  care,  there  is  a  growing  need  for  the  conventional  and 
alternative  systems  to  communicate  and  work  together.  The  following  are 
examples  of  such  efforts: 

•  New  California  State  regulations  were  established  to  set  standards 
for  alternative,  home-like  birthing  centers.^ 

•  One  District  of  Columbia  hospital  granted  hospital  privileges  to 
an  independent,  incorporated  nurse  midwifery  practice. 

•  Home  birth  practitioners  were  invited  to  participate  in  the 
continuing  education  program  of  the  Oregon  Perinatal  Regional 
Program. 

•  Blue  Cross/Blue  Shield  of  Greater  New  York  decided  to  reim- 
burse for  childbirth  care  provided  by  a  nonhospital  childbearing 
center  in  New  York  City. 

Perinatal  RegjkMializatioD:  Improved  Access  to  QuaUty  Medical  Care? 

Regionaliiuition  of  perinatal  services  involves  linking  conamunity 
hospitals;  academic  medical  centers;  obstetricians,  pediatricians,  and 
other  physicians  in  private  practice;  health  department  and  other 
maternity  clinics;  and  laboratories  into  a  network  of  services  to  identify 
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bigb-risk  situations  and  to  ensure  that  all  pregnant  women  and  newborns 
have  access  to  the  appropriate  level  of  prenatal^  intrapartum^  and  neonatal 
health  care.  Successful  implementation  of  such  a  ^stem  requires  effective 
communicatioii,  a  program  of  continuing  education,  and  arrangements  for 
referral^  transportation,  and  transfer  of  patient  records  and  payment  for 
services  {88}. 

One  assumption  imderlying  the  concept  of  regionalization  is  that 
hospitals  with  fewer  than  500  annual  deliveries  are  inefficient  and  unable 
to  provide  high  quality  care  to  high-risk  mothers  and  infants  (^^>.  The 
continued  existence  of  small  community  hospital  maternity  and  newborn 
services  is  discouraged  except  where  uniLsual  geographic,  climatic,  and 
trans|X>rtation  problems  would  make  it  very  difficult  for  local  women  to 
use  a  larger  service  elsewhere  (S9y 

Although  a  multilevel  care  system  that  matches  the  intensity  of  health 
care  to  the  pr^nant  woman^'s  and  infantas  degree  of  risk  seems  reasonable 
and  beneficial^  problems  with  implementation  of  regionalized  prenatal 
care  systems  are  arising.  There  is  a  tendency  to  refer  in  a  unidirectional 
manner  only  to  a  higher  level  of  care;  high-risk  patients  are  referred  to  the 
tertiary  care  level  while  referrals  of  low-risk  patients  to  less  intensive  and 
less  costiy  care  may  not  occur  at  all.  The  closing  of  obstetric  services  in 
small  community  hospitals  discourages  obstetrician-gynecologists  from 
practicing  in  smaller  communities,  thus  making  it  harder  for  women  in 
some  areas  of  the  country  to  get  either  prenatal  or  intrapartum  care*  The 
assumption  of  a  cost-b«iefit  advantage  to  regionalization  may  not  be 
justified  if  the  allocation  of  scarce  resources  to  costiy  perinatal  and 
neonatal  tertiary  care  centers  does  not  produce  better  results  than  would 
result  from  equal  expenditxires  to  improve  prenatal  services  {89).  Finally, 
some  impediments  to  regionalization  p>ersist:  bureaucratic  obstacles  to 
intercounty  reimbursements:  inadequate  ftmding  of  continuing  education 
programs  for  primary  and  intermediate  level  hospital  personnel;  and 
failure  to  solve  problems  associated  with  transfer  of  individual  patient 
medical  records  (referral  of  patients  without  their  complete  records  leads 
to  costiy  and  sometimes  detrimental  duplication  of  services). 

Obstetrical  Manpower:  Are  Nurse  Midwives  the  Answer? 

A  nurse  midwife  is  a  health  professional  educated  in  the  two  disciplines 
of  nursing  and  midwifery.  The  American  College  of  Nurse  Midwives 
(ACNM)  approves  educational  programs  that  prepare  registered  nurses  to 
become  certified  nurse  midwives  (CNM's)  skilled  in  providing  the  health 
care  needed  by  essentially  normal  women  and  their  babies  during 
pregnancy,  labor^  delivery,  and  the  postpartum-postnatal  period.  Nurse 
midwives  are  also  qualified  to  provide  gynecologic  care^  including  family 
plarming^  to  healthy  women  who  are  not  pregnant.  Nurse  midwives  work 
in  association  with  obstetrician-gynecologists  or  other  physicians,  to 
whom  they  refer  patients  with  high-risk  conditions  or  complications. 
Currently  nurse  midwives  are  licensed  to  practice  in  every  State  except 
Kansas. 

Professional  midwives  have  been  and  continue  to  be  the  primary 
providers  of  obstetrical  care  in  much  of  the  world,  including  Great  Britain 
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and  mairy  Western  European  countries.  Professional  nurse  midwifery  was 
introduced  in  the  United  States  slightly  more  than  a  half  century  ago  to 
provide  quality  maternal  and  infant  health  care  to  peculations  that  had 
high  rates  of  maternal  and  infant  morbidity  and  mortality  and  little  or  no 
access  to  traditional  medical  obstetric  care- 
In  this  country,  nurse  midwifery  has  grown  relatively  slowly  until  very 
recently.  In  1976  approximately  1,000  nurse  midwives  were  working  in  the 
United  States.  Only  about  650  of  them  were  in  clinical  practice, 
delivering  approximately  1  of  every  100  babies  bom  in  this  country  that 
year.  Two-thirds  of  those  in  clin^^l  practice  had  graduated  as  nurse 
midwives  during  the  prior  6  years.  Between  175  and  200  new  nurse 
midwives  are  certified  each  year.  A  study  conducted  by  the  ACNM  in 
1976  described  the  current  practice  of  U-S.  nurse  midwifery  (90). 

m  Of  those  nurse  midwives  in  clinical  practice^  at  least  90  percent 

provide  outpatient  prenatal  care  and  family  planning  services; 

approximately  85  percent  manage  labor  and  d^very  and  perform 

postpartum  physicsd  examinations. 
m  Except  for  immediate  attention  to  newborns  following  birth, 

relatively  few  nurse  midwives  assume  responsibili  ty  for  neonates 

or  provide  later  well-baby  care;  most  of  their  contributions  to 

infant  care  are  directed  at  education  and  support  of  mothers. 
«  60  percent  of  them  teach  organized  series  of  classes  for  their 

patients  and  for  other  clients. 
The  largest  proportion  of  nurse  midwives  (46  percent)  are  employed  by 
ho^itals;  14  percent  are  employed  by  public  health  agencies,  and  13 
percent  are  in  private  practice  with  one  or  more  physicians.  Nurse 
midwives  also  provide  care  to  military  personnel  and  dependents,  coUege 
students,  and  women  enrolled  in  prepaid  health  maintenance  plans.  Ten 
percent  of  them  work  in  nurse  midwife  managed  maternity  services  or 
have  started  private  nurse  midwifery  practices.  Although  they  now  serve  a 
broad  segment  of  American  women,  nurse  midwives  continue  to  provide 
care  for  medically  undcrserved  subgroups  of  the  population. 

While  nurse  midwifery  has  grown  in  numbers  and  popularity  in  recent 
years,  significant  barriers  continue  to  limit  nurse  midwifery  practice. 
Problems  include  lack  of  adequate  funding  for  training,  limitod  numbers 
of  qualified  teachers  for  nurse  midwifery  educational  programs,  and 
limited  third-party  reimbursement.  (CHAMPUS,  the  Federal  third-party 
payer  for  military  dependents*  health  care,  reimburses  nurse  midwives 
directly;  Medicaid  does  not.)  Physician  resistance  has  resulted  in  limited 
access  to  hospital  privileges.  Although  nurse  midwives  are  needed  and 
sought  to  provide  prenatal,  postpartum,  and  family  planning  outpatient 
services  in  a  variety  of  publicly  funded  maternal  and  infant  care  programs, 
many  of  them  refuse  to  take  positions  in  which  they  cannot  also  manage 
their  patients*  care  during  labor  and  delivery*  Nurse  midwives  practicing 
in  public  clinics  have  often  been  denied  privileges  at  local  hospitals.  Nurse 
midwives  in  private  practice  partnerships  with  physicians  have  had  more 
success  in  this  area.  While  most  babies  delivered  by  nurse  midwives  are 
bom  in  hospitals^  limited  hospital  delivery  privileges  may  be  one  reason 
behind  the  growing  trend  towards  development  of  nurse  midwife 
a<licinistered  out-of-hospital  maternity  centers. 
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Evahiatknis  of  nurse  midwifery  practice  have  shown  it  to  be  safe, 
cflcctivcv  and  often  cost-saving.  Moreover,  nurse  midwives  have  proved  to 
be  particalarly  successful  at  serving  some  hard  to  reach  groups,  such  as 
teenagers. 

Usfcs  and  Bewfits  of  OUdbbA  TecbBdogy 

Anm^  axid~'therapeutic^^^t^^  have 

been  developed  to  inq>rove  the  management  of  high-risk  and  complicated 
pr^nancies.  The  current  ^)fdication  of  these  techniques  to  an  e)q>anding 
propOTtion  of  pr^nant  women  raises  questions  of  safety,  need,  and 
ccoromy.  The  question  of  ^*cn  such  techniques  are  necessary  has 
particular  inq)ortance  for  obstetrical  interventions  that  have  as  possible 
consequences  disturbing  or  disruptive  efifects  upon  the  birthing  process, 
increased  maternal  jeqpardy^  increased  cost,  and  uncertain  short-  or  long- 
term  benefits  for  the  infant  The  balance  between  the  inherent  risks,  costs 
(both  human  and  capital^  and  benefits  of  these  procedures  becomes  less 
&vocaMe  as  ihey  are  used  on  a  larger  and  larger  proportion  of 
prqpnancies  with  a  more  dilute  admixture  of  hi^-risk  situations,  prescrib- 
ing to  die  '^abnormal  until  proven  otherwise**  philosophy. 

Some  of  the  obstetrical  practices  involved  in  thus  controversy  are 
elective  induction  or  augmentat^  of  labor,  anesthesia  and  analgesia 
durii^  labor,  artificial  nature  /  fetal  membranes,  routine  electronic 
monitoiii^  of  fetal  status  in  utero  (EFMX  forceps  delivery,  and  delivery 
by  cesarean  secticm.  Cesarean  section  and  EFM  are  discussed  in  greater 
detail 


Cesarean  Section  Delivery 

The  first  recorded  successful  delxveiy  of  a  fetus  by  abdominal  surgery 
was  performed  in  the  year  1500  by  Joseph  Nufer,  a  Swiss  gelder,  in  a 
heroic  effort  to  save  the  lives  of  his  wife  and  child  (91-93),  In  the  recent 
decade,  the  rate  of  babies  delivered  by  cesarean  section  has  risen  threefdid 
to  a  current  rate  of  ^>proxxmatefy  IS  of  every  100  births.  Today,  almost 
400,000  cesarean  sections  are  performed  annually  in  the  United  States  at 
an  estimated  capital  cost  of  more  than  $1  billion  (95,  94).  Cesarean 
sections  are  major  surgery  with  preliminary  data  suggesting  a  maternal 
mortality  rate  of  one  death  per  1,000  procedures.  Approximately  one  of 
every  three  women  who  have  cesarean  sections  experience  some  signifi- 
cant postoperative  complications  in  addition  to  the  human  and  capital 
costs  arising  from  prolonged  hospital  stays  {91-103), 

An  additional  **cost**  of  cesarean  sections  is  that  they  may  interfere  with 
important  bonding  experiences  that  are  normally  shared  by  mother  and 
in&nt  in  the  moments  and  days  immediately  following  birth.  Most 
mother-infant  pairs  are  probably  able  to  achieve  normal  maternal-infant 
bonding  despite  encumberances  involved  with  the  cesarean  sectiorL 
However,  the  stresses  and  demands  associated  with  care  of  a  newborn 
infant  are  more  difficult  to  cope  with  when  a  mother  is  recuperating  from 
major  abdominal  surgery. 
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•*In  general  cesarean  section  is  used  whenever  it  is  believed  that  further 
dcixy  in  delivery  would  seriously  compromise  the  fetus,  the  mother,  or 
both,  yet  vaginal  drfiveiy  cannot  be  safely  accomplished"  (ft2).  There  arc 
four  tasijoT  categcnries  of  indications  for  cesarean  section: 

<1>  Labor  is  contraindicated;  the  f<Hx:eful  uterine  contractions  of 
normal  labor  are  considered  unsafe  for  either  mother  or  fetus. 

^>  Delivexy  is  necessary,  but  labor  cannot  be  induced. 

<3>  Mechanical  problems  erf"  the  utenis,  fetus  or  birth  canal  prevent 
the  successful  or  safe  progress  of  labor  and  vagnal  delivery. 

(4)  Maternal  or  fetal  emergency  mandatrs  immediate  delivery  {92). 
The  need  for  a  cesarean  section  is  not  always  clear,  however  O04y  Many 
of  the  indications  are  not  mutually  exclusive;  rather  **a  cesarean  section 
may  be  necessary  bemuse  of  several  indications,  no  single  one  of  which  in 
the  degree  present  would  justify  the  operation"  (/04).  Over  lime  there 
have  been  changes  in  the  indications  for  cesarean  section  and  the  relative 
importance  of  one  indication  versus  another.  Advances  in  the  develop- 
ment of  antimicrobial  agents,  dnigs  to  control  blood  pressure,  and  safe 
and  available  blood  and  blood  products  have  reduced  the  incidence  and 
sequelae  of  intrauterine  infections  (amnionitis),  toxemia,  hemorrhage,  and 
RH  isoimmunization  sensitization  and  have  reduced  the  number  of 
cesarean  sections  performed  for  these  reasons  ( I05). 

Why  then  has  the  rate  of  cesarean  section  delivery  increased  so 
dramatically?  A  recent  govcmmcnt-qponsored  study  identified  1 1  princi- 
pal factors  that  have  contributed  to  the  increase  in  cesarean  sections  (55). 
Threat  of  a  malpractice  suit  if  a  cesarean  was  not  performed  and  the 
outcome  was  z.  "less  than  perfect  infant"  was  the  most  frequent  reason 
given  by  physici.  ns  for  the  increase  in  the  cesarean  seciion  rate. 

The  second  most  important  factor  ooDtiibuting  \a  the  increased 
cesarean  section  rate  is  the  general  policy  in  American  obstetrical  practice 
that  women  who  have  had  a  cesarean  birUi  roust  deliver  all  sutwequent 
infants  by  section — **once  a  section,  always  a  section**  {98,  lOZ,  106,  107). 
Because  the  scar  from  a  previous  cesarean  section  may  create  a  weakened 
section  in  the  uterus,  forceful  uterine  contractions  of  a  subsequently 
normal  labor  may  constitute  a  potential  hazard  to  the  mother  and/or 
fetus;  thus  labor  is  considered  to  be  contraindicated.  The  main  and  often 
only  indication  for  approximately  one-third  to  one-half  of  the  cesarean 
section  operations  performed  in  the  United  States  is  a  previous  cesarean 
section  scar  (9i,  92,  104-1 1 0}.  Newer  cesarean  section  surgical  techniques 
reduce  this  risk.  Data  from  both  the  Uruted  States  and  abroad  indicate 
that  at  least  half  of  the  women  who  undergo  repeat  cesarean  could  safely 
deliver  vaginally  (111).  Many  physicians,  however,  continue  to  perform 
cesarean  sections  without  a  trial  of  labor. 

The  maternal  and  infant  morbidity  and  mortality  that  may  result  from 
an  autom&dc  repeat  section  must  be  weighed  against  the  costs  and 
benefits,  both  human  and  capital,  of  undergoing  a  vaginal  delivery  if  there 
exists  no  other  indication  except  fear  of  the  rupture  of  a  previous  cesarean 
section  scar  (1/2)-  The  prejudice  inflicted  upon  a  woman's  future 
reproductive  life  by  the  primary  section  may  well  be  uxijustified  (113-1 15). 
Additional  study  and  research  may  possibly  lead  to  wid^pread  agreement 
with  Scfamitz  that  "once  a  C-section,  not  alwajfs  a  C-section"  (111). 
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Other  factoffs  ccmtributing  to  the  increase  in  the  rate  of  cesarean 
ckdiven«  include  i9S)z 

•  Obstetrical  training  that  emphasizes  active  management  of  labor. 
m  Physician  bdie&  ^iiat  given  any  complication*  cesarean  section  is 

safer  for  the  infant. 
m  An  increase  in  die  prc^portion  of  births  u>  older  and  younger 
women,  both  grouj>s  that  are  at  higher  than  average  risk  of 
develofnng  pregnancy  complications  that  necessitate  cesarean 
section  (5!2;  116.  117). 

•  Better  medical  and  obstetric  management  of  women  with  serious 
chronic  disease^  many  of  whom  can  now  become  pregnant  and 
give  birth;  such  complicated  cases  frequently  require  cesarean 
delivery* 

m  An  increased  incidence  of  genital  Herpes  virus  in  the  United 
States  population,  combined  with  recognition  of  cervical  Herpes 
as  an  indication  for  cesarean  section. 

•  More  frequent  diagnosis  of  fetal  distress  associated  with  the  use  of 
continuous  electronic  fetal  monitoring  (HFM)  dtuing  labor. 

•  Increasing  use  of  cesarean  section  when  the  fetus  presents  in  the 
bree^  position  (707,  IIS,  119}. 

Although  cesarean  section  deliveries  are  clearly  life  saving  in  many 
situations^  they  are  associated  with  significant  risks  of  maternal  morbidity 
and  mortaH^ .  as  previously  iK>ted.  In  addition,  mistiming  of  repeat 
cesarean  sections  results  in  some  cases  of  iatrogenic  prematurity »  low- 
weight  t^rths,  and  infant  mortali^.  With  the  proper  fetal  maturation 
assessment  techniques  now  available  in  many  but  not  all  hospitals,  infant 
fatalities  associated  with  ill-timed  cesarean  sections  can  be  prevented  ( 103^ 
104.  120-123y 

In  order  to  properly  assess  the  outcomes  associated  with  cesarean 
sections^  the  short-  and  long-term  maternal  and  infant  consequences  of 
cesarean  deUvefy  must  be  compared  to  tt^e  outcomes  of  vaginal  deliveries 
of  a  comparabte  nature  (/04»  121^  124),  Controlled  clinical  trials  are 
needed  to  provide  a  sounder  data  base  for  making  efficacious  decisions. 
An  NIH  consensus  conference  on  cesarean  sections  is  scheduled  for  1980 
and  should  prove  valuable  in  delineating  criteria  to  aid  in  the  judgment 
**when  necessary." 

Electronic  Fetal  Monitoring 

Almost  40  percent  of  all  first-time  cesarean  sections  are  performed  as 
the  result  of  emergency  conditions  thought  to  seriously  threaten  the  well- 
being  of  the  mother  and/or  the  fetus.  Abruption  of  the  placenta^ 
hemorrhage,  fetal  distress^  and  prolapsed  umbilical  cord  constitute  the 
major  circumstances  necessitating  immediate  delivery  (P/).  As  the 
conditions  that  threaten  the  well-being  of  the  mother  have  been  steadily 
overcome  by  advances  in  obstetrical  practice^  more  attention  has  been 
focused  upon  ensuring  the  well-being  of  the  newborn.  The  fetal  heart  rate 
has  been  established  as  a  sensitive  indicator  of  intrauterine  fetal  well-being 
during  labor  and  delivery  {91^  125^  126),  Until  recently,  auscultation  of  the 
fetal  heart  was  performed  with  the  aid  of  the  fetoscope  and  subsequent 
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detenmnation  of  the  fetal  heart  rate  calculated  by  the  obstetrical 
attendent.  Today,  aided  by  advances  in  electronic  technology,  continuous 
electronic  fetal  heart  rale  monitoring,  (EFM),  has  almost  completely 
replaced  the  former  technique.  EFM  produces  a  permanent  record  of  the 
fetal  heart  rate  in  association  with  a  record  of  the  turning  and  strength  of 
uterine  contractions-  The  significance  of  changes  in  the  fetal  heart  rate 
depends  upon  the  absolute  fetal  heart  rate,  bcat-to-beat  variation,  and 
when  ihcy  occur  :n  relation  to  uterine  contractions  (126), 

The  electrode  that  transmits  the  fetal  electrocardiogram  is  attached 
directly  to  a  fetal  presenting  part  once  the  cervix  is  sufficiently  dilated,  the 
amniotic  membranes  have  ruptured,  and  the  presenting  part  is  within 
reach.  If  these  conditions  are  not  present,  the  fetal  heart  rate  can  be 
recorded  indirecdy  by  an  external  transducer  attached  to  the  mother's 
abdomen.  With  current  technology,  direct  (internal)  monitoring  provides 
a  better  record  of  the  fetal  heart  rate.  The  amniotic  membranes  are 
frequently  artificially  ruptured  early  in  labor  specifically  to  allow  direct 
(internal)  attachment  of  the  electrode.  The  concurrent  measurement  and 
recording  of  uterine  contractions  is  achieved  throi^h  a  transducer  that,  in 
the  case  of  external  monitoring,  is  attached  to  the  mother's  abdomen  by  a 
tight  belt-  In  the  case  of  internal  monitoring  the  contractions  are  measured 
by  changes  in  the  intra-amniotic  pressure  measured  through  a  plastic 
catheter  filled  with  sterile  water,  which  is  placed  in  the  uterus  through  the 
vagina  and  cervix- 

Since  EFM's  introduction  in  the  early  1960's,  this  new  medical 
technology  has  been  rapidly  diffused  to  the  point  where  it  has  now 
become  routine  on  most  obstetrical  services-  This  widespread  proliferation 
combined  with  the  simultaneous  exponential  increase  in  the  number  of 
cesarean  section  deliveries  has  generated  a  serious  controversy  among 
obstetricians,  {pediatricians,  economists,  policymakers,  and  consumers. 
The  current  debate  focuses  upon  the  use  of  EFM  during  labor  and 
delivery  of  presumed  low-risk  j>arturients.  EFM  is  not  without  risk; 
trauma,  infection,  and  even  death  have  been  attributed  to  its  use 
il 27-1 31).  Furthermore,  external  EFM  often  requires  women  in  labor  to 
remain  in  a  supine  position,  which  may  restrict  utero-fetal  blood  flow. 
Freedom  of  movement  helps  many  women  to  relieve  labor  pain.  When 
movement  is  restricted  greater  use  of  analgesia  sr.d  anesthesia  is  often 
required.  Internal  EFM  requires  direct  attachment  to  the  fetus  and 
encourages  early  artificial  rupture  of  the  fetal  membranes,  a  procedure 
associated  with  its  own  complications  ( 132), 

At  best,  the  evidence  establishing  the  e^Ticacy  of  electronic  fetal 
monitoring  in  all  pregnancies  is  contradictory  an<'  quivocal  (133),  The 
literature  is  replete  with  pro  and  con  articles  ass  .ng  the  tremendous 
advantages  of  electronic  fetal  monitoring  in  improving  pregnancy  out- 
come or  condemning  the  indiscriminate  use  of  this  technology  as  wasteful, 
harmful,  and  responsible  for  numerous  unnecessary  cesarean  sections 
(116,  124,  133-138).  E>espite  this  vast  amount  of  literature,  few  of  the 
studies  are  controlled-  No  benefit  from  electronic  monitoring  of  low-risk 
pregnancies  was  found  in  the  single  large  controlled  study  that  stratified 
subjects  by  risk  (136),  A  National  Institutes  of  Health  Consensus 
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Cooficrencc  on  fetal  monitoiing  concluded  that  electronic  fetal  monitoring 
can  cause  barm  in  a  small  number  of  cases  and  should  not  be  used 
laotinely 

In  order  to  resolve  the  central  question  of  the  EFM  debate — should 
dtedxuuic  fetal  momtCH-ing  become  the  standard  state-of-the-art  of 
otistetrical  management  of  labor  and  delivery  for  all  pregnant  women, 
bofCh  fa^^  and  Iow<-fisk — several  cWniral  issues  require  rescdution  (725). 

•  Are  s^ns  of  fecal  stress  equivalent  to  fetal  distress? 

»  What  is  the  predictive  value  of  dectronic  monitoring  as  a 
diagnostic  tod  to  detect  fetal  distress  (133,  138>? 

•  What  are  the  consequences  of  further  '^technologizing'*  and 
''medicalizti^  of  the  human  birthing  process? 


It  is  difScidt  to  quantify  the  full  impact      health  services  during  the 
3fear  of  lifSt.  One  exanQ>le  that  calls  attention  to  the  importance  of 
health  services  effective  in  preventing  several  earty  childhood  conditions  is 
discussed. 

Neivbon  5rrw»irim^  for  MetaboBc  EHsorfcrs 

Several  inherited  metabolic  or  endocrine  disorders  lead  to  permanent 
mental  retardation.  However,  if  the  dis<»ders  are  identified  and  treatment 
is  begun  shortly  after  birth,  their  disabling  consequences  can  be 
minimized  or  avoided  altogether.  The  most  widdy  known  of  these 
disorders  is  PKU  (^len^dketonuriaX  a  disease  that  interferes  with  a  child*s 
abilicy  to  metabolize  a  particular  protein  (phenylalanine)  found  in  a 
regular  diet.  Other  such  disorders  include  homocystinuria,  galactosemia, 
maple  syrap  urine  disease,  ^rosinosis  and  hypotl^roidism.  Hypothyroid- 
ism is  more  common,  and  more  ea^ly  correctable,  but  far  less  screened  for 
than  the  other  inherited  metabolic  or  endocrine  disorders. 

CoIIectiv^r,  the  incidence  of  these  disorders  is  low;  however,  the  costs 
associated  with  their  n^ect  are  substantiaL  An  estimated  1,000  cases  of 
these  disorders  will  occur  in  1980.  If  they  are  not  detected  and  treated,  650 
infants  wxH  become  mentally  retarded.  Although  90  percent  of  all  infants 
are  reportedly  screened  for  PKU,  screening  coverage  varies  by  area. 
Screening  for  metabolic  disorders  other  than  PKU  is  much  more  limited. 
Based  on  the  number  of  cases  of  mental  retardation  likely  to  occur  with  a 
90  percent  screening  rate,  and  estimating  the  number  of  cases  of  mental 
retardation  likely  to  occur  in  the  abseikce  of  scrcemng,  $17.4  million  in 
costs,  in  1980  doUars,  could  be  saved  through  increased  screening. 

The  only  availat^  treatment  for  some  of  these  disorders  is  substitution 
of  ^3ecial  formulas  in  place  of  milk  until  the  infant  reaches  a  specified  age. 
The  special  and  necessary  infant  feeding  formulas  are  expensive  and, 
unlike  a  regular  infant  formula,  are  not  imiversally  avaOable  through  the 
WIC  program. 
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CONCLUSION 


At  no  other  time  is  the  human  organism  more  vulnerable  to.  and 
defenseless  against,  noxious  or  injurious  stimuli  or  deprivations,  both 
physical  and  psychological,  than  at  conception  and  during  the  subsequent 
prenatal  and  postnatal  periods  of  growth,  development,  and  maturation. 
The  transition  from  intrauterine  to  extrauterine  life  is  a  particularly 
critical  time  for  building  a  sound  foundation  for  future  health.  The 
pregnant  woman  and  the  fetus  form  a  unique,  interdependent  diad. 
Together  they  significantly  influence  each  other's  futures.  While  a  healthy 
birth  does  not  guarantee  a  healthy  future,  being  bom  of  ill  or  even  slightly 
compromised  health  may  diminish  a  child's  opportunity  to  realise  lull 
potential  and  result  in  consequences  borne  for  a  lifetime.  Any  strategy  to 
improve  the  health  of  children  must  include  avoiding  unplanned  and 
unwanted  pregnancies  and  births,  improving  pregnancy  outcome,  improv- 
ing infant  health,  and  improving  the  health  and  skills  of  parents. 

The  health  status  of  mothers  and  newborns  in  the  United  States  has 
improved  remarkably  since  the  turn  of  the  century.  Federal  efforts  have 
contributed  significantly  to  this  achievement.  However,  despite  this 
noteworthy  progress,  we  have  not  yet  achieved  all  that  is  possible.  The  fate 
of  an  infant  bom  in  this  country  is  by  no  means  assured-  The  enormously 
difficult  task  of  the  just  and  effective  distribution  of  limited  resources 
predominates  the  current  national  policy  development.  Contemporary 
health  policy  debates  must  therefore  consider  not  only  efficacy  but  cost, 
both  human  and  capital,  of  a  particular  procedure  or  service  as  well.  In 
addition,  a  truly  objective  assessment  of  both  traditional  and  contempo- 
rary obstetric  practices  requires  not  only  consideration  of  the  immediate 
costs  and  benefits,  but  the  long-term  consequences  as  well. 

There  is  little  doubt  of  the  untoward  effects  of  poverty  on  the  entire 
family,  especially  the  children.  As  more  and  more  American  women  seek 
employment  to  reduce  the  family  financial  burden,  new  concerns 
regarding  the  effects  upon  the  family  and  society  arise.  For  example,  few 
data  are  available  that  would  permit  an  evaluation  of  the  overall  effect,  if 
any.  of  the  increase  in  employment  of  women  on  pregnancy  outcomes  in 
the  United  States.  The  extent  to  which  employed  pregnant  women  and 
their  fetuses  may  be  exposed  to  health  risks  associated  with  specific  jobs  or 
work  environments  is  a  new  and  challenging  public  health  frontier. 
However,  safety  is  not  the  only  concern.  The  workplace  must  also  become 
more  flexible  to  enable  both  mothers  and  fathers  to  work  while  continuing 
to  fulfill  their  responsibilities  as  parents. 

Successful  family  planning,  especially  among  high-risk  women,  has 
significant  f>otential  to  reduce  infant  mortality  and  improve  infant  health- 
Many  of  the  characteristics  that  are  associated  with  poor  pregnancy 
outcomes  are  nicK,l  .'prevalent  among  women  who  have  unplanned  births. 
By  reducing  the  incidence  of  unplanned  pregnancy  among  these  high-risk 
women,  family  planning  contributes  to  improved  infant  health-  However, 
by  far  the  most  significant  effect  of  family  planning  is  to  increase  the 
chance  that  every  child  will  be  born  wanted  and  will  be  welcomed  into  a 
loving  family. 
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The  remarkable  improvement  in  maternal  survival  has  allowed  us  to 
give  greater  attention  to  optimizing  the  outcome  of  birth  for  the  infant  and 
to  the  social  and  emotional  aspects  of  pregnancy  and  childbirth.  While  we 
have  made  great  advances  in  the  treatment  of  low-birth-weight  infants, 
there  has  been  little  progress  in  the  prevention  of  low-weight  births.  Low 
birth  weight  is  an  antenatal  problem  and  it  can  only  be  prevented  in  the 
prenata!  period.  Through  the  early  identification  of  high-risk  mothers  and 
subsequent  medical  management,  prenatal  care  can  effect  a  significant 
reduction  of  infant  deaths  and  life-long  handicaps  by  preventing  low  birth 
weight.  Improved  access  to  quality  prenatal  care  will  not  only  reduce 
infant  mortality  but  also  will  improve  the  quality  of  life  for  the  survivors 
and  reduce  the  cost  of  high-technology  care  for  the  compromised  survivor. 
A  balanced  approach  to  prevention  of  low  birth  weight  and  improvement 
in  survival  of  low-birth-weight  infar^s  is  required  to  ensure  continued 
improvement  in  infant  health. 

There  is  no  substitute  for  a  healthy  beginning. 
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THE  HEALTH  NEEDS 
OF  INFANTS 
AND  CHILDREN  UNDER  12 

by 

Susan  S.  Aronson.  M.I>.,  F.A~A.P.* 


BSTRODUCmON 

This  background  paper  on  infants  and  children  summarizes  what  is 
known  about  health  services  needed  by  children  in  the  United  States  from 
infancy  to  adolescence.  To  some  extent,  the  difficulty  of  the  task  was 
eased  by  the  consensus  existing  among  leaders  in  the  child  health  field 
regarding  goals,  health  problems,  and  needed  corrective  actions. 

Hcaltby  People:  The  Suj^ccm  GaicraTs  Report  on  Health  Promotion 
and  Disuse  Prevention,  published  in  July  1979,  brought  together  much  of 
the  present  thinking  about  priorities  for  c^iild  health  services  in  the  United 
States  and  emphasized  the  need  for  disease  and  injury  prevention  services. 
Further  improvements  in  the  health  of  the  American  people  can  and 
will  be  achieved  not  alone  through  increased  medical  care  and 
greater  health  expenditures  but  through  a  renewed  national  commit- 
ment to  efforts  designed  to  prevent  disease  and  to  promote  health 

Children  are  considered  an  ideal  target  population  for  whom  investments 
in  preventive  health  care  will  yield  high  returns. 

DefinitioD  of  Health  Services  Needed 

by  Childrra 

For  purposes  of  this  paper,  ''health  services  needed  by  children**  are 
broadly  defined  as  (1)  the  traditional  f>ersonal  health  services  such  as 
health  assessments,  immunizations,  and  diagnostic  and  treatment  services 
for  illness;  (2)  supportive  and  health-promoting  services  for  individuals  or 
families,  such  as  homemaker  services,  home  health  care,  child  care  and 


*Thc  Medical  College  of  Fennsylmua  and  Hahaemann  Medical  College.  Fbiladelphia.  Pennsylvania. 
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school  feeding  programs,  fitness  programs,  health  education  and  counsel- 
ing, outreach,  and  advocacy  to  promote  access  and  appropriate  use  of 
health  services;  and  (3)  preventive  services  with  communi^nvide  impact, 
such  as  fluoridation  of  water,  improved  safety  of  playgrounds  and 
buildings,  and  communitywide  health  planning. 

A  service  is  said  to  be  **needed**  if  its  absence  is  believed  to  put  a 
significant  number  of  individuals  at  risk  of  suffering  serious  adverse 
consequences.  This  ''risk  approach**  can  be  used  to  formulate  rational  and 
measurable  child  health  objectives,  even  when  resources  are  limited  (2).  It 
addresses  needs  of  the  entire  population,  as  well  as  those  of  vulnerable 
subgroups. 

Risk  Measurement  and  Reduction^ 

Risks  can  be  measured  systematically  and  objectively  by  examining  the 
probability  of  specified  outcomes,  but  the  acceptabili^  of  a  risk  is  based 
on  personal  and  social  values  (J).  £>ecisions  about  the  acceptability  of  risk 
are  very  fragile  and  subject  to  clashes  of  conflicting  values.  In  the  past, 
children  have  been  knowingly  exposed  to  life-  or  health-threatening  risks 
because  society  has  placed  a  higher  value  on  personal  liberty  or  costs  than 
on  the  welfare  of  children.  For  example,  opposition  to  seatbelts  on  school 
buses  is  based  on  the  installation  cost  and  inconvenience  of  use  despite 
their  established  safety  benefit. 

Health  risks  are  assessed  using  a  variety  of  meastires  of  health  status. 
One  technique  is  based  on  measurement  of  five  adverse  outcomes:  death, 
disease,  disability,  discomfort,  and  dissatisfaction  (4).  Another  measures  a 
child*s  health  status  on  a  continuum  of  outcomes  ranging  from  the 
positive  to  the  negative:  longevity,  absence  of  disease,  activity,  satisfac- 
tion, comfort,  resilience,  and  achievement  (5).  Resilience  and  achievement 
are  particularly  useful  parameters  because  they  relate  to  the  child's 
potential  for  future  development- 
Freedom  of  Choice  in  Use 
of  Health  Services 

A  considerable  degree  of  choice  exists  in  the  use  of  preventive  health 
services;  but  one  individual's  freedom  of  choice  often  has  an  impact  on 
other  individuals.  For  example,  all  members  of  a  health  insurance  plan 
must  pay  for  medical  care  expenses  incurred  because  some  of  the  insured 
chose  not  to  use  their  s^tbelts,  not  to  install  smoke  detectors  in  their 
homes,  or  not  to  obtain  approprMite  immunizations.  People  with  dental 
insurance  share  the  cost  of  a  community's  decision  not  to  fluoridate 
conunimity  drinking  water  or  soirt  of  the  insured  not  taking  fluoride 
supplements.  Society's  right  to  iufluence  choices  made  for  children  is 


'For  « list  ofknown  risks  to  child  health,  see  Appendix. 


firequently  justified  on  the  gr  ounds  that:  (1)  the  child  is  unable  to  exercise 
sellHletermination  and  <2>^ctions  taken  by  others  (usually  adults)  may 
cause  a  child's  injury  or  illness,  with  consequent  demands  for  medical 
services,  the  cost  of  which  may  be  borne  by  the  public  for  many  years. 


Access  to  Health  Service 

Many  deterrents  to  the  use  of  health  services  exist.  Few  some  people,  life 
is  so  crisis  oriented  that  preventive  care  is  perceiv^  as  irrelevant.  Barriers 
in  the  health  care  system  include  health  care  facilities  with  inconvenient 
locations  or  hours  (causing  loss  of  woric  and  pay),  long  waits  for  service, 
and  insensitivity  to  personal  needs.  Despite  their  greater  need  for  health 
services,  the  poor  ofien  confront  more  barriers  and  receive  less  comf>etent 
health  care  than  those  of  greater  means.  Services  for  the  poor  are  often 
provided  in  separate  facilities  and  by  different  providers  than  those  for  the 
more  afHuent.  Separate  is  rarely  equal. 


Clinical  Efficacy 

Health  services  that  do  not  reduce  or  eliminate  risk  are  not  efficacious. 
However,  benefits  of  a  service  may  be  difficult  to  measure.  For  children,  it 
may  take  a  lifetime  to  collect  the  necessary  data  to  determine  benefits. 

In  the  following  sections,  this  paper  lists  and  discusses  children's  health 
services  that  have  been  determined  or  are  generally  believed  to  be 
effective  in  the  reduction  of  significant  health  risks.  No  attempt  has  been 
made  to  set  priorities  among  them,  although  the  reader  may  infer  some 
priorities  based  on  numbers  of  children  affected  and  severity  of  risks 
involved. 


Soaoeconomic  Factors  and  Health 

Income  is  probably  the  single  most  important  factor  correlated  with 
health  risk.  Being  poor  means  living  in  poor  housing  with  erratic  heating, 
broken  or  inadequate  plumbing,  and  vermin.  It  means  little  food,  food  of 
poor  quality,  dirt,  noise,  stress,  and  chaos. 

Children  in  poor  families,  and  especially  children  in  poor  families 
with  only  one  parent,  are  in  poorer  health  and  are  more  likely  to 
have  limitations  than  children  in  higher  income  families.  Medical 
care  alone  cannot  solve  all  of  the  problems,  but  immunization, 
glasses  for  children  who  are  unable  to  see  the  front  of  the  room  in 
school,  the  filling  of  decayed  teeth,  and  prompt  diagnosis  and 
treatment  of  minor  problems  to  prevent  debilitating  complications 
could  certainly  help  reduce  problems  among  children  in  poor 
families  (6). 
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Ethnic  and  Cultural  Considerations 


Cultural  characteristics  arc  also  determinants  of  need  for  health 
services.  Families  from  different  cultural  backgrounds  have  difTerent 
perceptions  of  health  and  sickness,  and  of  needed  and  acceptable  health 
services.  Until  1979,  the  Amish  community  in  Pennsylvania  would  not 
accept  immunization.  When  a  polio  outbreak  occurred,  the  resistance  to 
immunization  diminished.^ 

Specific  health  care  needs  arc  also  identified  with  certain  groups,  ^or 
instance,  an  increased  incidence  of  anemia  and  low  hcight-for-age  have 
been  found  among  the  Mexican-American  population  (7).  Newly  arriving 
Indochinese  refugees  arc  expected  to  have  special  problems  with  tubercu- 
losis and  parasitic  diseases  (S).  These  refugees  are  being  settled  in  many 
States,  and  their  needs  require  special  attention. 

Although  these  cultural  subgroups  may  not  be  present  in  sufTicient 
numbers  to  have  a  significant  impact  on  health  service  needs  in  many 
States,  local  health  services  in  "melting  pot"  States  like  California  must  be 
modified  if  they  are  to  meet  the  needs  of  such  groups. 


DEMOGRAPHIC  PROFILE  OF  CHILDREN 
IN  THE  UNITED  STATES^ 

Numbers,  Race,  and  Geographic  Distribution 

In  1978,  39  million  children  (approximately  18  percent  of  the  total 
population)  were  under  age  12  in  the  United  States  (table  1).  Of  these.  8 
percent  were  infants  under  age  1.  About  83  percent  of  the  children  were 
listed  as  white,  15  percent  were  listed  as  black,  and  2  percent  were  listed  as 
of  other  racial  backgroimds. 

As  shown  in  table  2,  in  1975-1976,  52  percent  of  the  black  children  lived 
in  the  South,  while  54  percent  of  the  children  of  other  minority  groups 
lived  in  the  West.  Well  over  half  (68  percent)  of  all  children  lived  in 
Standard  Metropolitan  Statistical  Areas  (SMSA's)  in  the  mid-1970's,  and 
more  than  one  quarter  (29  percent)  were  inside  central  cities  (tab  e  3). 
Although  67  percent  of  white  children  and  75  percent  of  black  children 
were  in  SMSA's,  white  children  were  much  more  likely  to  Uve  m  suburbs 
or  noncentral  city  areas  (43  percent).  The  majority  of  black  children  (56 
percent)  live  in  central  cities.  The  children  of  other  races  are  also  highly 
concentrated  in  SMSA's  (84  percent),  although  only  39  percent  reside  in 
central  cities.  Children  who  live  in  non-SMSA  areas  are  almost  exclusively 
nonfarm  residents;  whites  comprise  the  largest  percentage  living  on 
farms — a  mere  3  percent. 

^Gens.  R.  Pmonal  communication:  Pennsylvania  Dcparunem  of  Health.  September  1979. 
^Thw  section  was  prepared  by  Mary  Grace  Kovar  and  Denise  J.  Meny. 
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Family  Structure 

At  mid-decade,  more  than  three-quarters  of  American  children  lived 
with  both  biological  parents,  while  15  percent  lived  with  their  mother  only. 
Eighty-three  percent  of  the  white  children  lived  with  both  parents,  while 
less  than  50  percent  of  the  black  children  did  so.  For  the  children  of  other 
races,  this  figure  was  80  percent.  For  the  total  of  all  children,  12  percent  of 
white  children.  34  percent  of  black  children,  and  14  percent  of  the  children 
belonging  to  other  races  lived  with  the  mother  only  (table  4). 


Utilization  of  Heahli  Services 

Children  in  low-income  families,  black  children,  children  in  central 
cities  or  outside  metropolitan  areas,  and  children  living  in  the  South  or 
West  are  less  likely  than  others  to  have  a  reg>ilar  source  of  health  care. 
Black  children,  children  in  low-income  families,  and  children  in  central 
cities  are  much  more  likely  than  others  to  rely  on  institutions  for  their 
care. 

On  average,  among  children  with  at  least  one  contact  per  year  with  a 
doctor  (including  visits  and  telephone  consultations)  those  under  age  6 
have  about  6.4  contacts  per  year:  elementary  school  age  children  have 
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about  33  contacts  per  year.  Only  rarely  does  a  preschool-age  child  have 
no  medical  contact  durmg  a  year. 

More  than  90  percent  of  the  preschool  children  had  a  usual  source  of 
case,  as  reported  in  a  survey  of  their  parents;  80  percent  had  a  private 
doctor.  Just  over  half  (54  percent)  of  whom  were  pcdiaficians.  Hospital 
oo^xatient  departments  were  the  regular  sources  of  care  for  about  6 
percent  of  die  children,  and  other  clinics  or  places  for  about  4  percent. 

Three  out  of  every  lour  young  children  had  received  ambulatory  care 
frcMn  a  private  doctor  during  the  year.  i^>proximately  half  of  these 
received  all  their  or  re  from  private  doctors  aci  one-quarter  had  received 
all  their  care  from  hospital  outpatient  departments,  emergency  rooms,  or 
clinics.  The  remaining  S  percent  received  all  of  th^  care  in  institutional 
settings. 

The  most  common  diagnosis  amc^ng  young  diildren  was  a  respiratory 
problem.  Ear  conditions  were  next  most  common,  followed  by  infections 
and  parasitic  diseases.  These  three  categories  accounted  for  67  percent  of 
infante*  visits  and  72  percent  of  visits  by  children  ages  1—5  during  which  a 
diagnosis  was  made. 

Elementary  school  age  children  (6-11  yearsX  although  somewhat  less 
likely  than  the  younger  dtiildren  to  have  a  regular  source  of  care,  were 
eqmUty  likely  to  have  a  private  doctor.  In  this  case,  however,  the  doctor 
was  more  likely  to  be  a  general  or  family  practitioner  than  a  pediatrician. 
Like  the  younger  children,  the  elementary  school  age  children  who  had  a 
regular  source  of  care  but  not  a  pri  vate  physician  were  more  likely  to  rely 
on  hospitals  than  freesumding  dUiics  for  their  care. 

Approximately  58  percent  of  the  6—1  l-year-<^ds  had  received  ambulato- 
zy  care  from  a  private  doctor  during  the  year;  45  percent  had  received  care 
<»ily  from  a  private  doctcn-  and  the  other  13  percent  from  institutional 
facilities  as  weD.  About  6  percent  received  all  their  care  in  institutional 
settings. 

The  elementary  school  age  children  are  even  less  likely  than  younger 
children  to  visit  a  doctor  unless  they  are  iH  or  injured.  Only  18  percent  of 
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all  th^  visits  were  reported  by  physicians  to  be  for  examination  or 
observation. 

Respiratory  and  ear  conditions,  although  still  important,  accounted  for 
a  smaller  proportion  of  visits  to  the  doctor  for  children  ages  6-11.  External 
causes,  such  as  fractures  and  lacerations,  and  skin  conditions  accounted 
for  a  higher  proportion  of  the  visits  (table  5). 

About  17  percent  of  all  medical  contacts  reported  for  children  under 
age  18,  but  23  i>ercent  of  the  contacts  for  children  under  age  1  were 
telephone  contacts.  However,  in  families  with  incomes  under  $5,000  only 
1 1  percent  of  the  contacts  were  telephone  contacts,  ir  contrast  with  20 
p^^rcent  in  families  with  incomes  of  $15,0GO  or  more,  for  whom  private 
phv^'-nans  were  more  likely  to  be  the  source  of  care. 

Projected  PopulatioD  Estimates  and 
Tren<is  far  the  United  States  Pofnilation 

Ages  0  to  11 

The  future  size  of  the  U.S.  population  under  age  12  will  be  determined 
almost  solely  by  the  number  of  births  that  occur,  because  mortality  and 
migration  have  little  effect  on  this  young  population  group.  In  the  first 
population  projections  shown  in  table  6,  the  number  of  children  under 
12  will  increase,  while  in  the  third,  a  decline  will  occur.  However,  the 
likelihood  that  the  Scries  HI  projection  will  actually  happen  is  slim.  Young 
women  today  exoect  to  have  about  2.1  children — considerably  higher  than 
the  1.7  assumed  in  the  Series  III  projection.  As  table  6  illustrates,  the 
population  under  *ge  12  in  1978  had  already  surpassed  the  projections 
made  for  1980  unc  ;r  Series  II  and  III.  If  the  recent  rise  in  the  U.S.  birth 

TABLE  5.  Ofllc*  Visits  to  Ptiysldsns  In  PHvats  PracUc*  by 
Ag«  of  Child  and  Principal  CMagnoate:  United 
Stulsa,  1975-76   
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rate  is  more  than  just  a  brief  phenomenon^  the  population  under  age  12 
will  continue  to  grow  both  absolutely  and  relative  to  the  total 
population* 


CHARACTERISTICS  OF  THE  POPULATICN 
AND  OETERMCVAINTTS  OF  HEALTH 

ComiKon  Patterns  of  Biological  and  Social 
Oevelopment  of  Children 

Tue  drive  to  grow»  to  develops  and  to  mature  is  inherent  in  every  child. 
Children  at  any  given  age  are  at  various  stages  of  development  within  an 
expected  range^  There  are  well  documented  patterns  of  growth  and 
development  for  body  tissues,  organs  and  their  frictions — including 
renal,  lymphoid,  dental,  gonadal,  motor,  language,  and  visual  develop- 
ment (P).  For  example^  the  visual  acuity  of  the  average  4-month-old  is 
around  20/200,  of  the  average  2-year-old,  20/40  to  20/50,  Twenty-twenty 
vision  may  not  be  achieved  until  age  6  or  7.  For  a  3-year-old  with  20/50 
vision,  sequential  observations  are  required  to  determine  if  this  is  a  less 
mature,  but  normally  developing  child,  or  one  with  a  potentially 
permanent  deficit.  Because  chUd  health  status  is  nterpreted  against  a 
background  of  varying  patterns  of  development,  sequential  observations 
are  very  impK>nant  in  the  assessment  of  children* 

Developmentally,  children  are  conveniently  grouped  as  follows:  new- 
boms  and  infants  (under  1  year  of  age),  toddlers  (1—2  V2  years  of  age), 
preschoolers  (3  or  4  years  of  age),  lower  elementary  school  age  children 
(5—8  years  of  age),  and  upper  elementary  school  age  children  (9-12  years 
of  age). 

Infants^  and  Toddlers 

For  children  imder  1  year  of  age,  congenital  anomalies  and  the 
secondary  effects  of  such  anomalies  are  the  leading  causes  of  death — 
accoimting  for  8,420  deaths  in  1977.  The  second  leading  cause  of  infant 
mortality  is  the  Sudden  Infant  Oeath  Syndrome  (SIDS),  which  accounted 
for  4*751  deaths,  followed  by  immaturity  which  accounted  for  3,714 
deaths  in  the  same  year.  Mortality  rates  per  100,0(X)  live  births  were 
1^412.1  from  all  causes^  253.1  from  congenital  anc»malies,  142.8  from 
SIDS,  and  1 1 1.6  &om  immaturity.^ 

Although  infectious  disea2>es  are  no  longer  the  major  cause  of  infant 
deaths*  they  remain  the  leading  cause  of  restricted  activity  for  children 
under  age  6  {10}.  Although  infants  are  bom  with  some  protective 


^Health  status  indicators  ana  health  service  needs  for  newborns  are  included  in  Child'a  Beginning.** 
in  this  volume 

^Tbese  figures  were  supplied  by  the  National  Center  for  Health  Statistics^  Division  of  Vital  Statistics, 
U-S.  Public  Health  Service.  DHHS. 
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antibodies  received  from  their  mothers,  these  maternal  antibodies  gradual- 
ly disappear  during  the  ilrst  year  of  life.  From  birth  onward^  children 
build  their  own  supply  of  antibodies — either  in  resi>onse  to  infections  or 
through  immunization.  By  age  3  a  child^s  antibody  levels  are  nearly  equal 
to  those  of  an  adult.  Lower  antibody  levels  during  the  first  2  years  of  life 
make  this  a  natural  j>eriod  of  vulnerability  to  infection.  In  young 
children^  risk  of  infection  also  is  increased  because  distances  are  short 
between  those  places  where  infectious  organisms  normally  reside  innocu- 
ously (such  as  in  the  nose  and  mouth)  and  areas  where  they  can  cause 
significant  illness  (such  as  in  the  middle  ear  or  respiratory  tract),  Tlius 
both  low  antibody  levels  and  anatomic  features  make  young  children 
particularly  vulnerable  to  infections. 

Whereas  small  size  and  immaturity  make  the  very  young  child 
vulnerable  to  illness,  rapid  growth  counters  that  risk  with  re^ilienc^  and 
capacity  for  repair.  (If  growth  is  hindered  by  illness,  improper  feeding,  or 
deprivation,  some  catch-up  growth  and  development  usually  occurs  when 
those  adverse  circumstances  cease.)  However,  there  seem  to  be  critical 
periods  when  favorable  or  adverse  conditions  can  have  a  long-lasting 
impact. 

Dramatic  changes  occur  during  the  first  year  of  life:  hocly  weight  more 
than  triples,  and  the  infant  progresses  from  total  dependence  to  becoming 
independently  mobile  and  re$p>onsive  to  verbal  messages.  Infants  become 
toddlers  when  they  begin  to  walk.  With  increasing  independence  come  the 
^terrible  two^s/^  when  children  test  their  skills  and  develop  a  sense  of 
themselves  as  individuals.  With  abundant  energy,  they  expose  themselves 
to  risks^  but  are  unaware  of  danger,  (For  this  reasoii,  and  because  of  low 
rates  of  death  from  other  causes^  injuries  are  the  leading  cause  of  death  in 
this  age  group.) 

While  building  resistance  to  infectious  disease  through  exposure  to 
organisms  in  the  environment,  toddlers  experience  many  minor  illnesses, 
which,  if  not  appropriately  managed,  can  result  in  permanent  impair- 
ments. Although  it  is  not  possible  to  protect  toddlers  from  all  adverse 
conditions,  re^dy  access  to  preventive  health  service -s  and  good  medical 
care  can  reduce  the  risk  of  long-term  impairment. 

Presdioolers 

Preschoolers  can  dress  and  feed  themselves  and  use  the  toilet.  They  <ii  c 
more  tractable  than  toddlers  and  better  able  to  listen  to  reason  and  advice. 
Role  playirg,  exuberance,  vivid  imaginations,  and  unreasonable  fears  are 
characii^ristic.  Although  children  in  this  age  group  have  a  lengthening 
attention  span  and  enjoy  group  play,  their  interest  is  rarely  sustained  for 
longer  than  20  or  30  minutes. 

For  preschoolers^  as  for  all  children  over  age  1,  injuries  are  the  most 
frequent  cause  of  death,  and  infections  the  most  common  cause  of 
restricted  activity.  In  descending  order  of  incidence,  the  most  common 
causes  of  fatal  injuries  are  motor  vehicle  injuries,  bums,  drowning, 
choking,  fails,  and  poisoning  (//),  Among  children  1—5  years  of  age,  3,439 
died  from  injuries  in  1976 — K291  from  motor  vehicle  injuries  and  680 
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from  bums.  The  lifetime  magmtude  of  the  traffic  safety  problem  is 
staggering:  **Oae  in  60  infants  bom  today  will  some  day  die  in  a  traffic 
accident,  and  two  out  of  three  will  be  injured.'*^ 

In  addition  to  immunologic  and  anatomic  features  tnat  make  young 
children  prone  to  infection,  their  behavior  increases  their  exposure  to 
infectious  agents.  They  play  in  dirt,  sand,  and  other  unhygienic  places  and 
get  bumped,  bruised,  scraped,  and  injured  frequendy.  They  touch  objects 
contaminated  with  disease  agents  and  in  turn  contaminate  themselves, 
other  children,  or  other  objects  with  their  di  y  hands. 

Under  the  influence  of  caregivers,  voung  children  develop  lifetime 
attitudes  about  their  bodies  which  are  related  to  iheir  capacity  to  adapt 
successfully  to  the  stress  of  illness,  trauma,  and  physical  changes  (/2). 
Preschoolers  are  close  observers  and  imitators  of  adult  behavior.  Desirable 
and  undesirable  behaviors  are  copied  with  equal  zeal. 

The  rate  of  physical  change  slows  progressively  from  the  second  to  the 
fifth  years,  but  the  expansion  of  verbal,  intellectual,  and  motor  skills; 
emotional  and  behavioral  expression;  and  independence  take  place  more 
rapidly  in  the  first  5  years  of  life  than  in  any  other  period.  Dming  these 
years  the  influences  that  affect  the  development  of  certain  human 
characteristics  may  have  their  greatest  impact  {13). 

Lower  Elementary  School  Age  Children 

The  range  of  developmental  differences  among  children  entering  school 
is  narrower  than  among  preschoolers,  but  there  remain  differences  in 
maturity.  Children  who  vary  significantly  from  the  norm  need  the  joint 
and  coordinated  services  of  health  and  education  professionals  to 
determine  appropriate  goals  and  plan  support  services  to  help  these 
children  maintain  progress.  • 

School-age  children  are  away  from  home  for  considerable  periods,  are 
exposed  to  a  wide  range  of  influences,  and  establish  peer  group  identities. 
Children  ages  6,  7,  and  8  are  eager  to  develop  intellectual  tools  and  to 
explore  the  world. 

These  cognitive  changes  are  reflected  in  children's  changing  concepts  of 
health.  In  one  study,  only  25  percent  of  a  sample  of  children  6  years  of  age 
answered  "yes**  when  asked  whether  it  is  possible  to  be  partly  healthy  and 
partly  unhealthy  at  the  same  time  A  positive  response  to  this 

question  was  given  by  74  percent  of  children  9  years  of  age  and  by  84 
percent  of  12-year-olds.  In  the  same  study,  mental  health  was  considered  a 
part  of  health  by  only  2  percent  of  those  6  years  of  age,  by  15  percent  of 
those  9  years  of  age,  and  by  32  percent  of  those  12  years  of  age. 

Upper  Elementary  School  Age  Children 

During  ages  9-1 1,  the  naivete  and  gullibility  of  children  6-8  years  of  age 
give  way  to  more  critical  self-direction.  Physically,  the  child  grows  slowly 
until  the  onset  of  adolescence.  Awareness  of  differences  among  members 

^CUybrook.  J.  Remarks  before  the  Nation*!  Conference  on  ChUd  Passenger  Protection,  Preseried  in 
Washington.  D.C,  December  10.  1979. 
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of  the  peer  group  and  a  quest  for  status  within  the  group  l>qgm  to  emerge. 
Upper  elementary  school  age  children  live  in  an  expan<difig  world  and  can 
visit  friends  some  distrtnce  away  on  their  own.  They  form  teams  in  sports 
and  w<»k  persistentfy  u>  develop  physical  skills.  These  crbaracteristics  may 
explain  the  high  incidence  of  death  and  injuries  associated  with  motor 
vehflde  travel,  water  activities,  bicycles,  sports  equipment,  and  play- 
grounds,  while  deaths  from  other  causes  remain  low. 

Although  th^  are  less  dependent  than  formerly,  upper  elementary 
school  age  ^lildren  are  readily  influenced  by  authori^  ngures,  such  as 
school  principals.  The  granting  of  privileges  and  permission  still  dominate 
adult^-chiid  relationships.  Toward  the  end  of  this  periods  children  become 
aware  of  being  **grown  up**  and  try  to  behave  so  that  others  will  consider 
them  mature* 

This  period  ends  at  adolescence — whicJ^  begins  at  different  ages  for 
different  children.  Often  behavioral  changes  associated  with  puberty 
precede  recognizable  physical  changes.  For  some  girls,  sidolescent  changes 
b^in  as  early  as  9  or  lO  years  of  age.  For  boys  adolescent  changes  usually 
do  not  begin  until  12  or  13. 


Some  AdditioDai  JOetemiiiiants  of 
ChQd  HeaMi  Service  IVeedls 

FamOy  Dynamics 

Very  little  scientific  data  is  available  about  the  assets  and  liabilities  of 
the  various  contemporary  family  systems,  but  some  farnily  arrangements 
result  in  a  heavy  burden  for  one  parent.  Primary  responsibility  for  child 
rearing^  including  child  health,  is  usually  combined  wmtb  other  roles  for 
mothers  in  single-parent  families  and  in  two-parent  fajnilies  where  both 
parents  are  employed.  Recent  studies  of  dual-career  families  consistently 
demonstrate  that  home  responsibility  still  rests  much  tfiore  on  women 
tfaan.^on  men  (/5).  By  1990,  45  percent  of  children  under  age  6  are 
prqfected  to  have  mothers  in  the  labor  force  (76).  Son^  of  the  effects  of 
increased  maternal  employment  on  child  care  are  mitigated  by  the 
declining  birth  rate,  which  results  in  fewer  children  per  family.  At  the 
same  time,  children  in  today*s  smaller  families  have  fewerr  opportunities  to 
observe  and  learn  about  child  care  for  their  future  role  as  parent^. 

Cbptemporary  Socioeconcmiic  Dynamics  and  Health 

Because  life  in  contemporary  society'  requires  coxnplex  skills,  the 
standards  for  social  competence  have  risen  substantially  during  the  past 
century.  Hence,  mental  retardation  and  learning  disaJbiUties,  including 
dyslexia,  have  become  more  problematic  (/7).  Tcchfliques  for  the 
management  of  both  subtle  and  overt  forms  of  developmental  disability 
are  under  investigation,  and  some  services  are  now  available  to  address 
these  problems. 

Stress  is  correlated  with  iUnesses  such  as  hypertension^  Heart  disease, 
ulcers,  '^;.-sceptibility  to  infectious  disease,  and  emotioi^  illness  (/^  I8y 
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The  relationship  between  stress  and  illness  is  two-way — strecs  may 
precede  illness,  but  illness  can  also  produce  stress  (19).  In  many  ways, 
children  are  windows  on  family  functioning.  Their  problems  often  reflect 
family  stress  and  needs  that  would  otherwise  remain  hidden  behind  walls 
of  privacy  and  endurance.  Often,  when  parents  find  help  for  their 
children,  the  whole  family  benefits  from  linkage  to  support  systems. 

Income  is  probably  the  single  most  important  factor  correlated  with 
health  risk,  and  low  income  is  the  single  greatest  barrier  to  health  care. 
Not  only  are  psychosocial  and  psychosomatic  problenns  present  in  greater 
abundance  among  the  poor,  but  the  f>oor  also  are  less  likely  to  have  these 
problems  addressed  by  medical  care  (20). 

To  live  in  urban  poverty  means  to  be  overcrowded,  to  live  in  two  or 
three  rooms  with  seven,  eight,  ten  other  people.  A  gheno  child 
seldom  has  a  bed  co  himself,  lei  alone  a  room  of  his  own.  (Poor 

children  are)  not  only  inadequately,  but  badly  fed,  for  the  most 

part.  They  drink  coke  more  often  than  milk,  eat  candy  and  potato 
chip>s  oftener  than  meat  and  vegetables.  Their  meals  are  irregular. 
They  go  to  school  without  breakfast,  eat  where  and  what  they  can 

during  the  day  Slum  children  are  made  numb  by  overstimulation 

(sounds,  smells,  skin  contacts,  fighting)  (21). 
Whereas  it  is  estimated  that  psychosocial  problems  are  present  in  about 
15  perc  mt  of  all  children,  25-50  percent  of  children  whose  care  is  paid  for 
by  medical  assistance  programs  have  had  such  problems  diagnosed  by 
physicians  (20).  Poor  children  suffer  disability  more  frequently  and  are 
more   su-ceptible   to   long-lasting  handicaps   than   are  more  affluent 
children.  The  frequency  v/ith  which  poor  children  are  hospitalized  is  only 
slightly  higher  than  that  of  more  affluent  children.  Hut  their  length  of  stay 
when  hospitalized  is  longer.  Further,  poor  children  are  less  likely  to  have 
preventive  care- 
Subgroups  with  Special  Needs 
F'ostcr  Children 

In  1977  approximately  504,000  American  children  lived  in  foster  care; 
395,(XX)  of  these  were  with  foster  famil-es,  and  the  remainder  were  in 
institutions  or  group  homes  (22).  More  than  one-fifth  of  foster  children 
have  been  living  away  from  their  families  for  more  than  6  years. 
Separation  began  for  nearly  half  of  them  when  they  were  less  than  6-years- 
old.  Often  when  children  are  placed  in  foster  care,  previous  health  service 
relationship-  are  broken.  As  a  result,  health  services  for  foster  children  are 
often  fri^to-.^cnted  among  many  sources  of  care  with  poor  recordkeeping 
and  incomplete  care.  Long  distances  between  parents  and  children  may 
make  visiting  difficult,  and  counseling  of  natural  and  foster  parents  is 
sometimes  assigned  to  workers  from  different  agencies.  The  cost  of  foster 
care  is  double  that  of  good  quality  day  care,  which  would  support 
continuity  of  family  relationships  and  health  care.  Because  its  preventive 
potential  is  so  great,  day  care  was  recommended  as  an  essential  service  by 
the  Joint  Commission  on  Mental  Health  in  1969  (23).  Yet  in  1980,  day 
care  remains  scarce  largely  because  of  underfunding. 
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Handicapped  Children 


For  a  discussion  of  the  needs  of  hanciicapped  and  ctironically  ill 
children,  see  **Health  Care  for  Chronically  Disabled  Children  and  Their 
FaTnilies,^  in  this  volume. 

AttitoiBntal  Factors 

Consumer  expectations  are  closely  related  to  experience,  per::eived 
needs,  and  satisfaction  with  health  care  services.  In  a  study  conducted 
amoi^  middle  class  users  of  the  University  of  Nebraska  Family  Health 
Centers,  patients  expected  a  hig^  degree  of  benefit  from  checkups, 
laboratory  services,  and  some  screening  tests.  On  the  other  hand^ 
counseling  and  health  education  were  not  perceived  to  be  necessary 
components  of  health  care  services  (24), 

In  a  survey  of  mothers  of  1,464  children  etu^oUed  in  the  first,  second, 
and  third  grades  of  the  Galveston,  Tex^  public  schools,  almost  all  the 
mothers  rated  screening  tests  to  detect  defects  of  tuberculosis,  hearing, 
and  vision  as  very  important  (-25).  Most  considered  Immunization  for 
measles,  poliomyelitis,  diphtheria,  pertussis  (whooping  cough),  and  teta* 
nus,  as  well  as  health  education  about  sex,  tobacco,  and  drugs  very 
important.  In  this  city — where  public  health  services  are  of  high  qiiality 
and  accessible — more  mothers  preferred  a  change  from  a  private  health 
source  to  a  public  health  source  than  wished  the  opposite  change.  A 
significantly  greater  proportion  of  better^educated  mothers  from  higher 
socioeconomic  levels  preferred  to  ishare  the  responsibility  for  health 
education  with  the  schools. 

In  a  1979  study  of  the  attitudes  of  family  members  toward  health  and 
health  care,  numerous  interesting  findings  came  to  light  i26y, 

m  Product  safety  was  overwhelmingly  viewed  as  a  Government 
responsibili^. 

m  Single-parent  families  reported  economizing  more  on  health-relat- 
ed items  than  two-parent  families, 

m  The  greatest  economizing  being  attempted  was  on  the  quality  of 
food  purchased  and  on  having  dental  work  done. 

m  A  large  majori^  of  respondents  indicated  that  health  checkups 
cost  too  much  for  the  average  family's  budget. 

m  Although  most  respondents  felt  parents  should  have  the  main 
responsibility  for  teaching  children  good  health  and  nutrition 
habits,  parents  said  that  they  did  not  feel  they  were  models  of 
good  hc^th  behavior  for  their  children.  Among  the  changes  these 
parents  desire  in  themselves  are  stopping  smoking,  exercising 
regularly,  staying  calm,  losing  weight,  cutting  back  on  sweets,  and 
eating  more  balanced  diets. 

m  Forty  percent  re^>onded  that  the  Oovemment  rather  than  the 
individual  is  responsible  to  see  that  all  Americans  have  good 
health  care  whether  they  can  afford  it  or  not. 

m  Heading  the  list  of  information  most  wanted  were,  ^Nv^here  to  go 
for  help  when  needed"  and  **how  to  teach  children  better  health 
and  eating  habits.** 
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VariatkMis  in  Access  to  Service 

Children's  access  to  institutional  services  and  the  coordination  of  these 
services  varies  greatly  from  one  place  to  another.  For  example,  the  school 
health  service  program  of  Galveston,  Tex.,  has  had  a  far-reaching  and 
favorable  impact  on  health  service  delivery  in  that  community,  whereas 
the  school  health  system  in  Philadelphia  has  been  coniinuoixsly  reduced 
by  budgetary  cutbacks.  Children  of  parents  whose  employers  offer  health 
maintenance  organization  coverage  in  their  benefit  packages  have 
preventive  health  services  readily  available  to  them,  but  children  of 
parents  who  work  part-time  for  the  same  employer  often  are  not  eligible 
for  this  coverage.  Military  dependents  may  receive  highly  fragmented 
services — services  from  military  health  facilities  are  often  combined  with 
more  convenient  but  more  costly  private  health  scl  /ices. 


Preventive  Interventions  in  dbild  Health 

Disease  prevention  includes  primary  prevention  (preventing  the  disease 
or  injury  from  occurring),  secondary  prevention  (detecting  the  disease 
early  enough  for  successful  treatment),  and  tertiary  pre^'ention  (mitigating 
the  effects  of  the  disease).  Among  experienced  child  health  and  social 
policy  planners,  it  is  agreed  that  measures  to  address  the  health  services 
needs  of  children  should  reach  beyond  traditional  health  services  for  sick 
children  and  include  preventive  measizres  at  the  individual,  family,  and 
community  level.  Examples  of  areas  where  preventive  measures  can  be 
expected  to  have  high  yield  include  (1)  nutrition,  (2)  fluoridation  of 
drinking  water,  (3)  immunization,  (4)  modification  of  the  physical 
environment,  (5)  health  education,  (6)  modification  of  health  behavior, 
and  (7)  mental  illness  prevention. 

Nutrition 

Malnutrition  in  infancy  and  early  childhood  has  profound  effects  on 
mental  and  physical  growth.  Not  only  can  malnutrition  result  in  iricreased 
susceptibility  to  infection  but  it  also  causes  changes  in  gastrointestinal  and 
endocrine  fimction  that  result  in  apathy,  loss  of  energy,  and  failure  to 
develop  physically  and  intellectually  (27).  Food  programs  for  infaiits  and 
children  are  primary  measures  to  prevent  malnutrition,  and  screening  for 
nutritional  disorders  and  their  correction  is  a  secondary  measure. 

Fluoridation 

Fluoridation  of  community  water  supplies  or  daily  use  of  fluoride 
supplements  for  children  until  all  permanent  teeth  are  fully  develo|>ed  can 
reduce  tooth  decay  in  school-age  children  by  as  much  as  65  percent, 
decrease  the  loss  of  first  permanent  molars  among  children  12—14  years  of 
age  by  75  percent,  and  increase  sixfold  the  number  of  caries-free  children 
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12—14  years  of  age  (28^  29}.  At  no  other  time  of  life  is  this  preventive 
potential  available. 


Because  they  lack  immunologic  experience — which  may  be  gained  at 
the  cost  of  serious^  or' even  fatal,  illness — infants  and  children  require 
immunization  against  infectious  diseases.  The  well-publicized  cost  effec- 
tiveness of  the  measles  vaccine  iHX>g;ram  and  the  past  success  of  national 
immunization  programs  are  stellar  achievements  in  primary  prevention 
i30.  5/). 

IVfo<BCk»CioD  of  Pliysical  Elnvirooment 

Child  passei^er  deaths  and  injuries  in  motor  vehicle  crashes  could  be 
reduced  by  as  much  as  60  percent  through  the  use  of  appropriate  infant 
and  child  restraints  Other  effective  methods  of  protecting  children 

from  injury  include  installing  smoke  detectors  in  homes,  reducing  the 
temperature  of  household  hot  water,  installing  impact-absorbing  surfaces 
on  playgroimds>  and  using  childproof  tops  on  containers  for  medicine  and 
other  toxic  substances. 

Health  Edocatkm 

Despite  the  malleability  of  young  children  and  their  willingness  to  learn, 
and  despite  the  im|>ortance  of  establishing  patterns  that  may  have  a 
lifelong  impact  on  health,  health  education  has  had  only  limited 
effectiveness — perhap>s  because  parents*  re|x>rted  perceptions  that  they  are 
poor  role  models  for  healthful  bdiavior  are  correct.  However,  evaluation 
of  attempts  to  introduce  an  innovative  school  health  curriculum,  designed 
by  the  Seattle  and  Berkeley  School  Districts  with  the  support  of  the 
Bureau  of  Health  Education,  indicate  that  behavioral  chajiges  can  be 
achieved 

MotiificaUop  of  Health  Behavior 

Modification  of  health  behavior  seems  to  be  more  effective  than 
counseling  and  information  dissemination  for  the  promotion  of  long- 
lasting  changes  (54>.  By  using  behavior  modification  techniques,  undesir- 
able behaviors  can  be  reduced  while  desirable  behaviors  are  increased. 
^^Self-control^  can  be  reinforced  with  appropriate  stimuli  based  on  the 
expectations  of  children  at  certain  developmental  stages.  The  child 
thereby  becomes  an  active  participant  in  shaping  the  desired  behavior. 
For  example,  toddlers  who  are  eager  to  demonstrate  their  ability  to  be 
independent  can  be  taught  to  wash  their  hands  before  eating  and  to  use 
car  restraints  on  their  own;  preschoolers  can  participate  in  nutritious 
menu  planning  and  shopping;  and  school  age  children  can  benefit  from 
training  correlated  ^*ith  measured  progress  in  physical  fitness  programs  in 
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the  same  way  that  their  progress  in  cognitive  skills  is  encouraged  in  the 
school  environment. 


Mental  Iliness  Prevention 

In  1979.  The  President's  Commission  on  Mental  Health  recommended 
a  number  of  important  measures  for  preventing  mental  illness^  including 
the  recognition  and  strengthening  of  both  the  natural  informal  and  formal 
netwoiics  to  which  people  belong  and  upon  which  they  depend  (22),  Many 
community  networks  revolve  aroxmd  the  care  of  children — including 
health  care  programs,  day  care  centers,  schools,  recreation  and  religious 
education  programs.  These  programs  offer  ideal  opportunities  for  the 
identification  of  children  and  families  who  need  special  services,  and  such 
programs  may  also  be  the  most  appropriate  settings  for  the  delivery  of 
mental  health  services- 


NEEOEI>  HEALTH  SERVICES  FOR  CHILDREN 
Services  Needed  by  AU  Ouldren^ 
Services  for  Individual  Children 

Idcntific^tian  of  Conditions  Associ^t^  with  Sudden  Infant  Death 

Sudden  Infant  Der.th  Syndrome  (SIDS)  claims  the  lives  of  between 
6,000  and  7.000  infants  per  year,  usually  between  the  second  and  fourth 
months  of  life  (35).  Although  no  single  cause  has  been  shown  to  be 
responsible  for  these  deaths,  a  promising  measure  is  the  use  of  apnea 
monitoring  devices  for  infants  considered  to  be  at  risk.  Although  the 
routine  use  of  such  devices  remains  controversiaU  careful  observation  of 
neonates  to  identify  those  who  go  unusually  long  periods  without 
breathing  (apnea),  or  who  have  abnormalities  of  muscle  tone  and  other 
neurologic  abnormalities  may  be  helpful  In  reducing  the  death  rate  from 
SIOS  (36^  37).  SIDS  is  also  associated  with  failure  to  g^n  weight,  certain 
metabolic  factors,  and  mothers  who  smoke  (37).  Subsequent  sibling  of 
SIOS  babies  run  increased  risk  from  the  ^ndrome,  making  this  group  and 
all  near-miss  cases  of  SIDS  targets  for  intervention  through  monitoring 
programs  {38). 

Management  of  Illness 

Treatment  for  ixijuries,  common  infectious  diseases,  and  for  diseases 
detected  by  routine  health  examinations  is  needed.  Although  the  need  for 
treatment  services  is  rarely  disputed,  their  availability  is  still  not  universal. 
Efforts  to  detect  disease  are  wasted  if  treatment  for  the  conditions  is  not 
pro\ided. 


^Services  for  pregnant  wotncn  and  newborn*  are  <fwni^<-d  in       ChsI^Ts  Begmning.**  in  this  volume* 
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Health  History 


About  90  percent  of  health  problems  are  revealed  by  a  comprehensive 
and  regxilarly  updated  health  history,  developed  from  a  health  profession- 
al's interview  with  the  patient  and  the  patient's  parents.  Guidelines  and 
questions  have  been  developed  for  eliciting  such  health  and  nutrition 
history  information  Because  facts  become  blurred  or  forgotten 

with  time,  parents  need  to  be  encouraged  to  keep  a  list  of  key  health  data 
for  their  children  so  that  the  child's  health  history  can  be  effectively  used 
to  provide  good  care. 

Mcasurcments  and  Physical  Growth 

Because  variation  from  the  normal  growth  pattern  is  often  an  early  sign 
of  a  serious  physical  problem — especially  in  a  rapidly  growing  infant — 
measurements  of  height  and  weight  (for  children  of  all  ages)  and  of  head 
circumference  (for  children  at  least  up  to  age  2)  should  be  taken  and 
compxared  with  data  on  healthy  children.  Recently  the  World  Health 
Organization  recommended  that  heigh  t-for-age  and  weight-for-height  be 
used  as  primary  indicators  of  nutritional  status  among  children  (42).  A 
survey  of  preschool  children  in  the  United  States  in  the  late  1960's  showed 
that  body  measurements  correlated  well  with  measures  of  nutritional 
status  (-43).  The  Ten  Slate  Nutrition  Survey  showed  that  height,  weight, 
and  other  body  measurements  are  useful  in  identifying  children  suffering 
from  nutritionally  induced  growth  problems  (44).  Although  malnourished 
children  are  not  limited  to  low  socioeconomic  groups,  they  are  most  likelv 
to  be  found  there.  A  1970  study  of  poor,  black  preschool  children  in 
Memphis  showed  that  half  the  children  were  below  the  25  th  percentile  for 
height  and  weight  (45). 

Screening,  FoUovmp  Diagnostic,  and  Treatment  Procedures 

Screening  procedures  for  children  should  be  low  cost  and  easOy 
performed  to  separate  the  population  into  those  who  pK>ssibIy  have  a 
health  problem  and  those  who  probably  do  not.  To  be  cost  effective,  they 
should  detect  an  undesirable  condition  that  is  fairly  widespread  in  the 
population  or  that  is  extremely  costly  to  treat,  and  one  for  which  effective 
treatment  is  available.  Following  are  examples  of  useful  screening 
programs. 

Blood  Pressure,  R:;cent  evidence  suggests  that  children  with  blood 
pressure  measurements  in  the  upper  ranges  of  normal  for  fheir  age  group 
may  be  at  risk  for  hype*T.ension  and  associated  diseases  as  adults  (46). 
However,  improperly  conducted  routine  screening  in  children  may  result 
in  unnecessary  and  costly  diagnostic  studies,  mislabeling  at  *.xn  early  age, 
and  inappropriate  use  of  drug*-  whose  long-term  effects  on  growth  are 
unknown  (47,  39,  44).  CurrentTy  it  seems  prudent  to  measure  blood 
pressure  concurrently  with  other  growth  measurements  after  3  years  of 
age-  Treatment  should  be  reserved  for  significant  aberrations  (4^). 
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Anemia.  Anemia  in  children — which  afTects  up  lo  half  of  poor  children  in 
some  Head  Start  programs — may  reduce  resistance  to  infection,  attention 
span,  motivation  to  learn,  and  overall  intellectual  performance,  and  cause 
apathy  and  fatigue  (49-51}.  The  detection  of  anemia  is  simple  and 
inexpensive  -  iron  therapy  usually  results  in  correction  of  anemia  with  an 
associated  incictse  in  energy  and  resumption  of  developmental  progress- 
Screening,  diagnosis,  and  treatment  services  for  anemia  are  needed  by  the 
end  of  the  first  6  months,  in  the  preschool  period,  and  again  before  the 
adolescent  growth  spurt,  to  ensure  adequate  iron  stores  for  the  develop- 
mental needs  of  these  periods. 

Vision.  Between  5  and  6  percent  of  preschool  children  have  one  or  more 
vision  defects,  a  prevalence  that  increases  to  20-25  percent  during  school 
age  (5Z  53).  Because  uncorrected  visual  deficits  in  the  preschooler  may 
result  in  permanent  loss  of  vision,  vision  screening  needs  to  be  early  and 
frequent-  In  view  of  the  steady  incrc  ase  in  vision  problems  with  age  and 
the  correlation  of  vision  with  learning,  vision  screening  should  be 
performed  at  age  3  or  4  anc  every  other  year  for  school-age  children. 
Followup  diagnosis  and  correction  are,  of  course,  necessary  at  any  age. 

Hearing.  Children  with  hearing  impairments  may  suffer  profound  and 
longlasting  effects;  they  are  often  mislabeled  slow  learners  or  mentally 
retarded.  Despite  variations  in  reported  prevalence  of  from  3  to  20  percent 
(up  to  50  percent  in  **leaming  disabled"  children)  depending  upon  age  and 
screening  method,  hearing  impairment  is  sufRciently  common  to  warra  it 
screening  of  infants  and  children  (54-56).  After  age  3  screening  should  De 
performed  every  year  for  the  remainder  of  childhood  (52).  Because 
medical,  surgical,  and  educational  methods  can  be  effective  in  the 
reduction  of  hearing  impairments,  hearing  screening  is  a  sound  preventive 
approach  if  followed  by  corrective  care  (57,  55). 

Ocvclopmcnt2d  and  Behavioral.  Over  17  percent  of  children  have  mental 
retardation,  seizure  disorders,  neuromotor  disabilities,  learning  problems, 
or  emouonal  disturbances  (5J).  Many  of  these  disorders  may  be  seriously 
disabling.  Early  detection  permits  the  greatest  benefit  from  treatment.  For 
preschool  children  several  acceptable,  re'iable,  and  easy  to  use  screening 
tests  exist  (5^,  59).  j  -  , 

The  detection  and  remedial  treatment  of  language  disorders  m 
preschool  children  is  critical  to  prevent  handicap  in  developing  social 
relationships  and  cognitive  learning  skills.  An  estimated  1.5  million 
children  in  the  United  States  suffer  some  language  failure  (60).  Most 
preschool  developmental  screening  procedures  include  language  screen- 
ing- It  '•ems  prudent  to  consider  this  both  a  needed  health  and  an 
educational  service- 

Health  professionals  generally  acknowledge  the  need  for  early  and 
routine  screening  of  development.  However,  concerns  about  its  potential 
misuse  as  a  diagnostic  tool  and  as  a  culturally  biased  rating  system  have 
been  voiced.  I>espite  these  concerns,  developmental  assessment  has  a  rich 
potential  when  it  is  performed  frequently  during  the  Tirst  year  of  life,  at  no 
less  than  6-month  intervals  during  the  second  and  third  years,  and  at  least 


262 


once  more  in  the  preschool  period.  Oeveiopxnental  assessments  should  be 
performed  by  adequately  trained  personnel,  and  be  coupled  with 
appropriate  dia^ostic  and  therapeutic  management.  Currently  available 
developmental  screening  tools  do  not  assess  development  effectively 
beyond  5  years  of  age.  For  older  children,  school  performance  can  be  used 
to  measure  many  a^>ects  of  personaU  sociaU  motor,  and  cognitive 
development.  Although  there  are  no  validated  screening  tools  for  behavior 
problems,  the  histoxy-taking  process  often  reveals  them.  In  one  study,  5 
percent  of  children  in  the  practices  of  nine  pediatricians  were  found  to 
have  emotional,  behavioral,  or  school  problems  (6/>-  In  one  Health 
Maintenance  Organization,  8.9  percent  of  all  visits  of  children  resulted  in 
identification  and  management  of  emotional  problems  (62). 

Dental.  After  age  3,  nearly  100  percent  of  children  will  need  dentai 
services  (6J).  Routine  preventive  dental  services  of  prov^  effectiveness 
include  once  or  twice  yearly  cleaning,  evaluation  for  caries'  risk  factors, 
application  of  topical  fluoride,  and  fluoride  supplements  for  children  not 
living  in  areas  with  fluoridated  water  (54,  28\ 

Scoliosis.  Between  0.5  percent  and  3  percent  of  American  children  have 
curvature  of  the  spine  (scoliosis)  requiring  medical  or  surgical  manage- 
ment i6SST).  Untreated  scoliosis  produces  bony  changes  in  the  spine  and 
rib  cage  and  can  impair  cardiopulmonary  fimction  and  compromise  life 
expectancy  (65).  Screening  children  about  to  enter  adolescence  offers  the 
greatest  hope  for  successful  intervention,  because  the  best  control  of  the 
curvature  is  obtained  through  the  use  of  shoe  adjustments,  exercise  or 
braces  during  the  rapid  growth  period  of  adolescence  (6S). 

Tuberculosis.  The  need  for  frequent,  routine,  tuberculin  testing  has 
dizninished  as  the  number  of  new  cases  of  tuberculosis  among  unexposed 
children  has  declined  (6P).  Current  screening  recommendations*  may  be 
revised  to  reduce  the  suggested  frequency  to  once  in  infancy,  once  in  the 
preschool  period,  and  once  in  adolescence  in  populations  where  the 
prevalence  of  tuberculosis  is  low.^ 

The  Organization  of  Screening  Progrsuns 

Many  approaches  to  organizing  screening  and  prevention  programs  are 
used,  and  each  screening  procedure  can  be  performed  on  the  target 
population  separately.  For  example,  vision  screening  can  be  done  for  all 
fourth  grade  students,  or  immunizations  could  be  given  in  the  schools 
every  year  to  all  those  who  are  due  for  them.  This  method  is  efficient  and 
has  the  potential  for  reaching  individuals  missed  by  the  health  care 
system.  But  for  any  child  to  receive  a  complete  range  of  screening  and 
preventive  services,  many  such  programs  would  be  needed.  Findings  of 


*The  Amencan  Ac«<lcTny  of  Pediatrics  reconunciKls  initial  tuberculosis  screening  for  all  children  at  or 
before  I S  montfas  of  age  (at  the  time  of  or  before  measles  immunization),  and  with  annual  or  biennial 
testing  thereafter  (TO). 

^Mortimer.  E.  A.  Personal  phone  communication  to  S.  Aronson.  October  27.  1979. 


263 


disparate  programs,  unless  integrated  with  other  health  records,  would 
result  in  missed  diagnoses  or  unnecessary  duplication  of  service.  Without 
careful  foUowup.  some  children  would  go  unserved  because  of  absence 
from  school  on  the  date  of  the  screening.  The  most  cost-efTective  approach 
would  probably  be  to  deliver  screening  and  preventive  services  by  one 
system,  in  one  setting,  for  each  child.  This  setting  could  be  a  school,  a 
comprehensive  care  clinic,  a  day  care  prog?*am,  or  a  pediatrician's  ofRce. 
Mechanisms  to  prevent  gaps  in  service  would  still  be  required. 

Physical  Examination 

A  recent  review  of  the  content  and  efTectiveness  of  health  supervision 
for  children  under  2  years  of  age  has  noted  that  physical  examination  after 
the  newborn  period  is  a  low-yield  procedure  (7J).  Less  than  half  of 
congenital  malformations  are  discovered  in  the  newborn  period,  but  the 
majority  of  the  remainder  are  detected  by  6  months  of  age.  Other  health 
problems  are  usually  revealed  by  health  history  and  are  only  corroborated 
or  defined  by  physical  examination  findings. 

I  mm  uniza  tion 

The  present  degree  of  control  of  diphtheria,  tetanus,  pertussis,  poliomy- 
elitis, measles,  rubella,  and  mumps  undoubtedly  is  due  to  the  success  of 
immunization  (72,  30).  As  the  National  Immunization  Initiative  has  so 
clearly  demonstrated,  reduction  of  disease  can  be  accomplished  by  a 
combination  of  technical  developments,  public  education,  and  motivation 
of  health  personnel  (73-75.  3/)  Vaccines  against  hemophilus  influenzae, 
mycoplasma  pneumonia,  gonorrhea,  and  syphilis  are  being  developed,  but 
are  not  yet  ready  for  use  (JC?). 

Health  Education  To  Counter  Risk  Factors  for  Adult  Disease 

A  number  of  risk  factors,  if  present  during  childhood  and  youth,  are 
well  known  to  predispose  to  adult  disease.  Among  these  are  misnutnuon 
(obesity,  and  intake  of  excess  salt,  sugar,  and  fat,  or  inadequate  fiber), 
inadequate  exercise,  cigarette  smoking,  and  substance  abuse.  One  study 
has  indicated  that  as  many  as  40  percent  of  American  school  children 
have  one  or  more  risk  factors  for  arteriosclerosis  (  /). 

Well  designed  health  education  curricula  used  in  a  variety  of  settings 
have  achieved  success  in  improved  dental  hygiene,  control  of  obesity, 
prevention  and  cessation  of  smoking,  increased  habitual  use  of  seat 
restraints,  and  control  of  alcohol  consumption-  Most  of  these  successful 
programs  include  basic  understanding  of  the  human  body,  health  risks, 
and  personal  responsibility  for  making  decisions  that  affect  health.  While 
effective  programs  should  be  encouraged  and  expanded,  further  research 
and  development  in  this  r.rea  is  greatly  needed  (34,  76-79).>o 


'**Kci«nger.  K..  Personal  communication,  October  1979. 
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Services  for  Families 


Ajitidpatory  CiudHnce^  and  Parenting  Advice 

Available  data  suggest  that  advice  given  during  weU-child  visits  can  be 
effective  (^>*  Studies  that  have  compared  the  effectiveness  of  (a) 
physician  advice  alone,  (b)  phlets  and  other  information 

techniques  alone,  and  (c)  comb:  hot  .  the  two  to  promote  the  use  of 
seatbelts  and  car  seat  restraint.  ^:atr  that  the  physician^s  personal 

advice  has  the  greatest  positive  e^  ^  adies  reveal  that  to  be  effective, 

health  professionals  should  be  waxin  and  friendly,  provide  adequate 
explanations,  and  meet  the  patients^  and  parents*  expectations  and 
concerns  (77).  The  skillful  child  health  professional  reinforces  the  good 
ideas  of  the  parent  and  provides  alternative  strategies  which  the  parent 
might  find  helpful* 

Lsiy  Support  Systems 

In  contemporary  society  many  groups  are  organized  around  shared 
religious  beliefs^  ethnic  identities,  or  conmion  problems,  many  of  them 
health  related.  These  groups  serve  an  important  function  in  providing 
information  about  and  access  to  available  resources,  making  unmet  needs 
known,  anc  helping  to  solve  problems  shared  by  the  group  members.  Less 
organized  social  supports  can  be  found  in  informal  personal  and 
neighborhood  netwoiics.  To  some  extent  these  groups  offset  the  current 
absence  of  extended  family  supports,  and  health  professionals  need  to 
acknowledge  and  work  more  closely  with  them. 

Strengthening  the  Cstpacity  af  Parents  and  Children  To  Act  on 
Their  Own  Behalf 

A  need  for  wider  dissemination  of  preventive  health  care  and  other 
illness-management  information  to  the  general  public  does  exist.  Creative 
us«j  of  the  mass  entertaiimtent  and  news  media;  and  of  personal  health 
advocacy  training  in  the  workplace,  in  schools,  and  in  community 
gLxthering  places  should  be  explored.  Because  programs  aimed  at  develop* 
meiit  of  healthy  behavior  patterns  are  more  likely  to  succeed  with  young 
childi  tr  '  with  adults,  greater  efforts  should  be  made  to  foster  positive 
self-di  -^alth  behaviors  early  in  life.  Some  successful  examples  of 

si^ch  ^  i  Include  a  program  to  develop  nutritious  eating  behavior  in 

presccxoo.  ^  the  use  of  school  nursing  services  to  develop  healthful 
behavior,  a-;^d  a  health  decisionmaking  education  program  sponsored  by 
the  School  Health  Education  Curriculimi  Project  of  the  Center  for  Disease 
Control  iSlS3\  More  such  efforts  should  be  attempted  and  evaluated. 
The  more  parents  understand  about  health  care  routines  and  schedules, 
the  more  they  can  assume  responsibihty  for  continuity  of  their  children's 
health  care.  Provision  of  supp>ortive  documents  and  recordkeeping  tools  to 
parents  make  it  easier  for  them  to  assume  this  responsibility. 
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O&y  Care 

Day  care  can  provide  access  to  medical,  dental,  and  mental  health 
services  for  children  and  other  family  members;  social  and  emotional 
support  that  encourages  family  stability,  helps  prevent  child  abuse,  shares 
the  chUd  rearing  burdens  of  parents,  and  fosters  achievement  among  poor 
children  75).  For  these  reasons,  if  day  care  services  were  universally 
available,  the  health  status  of  the  Nation's  children  would  improve. 


Conunuitity  Health  Services 
Emergency  Services 

Needed  emergency  services  include  effective  emergency  telephone 
sei-vices,  transportation,  emergency  and  intensive  hospital  facilities,  and 
rap  d  communication  and  coordination  among  all  levels  of  service. 
Children's  emotional  and  medical  care  needs  in  emerge.-cy  situations 
often  differ  from  those  required  by  adults.  Emergency  services  should  be 
planned  to  provide  for  these  special  needs  of  children. 


Exercise  Facilities  and  Programs 

Resources  and  programs  for  physical  activities  are  needed  to  gain  the 
mental  and  physical  health  benefits  of  exercise  (/).  An  improved  sense  of 
well-being,  weight  control,  and  reduced  probability  of  heart  attack  are 
associated  with  exercise.  Exercise  habits  are  learned  principally  in  the 
home  and  community  during  childhood.  The  more  available  and 
commonplace  such  activities  for  children  become,  the  more  individuals 
may  be  drawn  to  and  persist  in  them  throughout  life. 


Health  Services  Neetled  Only  by 
Subgroups  of  Children 

Major  subgroups  of  children  needing  special  services  include  the 

following: 

•  the  urban  poor 

•  the  rural  poor 

•  ethnic  and  racial  minorities 

•  children  who  are  abused  or  neglected 

•  children  receiving  care  away  from  homes 

•  children  and  families  where  chronic  disease  affects  some  fanuly 

member  •       t.  -♦.^i 

•  children  with  severe  acute  illness  or  injury  requiring  hospital- 
based  services 


Services  Needed  by  the  Urban  Poor 

The  i-ban  poor  need  better  acc  »o  health  services  than  they  now 
have,  t  tiey  require  including  supplementary  services  such  as  culturally 
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oriented  advocacy,  outreach  trrxnslators,  escorts,  child  care,  and  special 
screening  programs  for  disor.iers  such  as  lead  poisoning  and  parasitic 
infections.  Many  poor  people  have  no  private  transportation  and, 
especially  when  ill,  need  transportation  to  and  from  health  care  appoint- 
ments, provided  either  directly  or  by  vouchers  issued  by  health  facilities. 

Whenever  possible,  a  variety  of  services  needed  by  the  poor  should  be 
coordinated  at  one  location  convenient  to  the  patient.  The  health  center 
can  make  arrangements  with  social  service  agencies  and  a  variety'  of 
health  professionals  to  provide  the  commonly  needed  mix  of  services  such 
as  child  health  care,  laboratory  and  pharmacy  services,  social  services, 
economic  support,  and  food  and  nutrition  programs  to  reduce  stresses  that 
affect  health.  Although  current  health  care  facilities  usually  are  not 
designed  to  provide  such  "one-stop''  care,  where  such  facilities  do  exist, 
they  have  produced  dramatic  improvements  in  health  status  (55). 

Services  Needed  by  tfae  Rural  Poor 

Sanitations  Parasite  Sareening.  and  Toxic  Agricultural  Product 
Control 

The  rural  poor  lack  basic  sanitary  facilities  taken  for  granted  in  urban 
settings;  this  necessitates  routine  screening  for  parasitic  and  other 
infections  resulting  from  poor  sanitation.  Rural  children  are  more 
vulnerable  than  adults  to  any  long-term  effects  of  residual  agricultural 
pesticides  and  other  toxic  agricultural  products  and  should  therefore  be 
carefully  protected  from  them. 

Health  Care  Scr\^ices 

Rural  families  in  general  are  medically  underserved  and  unlikely  to 
have  access  to  primary  health  care.  Inadequate  transportation  and  poorly 
distributed  health  services  are  serious  problem^  n  rural  areas.  Health 
services  for  rural  j>eople  at  all  socioeconom.v  *wvels  need  to  be  upgraded 
to  a  level  comparable  with  that  of  urban  areas.  Mechanisms  of  payment 
also  must  be  addressed^  since  a  smaller  proportion  of  the  rural  population 
have  health  insurance  coverage  than  urban  dwellers,  and  third-party 
reimbursement  rates  are  lower  for  those  who  are  covered  (55). 

Services  Needed  by  Children  of  IVIigrant  Workers 

Children  of  migrant  families  need  special  attention  in  the  health  care 
delivery  system.  These  children  receive  fragmented  services  or  no  care  at 
alL  ?n  one  study  48.9  percent  of  migrant  children  were  found  to  have 
significant  treatable  illnesses  (^7).  Because  their  parents  are  often  unable 
to  bring  them  for  care  unless  they  have  severe  illness,  preventive  health 
services  frequently  must  be  provided  in  day  care  or  school  settings,  where 
health  histories  tend  to  be  sparse  or  unavailable.  In  the  absence  of  such 
data,  thorough  physical  examination  and  laboratory  tests  take  on  greater 
importance. 
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Services  Needed  by  Ethnic  and  Racial  Minorities 

Special  comprehensive  health  service  programs  are  needed  by  children 
from  groups  that  are  so  culturally  different  from  the  'est  of  the  Nation 
that  conventional  programs  will  not  be  effective.  Ex;  .:.ples  of  such  groups 
are  some  native  Americans,  recently  immigrating  Indochmese,  fanulies  m 
Appalachia,  and  residents  of  the  Caribbean  and  Pacific  temtories. 
Assessment  of  the  health  of  the  subgroup  will  reveal  special  needs  that  can 
be  met  only  by  providing  services  in  addition  to  those  needed  by  all 
children. 

Indochinesc  Refugees 

The  recent  influx  of  Indochinese  refugees  into  the  United  States 
demonstrates  the  dynamism  of  the  population's  health  needs  and  service 
requirements.  Before  the  refugees  leave  Asia  they  are  examined  for 
tuberculosis,  leprosy,  venereal  disease,  and  mental  defects  and  disorders 
{8)  So  far,  the  principal  health  problems  of  this  population  are 
tuberculosis  and  parasitic  diseases;  time  and  experience  will  probably 
reveal  others  Although  individuals  with  untreated,  actively  infectious 
conditions  and  severe  mental  disorders  will  be  excluded  from  entry, 
moderate  to  severe  personal  health  problems  related  to  malnutrition,  poor 
living  conditions,  dislocation,  and  the  absence  of  family  supports  are 
likely  to  be  widespread  among  those  admitted  into  the  United  btates. 

Special  Health  Needs  of  Ethnic  Groups 

Some  health  problems  are  found  exclusively  or  more  commonly  among 
certain  ethnic  and  racial  groups,  requiring  special  services  for  these 
populations.  Sickle-cell  anemia  s-eening  is  appropriate  for  families  who 
are  of  black,  Latin,  or  Mediterr  ean  origin.  Although  the  incidence  of 
sickle-cell  trait  is  about  8  percent  among  blacks,  the  trait  does  not  affect 
longevity  and  is  not  associated  with  discomfort,  except  under  unusual 
conditions  such  is  nying  in  unpressurized  aircraft  {88).  If  both  parents 
have  the  sickle-cell  trait,  the  chances  are  l-in-4  that  a  child  ^i"  have 
sickle-cell  disease  Individuals  with  sickle-cell  disease  have  a  markedly 
shonened  life  expectancy.  A  prenatal  test  has  been  developed  and  is  now 
available  at  Rutgers  University  to  permit  diagnosis  of  sickle-cell  disease  in 
the  fetus  at  14-16  weeks  of  pregnancy."-'^  Families  may  then  choose  to 
terminate  an  affected  pregnancy.  Anemia  screening  followed  by  sickle-ce 
screening  of  anemic  children  of  black,  Latin,  or  Mediterranean  origin  will 
identify  children  with  sickle  cell  disease.  Early  detection  does  not  improve 
the  outcome  of  treatment,  but  because  children  with  the  disease  are  prone 
to  infections  caused  by  streptococcus  pneumonia,  early  detecuon  permits 
prophylaxis  against  this  complication. 

"specimens  are  «nl  by  air  from  anywhere  in  the  United  States  for  tesnng  at  Rutgers. 
'^SUmirez.  F.  Personal  communication.  August  1980. 
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Tay-Sachs  disease  occurs  in  4  out  of  every  10,000  births  among 
Ashkenazi  Jews.  The  gene  is  carried  by  3  percent  of  all  American  Jews 

(88)  .  Tay-Sachs  screening  programs  have  been  quite  successful  when 
limited  to  appropriate  target  populations. 

Senrfces  Needed  by  Children  Who  Are  Abused  or  Neglected 

Based  on  the  rates  reported  for  Denver  and  New  York,  an  estimated  2.5 
to  3  children  out  of  10,o30  suffer  from  child  abuse  during  a  year's  time 

(89)  .  Although  child  abuse  reporting  has  increased  since  the  passage  of 
new  laws  in  many  States,  and  althou^  many  more  cases  are  reported  than 
proved^  many  r  ithorities  contend  that  child  abuse  is  greatly  underreport- 
ed  (90).  Some  suggest  that  rates  for  ••accidental"  deaths  and  injuries 
include  many  cases  of  abuse  (91).  Much  can  be  done  for  neglected  and 
abused  children  and  their  families.  Child  abuse  and  neglect  is  a  symptom, 
not  a  disease,  and  the  causes  may  be  poverQr,  social  incompetence,  mental 
illness,  or  a  combination'  of  these  factors,  impropriate  steps  for  the 
alleviation  of  such  neglect  or  abuse  can  include  finding  jobs  for  parents, 
providing  day  care  and  homemaker  services  for  respite  from  dilTicult 
children,  and  participation  of  parents  in  lay  support  groups. 

Services  Needed  by  Children  Receiving  Care  Away  from  Home 

Children  in  day  care  centers,  at  camp,  in  foster  care,  and  in  institutions 
have  special  health  service  needs.  Some  of  these  needs  result  from 
separation  from  a  child's  natural  parents,  and  some  from  the  group  setting 
or  distance  from  medical  care  facilities.  Foster  children  need  preplace- 
ment  health  assessments,  their  natural  and  their  foster  fxarents  need 
counseling,  and  special  efforts  should  be  made  to  ensure  continuity  of  care 
if  they  are  relocated.  Foster  parents  should  know  whether  the  children  in 
their  charge  have  been  protected  by  appropriate  routine  health  procedures 
and  whe^er  they  have  any  special  health  problems.  Increased  risks  for 
transmission  of  infectious  disease  result  from  bringing  children  together  in 
groups.  Those  who  care  for  such  children  need  special  training  in  avoiding 
these  and  other  health  risks. 

Services  Needed  by  Children  and  Families  Where  Civonic  Disease 
Affects  Some  Family  Member 

Children  whose  parents  have  chronic  illness  also  have  special  health 
needs.  Alcoholism  is  one  of  the  most  common  chronic  diseases  among 
parents,  and  is  estimated  to  affect  more  than  28  million  children  in  the 
United  States.  Such  children  experience  emotional  neglect,  family  conflict, 
instability,  divorce,  separation,  and  physical  abuse  from  their  parents. 
School  problems,  delinquency,  and  fighting  are  common  reactions.  Only 
some  of  their  social  and  emotional  needs  can  be  addressed  directly  by 
heal  h  services,  but  lay  support  systems,  as  extensions  of  alcoholic 
treat,  ent  programs  or  other  community  service  programs,  might  be  of 
significant  benefit  (92). 
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Hospital-Based  Services  for  III  or  Injured  Oiildren  and  Their  Families 

Emergency  Room  Services 

Because  children  frequently  suffer  injuries  and  acute  infections,  ihey  are 
common  users  of  emergency  rooms  of  local  hospitals.  Emergency  rooms 
and  inpatient  hospital  services  are  often  noisy  and  busy,  if  not  chaotic, 
and  can  be  very  frightening  for  a  child.  Because  of  the  frequency  with 
which  children  receive  care  in  emergency  rooms,  such  facilities  should  be 
equipped  and  staffed  to  meet  children's  needs,  but  frequently  are  not. 
Effective  diagnostic  and  lheraf)eutic  decisions  require  a  knowledge  of 
children's  special  fluid  needs,  responses  to  drugs,  and  the  influence  of 
growth  and  development  on  illness  and  treatment. 

Inpatient  Services 

Forced  separation  of  parents  and  children  during  hospitalization  is  still 
a  common  practice,  and  one  that  may  have  long-term  psychological 
effects  (93-95).  Parental  presence  during  medical  procedures,  at  mealtime 
and  bedtime  and  during  the  night  helps  the  child  to  cope  with  hospital 
experiences,  and  is  especially  necessary  for  infants  and  young  children. 
When  adults  are  hospitalized,  their  normal  way  of  living  and  activity  is 
interrupted,  but  they  can  resume  their  usual  activities  when  their  health  is 
restored.  Growing  children,  however,  do  not  interrupt  their  developmental 
processes  for  illness  (96).  Thus  the  impact  of  a  hospital  experience  on 
them  is  often  greater  than  similar  experiences  are  for  adults.  Special 
services  are  needed  in  hospitals  to  mitigate  the  adverse  effects  of 
hospitalization  on  children.  In  addition,  because  medica!  care  needs  for 
pediatric  hospitalizations  differ  from  those  for  adults,  considerable  effort 
has  been  exf)ended  to  develop  model  criteria  for  hospital  care  of  pediatric 
patients  (97).  These  standards  need  to  be  implemented. 

Finally,  hospital-based  services  for  children  should  include  family 
counseling  when  a  child  dies.  The  effects  on  the  famUy  can  be 
devastating— especially  when  it  produces  parental  guilt  These  effects  can 
be  mitigated  by  sensitive  support 


Additional  Health  Care  Service  Needs 

Teiepiione  Health  Services 

Child  health  providers  spend  at  least  10  percent  of  their  lime  giving 
advice  to  parents  by  telephone  (98).  Studies  of  doctor,  nurse  practitioner, 
and  pediatric  health  assistant  effectiveness  in  responding  to  telephone 
calls  have  shown  that  a  variety  of  trained  health  personnel  can  share  this 
responsibility  if  ihey  have  adequate  backup  (99,  100).  Coverage  arrange- 
ments among  health  providers  often  result  in  telephone  contact  between 
health  professionals  and  patients  who  do  not  know  each  other.  Although 
telephone  access  (usually  free  of  charge)  is  an  assumed  right  ot  the  paying 
patient  this  service  is  denied  the  poor  allegedly  because  of  concern  about 


270 


di*  "mtinttity  of  service  or  the  adcqr^cy  of  care  provided.  Vet  a  number  of 
pronouns  have  shown  that  telephone  coverage  can  servf  the  needs  of  the 
poor  (98y 

rothmoas  Romd-the-OodE  Access  to  Heahfa  Facilities 

A  recent  study  showed  that  use  of  outreach  workers  decreased  the 
proportion  of  families  who  reported  that  th^  or  someone  in  their  family 
pos^xmed  medical  care  from  23  to  10  percent  (98).  Outreach  workers 
increased  the  use  of  eariy  and  periodic  screeaing,  diagnosis,  and  treatment 
services,  and  increased  the  keeping  of  well-child  clinic  appointments  from 
SS  to  99  percent  Outreach  can  be  done  via  the  mass  media,  mail  or 
telejdione  by  trained  woxicers  sensitive  to  the  background  of  the  families 
served 

Ample  evidence  exists  that  the  need  for  outreach  is  not  limited  to  the 
poor.  Immunization  levels  among  middle-class  school  children  have  been 
shown  to  increase  witli  outreach  efforts  (/O/,  102).  Merely  the  use  of 
mailed  appointment  reminder  cards  was  shown  to  increase  the  rate  at 
which  appointments  were  kept  from  78  to  88  percent  among  military 
dependents  (103),  Outreach  efforts  in  a  variety  of  locations  and  in 
conjunction  with  other  activities  popular  with  the  target  population  are 
likely  to  be  the  most  effective.  For  example,  immunization  levels  have 
been  increased  by  coordination  with  Head  Start  day  care  programs  and 
with  church  congregations.'^ 

Monitoring  the  Quality  of  Health  Care 

Monitoring  the  quality  of  health  services  ensures  a  minimum  standard 
of  services  and  reduces  incompetent  or  fraudulent  practices.  For  example, 
immunization,  one  of  the  most  effective  preventive  services,  is  not  being 
provided  to  between  20  and  40  percent  of  children  receiving  private  well- 
child  care  (/).  This  oversight  is  due  to  absence  of  adequate  tracking  and 
followup  systems  for  patients  and  to  the  absence  of  mechanisms  for 
monitoring  the  quaUty  of  ofHce  health  care.  Surveys  of  records  of  private 
pediatric  practices,  neighborhood  health  centers,  hospital  outpatient 
departments,  prepaid  group  practices,  and  public  clinics  indicate  that 
much  less  service  was  recorded  in  children's  health  records  than  the 
providers  claimed  they  delivered  (104).  Only  25  percent  of  the  records  of 
solo  practitioners  who  claimed  that  they  perfcmi  anemia  screening, 
showed  that  an  anemia  test  had  been  done;  only  45  percent  of  the  records 
noted  vision  screening.  The  best  performance  was  demonstrated  in  the 
prepaid  group  practices,  where  8S  percent  of  the  records  showed  evidence 
that  anemia  screening  had  been  done  and  40  percent  showed  evidence  of 
vision  screening. 

Techniques  are  available  to  assess  the  quality  of  medical  care  based  on 
health  outcomes  and  standards  for  specific  conditions  or  health  needs. 
They  could  be  used  to  audit  pediatric  practice  (705,  106), 

'^Ccas.  R.  Pcnona]  communkation:  Ptennsylvaniii  Department  of  Health.  September  1979. 
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Training  of  Hcahh  Professionals  in  Health  *:are  Quality  Standards 

The  Task  Force  on  Pediatric  Education  has  outlined  a  course  of 
training  for  medical  students  and  rcsidents-^significantly  different  from 
current  training  programs--which  includes  child  advocacy;  identification 
and  management  of  behavioral  disorders;  accident  prevention,  and  the 
importance  of  health  n.aintenance,  lifestyle,  preventive  care,  and  anticipa- 
tory  guidance,  in  addition  to  the  more  traditional  pediatric  curnculum. 
The  Task  Force  also  recommended  training  in  the  biosocial  and 
developmental  aspects  of  pediatrics,  adolescent  medicine,  chronic  illness, 
clinical  pharmacology,  community  pediatrics,  health  maintenance,  medi- 
cal ethics,  nutrition  and  musculoskeletal  and  skin  disorders  (/07), 
Because  the  costs  of  many  of  these  services  are  not  reimbursed  under 
third-partv  payment  plans,  and  no  way  presently  exists  to  finance  such 
training,  little  incentive  to  teach  prevention  and  primary  care  can  be 
found. 

Increasing  the  EfTectiveness  of  C    ent  Health  Manpower  Resources 

Estimates  are  that  only  63  pe-ccnt  of  childr.  :  could  receive  adequate 
care  from  fellows  of  the  American  Academy  of  Pediatncs,  even  if  all  of 
them  worked  exclusively  in  the  prov  .sior  of  well-child  cart.  Because  large 
segments  of  the  population  are  underserved  and  could  not  be  served  by 
the  present  supply  of  pediatricians,  partnerships  with  other  health 
practitioners  mav  be  necessary  to  ensure  delivery  of  high-quality  preven- 
tive health  care  to  all  children  (108),  Nurse  practitioners  and  uysicians 
assistants  supervised  by  pediatricians  have  been  shown  lo  be  as  effective 
in  the  provision  of  well-child  care  as  pediatricians  (/09), 

An  increasing  trend  toward  pediatric  group  practice  and  an  increasing 
interest  among  pediatricians  in  salaried  positions  have  developed  (110) 
Pediatricians  and  internists  work  comfortably  side  by  side  in  prepaid 
group  practice,  providing  family-oriented  health  care.  However,  the  roles 
of  nurse  practitioners,  physicians'  assistants,  pediatricians,  and  family 
practitioners  should  be  clarified  to  improve  effective  delivery  of  child 
health  care. 


Recommended  Regulatory  Provisions 

Manv  child  health  needs  can  best  be  met  by  changes  in  the 
environment.  Manv  of  these  changes  require  Government  action,  al- 
though some  changes  could  be  brought  about  by  individual  and 
communr  actions.  The  following  measures  address  the  most  significant 
health  risks  to  chiMren. 

(1)  Establish  and  enforce  safety  regulations  for  sites  and  sources  ot 
frequent  mjuries— required  protection  of  children  a-  passengers 
in  motor  vehicles,  standards  for  playground  equipment,  play- 
ground surfaces  and  swimming  pools,  bicycles  and  biking 
equipment,  and  sports  equipment. 

(2)  Modify  pedestrian,  bicycle,  and  motor  vehicle  thoroughfares  for 
increased  sa^fely. 
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(3;  Establish  and  enforce  building  codes  that  require  handrails  on 
both  sides  of  stairs  and  at  least  on  the  right-hand  side 
descending,  lighting  jf  the  entire  stairway,  and  installation  of 
smoke  detectors. 

(4)  Enforce  regulations  for  childproof  packaging  of  medications  and 
require  such  packaging  for  all  hazardous  household  products. 

(5)  Require  installation  of  thermal  regulators  on  all  new  water 
heaters  for  home  and  child  care  facilities  so  that  subscalding 
temperatures  arc  maintained. 

^6)  Enforce  environmental  controls  and  provide  adequate  resources 

?o  reduce  health  risks  from  air,  water,  and  noise  pollution. 
O)        smoking  in  all  public  buildings. 

(8)  Provide  more  accessible  handwashing  facilities  in  public  places 
including  schools,  day  care  centers,  and  recreational  areas. 

(9)  Restrict  TV  advertising  of  junk  foods  on  children's  programs  and 
the  availability  of  junk  foods  in  schools. 

(10)  Implement  standards  for  food  programs  in  out-of-homc  settings 
(day  care,  schools,  and  camps). 

(11)  Require  highly  visible  warnings  on  alcoholic  beverages,  tobacco 
products,  and  over-the-counter  drugs  about  their  risks  for 
children  and  pregnant  women. 

Controversial  He  !th  Services 

Renai  Disease  Screening 

Urinalysis  is  in  common  use  to  screen  for  evidence  of  blood,  protein, 
glucose,  or  bacteria  in  the  urine.  Hematuria,  proteinuria,  and  ^ycosuria 
are  more  often  related  to  renal  pathology  than  hacteruria,  but  the 
correlation  between  frequently  found  positive  finamgs  on  these  tests  in 
school  children  and  the  very  low  annual  rate  of  death  from  chronic  renal 
disease  or  of  progressive  disease  on  prospective  studies  suggests  that  these 
screening  findings  may  be  of  limited  significance  (111-113).  The  preva- 
lence of  urinary  tract  infection  is  3  percent  for  preterm  infants,  1  percent 
for  term  infants.  For  girls,  the  prevalence  docs  not  exceed  1.5  perceni 
during  school  age;  for  boys  it  is  0.03  percent  (112),  Based  on  the  natural 
history  of  urinary  tract  disease,  screening  for  bacteruria  seems  more  useful 
in  infants  and  toddlers  than  in  older  children.  Testing  of  individuals  who 
have  never  been  previously  screened  might  be  justifiable,  but  the  cost  of 
such  screening  relative  to  benefits  to  be  derived  is  unknown.  The 
cumulative  risk  of  a  girl  acquiring  asymptomatic  bacteruria  by  the  1 2th 
grade  is  5-^  percent,  but  this  condition  is  thought  to  be  benign  except 
when  complicated  by  symptomatic  infections  (113).  Therefore,  early 
detection  of  asymptomatic  bacteruria  seems  to  be  of  limited  value. 

Perinatal  Home  Visitor  Service 

A  lay  support  system  of  home  visitors  has  been  proposed  to  help  ensure 
that  the  basic  health  needs  of  every  child  are  met,  especially  during  the 
first  4  years  of  Hfe  (114).  The  health  visitor  would  be  a  successful  parent, 
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chosen  by  a  neighborhood  to  be  a  bridge  between  the  famihes  of  the 
neighborhood  and  the  health  care  system.  Such  a  service  exists  now  in 
several  Kuropean  countries  where  concern  for  invasion  of  parental  nghts 
has  not  been  a  problem.  The  health  visitor  would  focus  on  helping  to 
fulfill  health  needs  of  all  family  members,  advise  on  preparation  for  ch'ld 
care  and  handling  of  minor  problems,  provide  basic  consume,  health 
education,  and  be  an  advocate  for  the  family  with  the  health  care  system. 
As  a  minimum,  the  health  visitor  would  come  to  the  home  on  a 
prearranged  basis  regularly  in  the  first  months  of  life  and  twice  yearly 
thereafter  to  school  age.  Such  a  service  would  require  one  half-time  health 
visitor  for  5(M)0  children.  Many  agree  that  such  a  system  is  workable  and 
desirable. 

Care  of  III  ChiWren  of  Working  Parents 

With  the  increasing  number  of  mothers  of  young  children  in  the  labor 
force  there  is  a  great  demand  for  quality  day  care  services.  The  majonty 
of  day  care  programs  exclude  children  with  all  but  the  most  minor 
illnesses.  Because  of  the  high  incidence  of  acute  infectious  illness  in  early 
childhood,  the  management  of  ill  children  will  always  pose  a  difTiculty  for 
working  parents,  day  care  programs,  and  schools.  In  oncapproa..h  to  this 
problem,  caregivers'go  to  the  homes  of  children  who  are  too  ill  to  attend 
the  r  usual  day  care  programs  and  whose  parents  are  unable  to  stay  home 
w' h  them  (115)  Even  this  arrangement,  however,  does  not  provide  a 
familiar  caregiver  at  a  time  when  a  child  really  needs  one.  Day  care 
program  policies  for  care  oi'  ill  children,  or  employer  and  school  policies 
for  leave  for  the  parents  of  ill  children  could  be  more  lenient.  Denmark 
has  chosen  the  latter  course  and  gives  both  parents  special  leave  benefits 
when  their  children  are  ill. 

Pediatric  Screening 

Because  many  people  suffer  foot  disorders  without  complaint  during 
childhood,  only  to  develop  disabling  problems  as  adults  podiatnc 
screening  of  children  in  schools  has  been  suggested  by  members  of  the 
American  Public  Health  Association.  The  extent  to  which  physicians  fail 
to  detect  foot  disease  in  children  for  appropriate  treatrnent  is  not  known, 
and  the  extent  to  which  this  results  in  disability  or  discomfort  is  also 
unknown.  This  gap  in  knowledge  could  be  addressed  through  podiatnc 
screening  of  satiplc  populations  to  establish  the  extent  of  need  for  foot 
care.  If  it  proved  needed,  training  in  podiatric  screening  could  be  included 
in  ih"  uiiirAng  of  primary  health  care  personnel. 


Conclusions 

In  1977  Kenneth  Keni:,ton  listed  the  foUov/ing  major  changes  in  the 
current  heklih  care  delivery  system  that  are  necessary  to  meet  child  health 

Recognition  of  the  nonmedical  influences  on  health  in  the 
planning  and  delivery  of  health  services 

274 


•  The  removal  of  niciaU  ethnic,  and  economic  barriers  that  prevent 
some  children  from  receiving  health  care 

•  The  organization  of  health  care  delivery  systems  for  children  that 
emphasize  preventive  care,  primary  ca     and  more  humane  care 

•  Requirements  for  health  service  agencies  to  deliver  high-quality 
services  to  every  child  and  to  be  publicly  accountable 

•  Increasing  and  strengthening  the  capacity  of  parents  and  children 
to  act  on  their  own  behalf  ( / 16) 

Now  is  the  tinne  for  action  for  the  health  of  children.  Health  services 
appropriate  for  the  whole  population  and  additional  services  for  sub- 
groups with  identified  special  needs  are  only  part  of  what  is  needed.  To 
reduce  risks  to  child  health  reouires  more  than  conventional  ""medical 
care.**  Supportive  social  services  to  families,  strengthening  of  communities 
through  better  housing  and  schools,  and  control  of  environmental  risks 
are  also  required.  Although  health  care  services  are  not  a  complete  answer 
to  child  health  problems,  much  can  be  done  to  improve  child  health 
through  better  delivery  of  child  health  services. 


APPENDIX:  KNOWN  RISKS  TO  CHILD  HEALTH 


1.  For  children  under  1  year  of  age  (infants) 

a.  Immaturity7-(see  other  paper  on  maternal  and  T'-egnancy  services) 

b.  Birth  associated  complications 

c.  Congenital  anomalies 

d.  Sudden  infant  death 

e.  Accidental  deaths  and  injuries 

(1)  Ingestionof  food  or  object 

(2)  Motor  vehicle 

(3)  Mechanical  suffocation 

(4)  Fires,  bums 

f.  Infectious  disease 

g.  Undernutrition  and  ovemutrit  on 

h.  Failure  of  attachment  **bondTng*' 

(1)  Process  of  birthing 

(2)  Being  bom  unwanted 

(3)  Inadequate  parenting  skills 

i.  Affect  of  childbearing,  parenting  on  marital  stability  and  family 
mental  health  status 

j.  Socioecononfiic  educational,  an^.  housing  inadequacies 

2.  For  children  ages  1-4  (toddlers  and  preschoolers) 

a.  Accidental  deaths  and  injuries 

(1)  Motor  vehicle 

(2)  Fires,  bums 

(3)  Drownirg 

(4)  Ingestionof  food  or  object 

(5)  Falls 

(6)  Product  related  injuries— USCPSC 

b.  Congenital  anomalies 

c.  Cancer 


275 


d  Infectious  conditions 

(1)  Upper  respiratory  conditions 

(2)  Systemic  infectious  diseases 

(3)  Parasitic  diseases 

(4)  Influenza 

<S)  Digestive  system  conditions 
e.  Quiet  conditions 

(1)  Nutrition 

(2)  Dental 

(3)  Sensory  defects 

(4)  Lead  poisoning 

(5)  Child  abuse  and  neglect 

(6)  Behavioral^  emotional  problems 

(7)  Devek^mental  delay 
f  System  diseases 

(1)  Respiratory  diseases,  asthnuu  and  allergy 

(2)  Metabolic  diseases— diabetes 

(3)  Digestive  system  disorders 

(4)  Urinary  tract  diseases 

(5)  Convulsive  disorders 

(6)  Skeletal  disorders 

(7)  Skin  disorders 

g.  Pediatric  antecedents  of  !;dult  disease  pertinent  to  this  age  group 

(1)  Hypertension  fostering  conditions  (e.g.,  excessive  salt  intake  and 
other  deleterious  nutritional  habits) 

(2)  Elevated  serum  cholesterol 

(3)  Obesity 

\  Socioeconomic,  educatioraU  and  housing  inadequacies 

3.  For  children  ages  5-14  (primary,  mid-  to  late-latency  children) 

a.  Acddental  deaths  and  injuries 

(1)  Motor  vehicle 

(2)  Drowning 

(3)  Fires,  bums 

(4)  Product  related  injuries— USCPSC 

b.  Cancer 

c  Congenital  anomalies 

d.  Infectious  conditions 

(1)  Upper  respiratory  conditions 

(2)  Influenza 

(3)  Systemic  infectious  diseases 

(4)  Parasitic  diseases 

(5)  Digestive  system  conditions 

e.  Quiet  conditions 

(1)  Nutrition 

(2)  Dental 

(3)  Sensory  defects 

(4)  Child  2d>use  and  neglect 

(5)  Behavioral  and  emotional  problems 

(6)  Learning  disorders 

f.  System  diseases— continuum  from  early  childhood 
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antecedetits  of  adult  disease 

(1)  Hypenension-fostering  conditions 

(2)  Elevated  serum  cholesterol 

(3)  Obesity 

(4)  Cigarette  smoking 
(S>  Poor  physical  fitness 

Socio  e^Kmomic,  educational,  and  housing  inadequacies 
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ADOLESCENTS:  HEALTH  STATUS 
AND  NEEDED  SERVICES 

by 

Xjorjuune  v.  Ki£rman.  Dr.  P.H. 

WITH  MAltY  OrACE  KoVAR  AND  SaRAH  S.  BrOWN 


INTRODUCTION 

Pranodxig  the  health  of  adolescents  is  a  particulariy  difficult  task 
because  <^  the  unique  i^ysical  and  psychological  chars^teristics  of  the 
years  between  childhood  and  full  maturi^.  Not  only  is  this  a  period  of 
rapid  ^nowth  and  change  in  anatomy  and  fAysiology,  but  it  is  ateo  a  time 
of  shifting  value  systems  and  aB^iances.  During  this  period  many  young 
females  and  males  become  concerned  with  their  bodies  and  how  they 
w<»ic  yet  th^  move  away  from  those  who  mig^t  help  them  understand: 
their  parents,  teachers,  counselors,  and  other  authority  figures.  On  the 
threshold  of  adult  life,  many  do  not  have  the  cognitive  powers  essential  to 
perceive  line  ooosequences  of  today's  actions  for  the  years  ahratd.  Th^ 
seek  advice  and  models  of  behavior  in  their  peers  and  make  decisions  on 
the  basis  of  the  immediate  present  rather  than  the  distant  future. 

Health  problems  that  have  emotional  or  psychological  components, 
often  in  addition  to  anatomical  or  physiological  bases,  arc  very  important 
in  this  age  group.  "Examples  of  such  problems  ^  motor  vehicle  and  other 
accidents,  suicides,  substance  abuse,  and  weight  control.  The  prevention 
or  treatment  of  these  health  proUems  requires  a  broad-based  approach  to 
health  care  including  an  understanding  of  adolescent  psychology  and 
insight  into  the  environment  from  which  the  adolescent  comes. 

The  cognitive  and  psyrhnlpgifal  rtteU(;gs-of  the  adolescent  years  have 
important  inqidications  for  the  delivery  health  and  r^ted  services. 
Released  from  childhood  dependence,  most  adolescents  do  not  proceed 
directty  to  adult  responsibility.  Rather,  many  pass  through  stages 
characterized  by  an  it  can't  happen  to  me**  ideology  and  a  critical 
4;.p>praisal  of  adult  values  and  practices.  These  attutudes,  coupled  with 
anxieties  about  bodify  changes,  make  it  essential  that  services  be 
developed  ^>ecifically  for  this  age  group. 

Another  important  factor  to  consider  in  planning  services  is  the 
significance  of  peer  relationships  at  this  age.  Many  attitudes,  values,  and 
behaviors  are  fikriy  to  be  mod^ed  on  those  of  the  social  group.  It  is  very 
difficult  for  adolescents  to  take  actions  that  will  put  them  **out  of  step** 
with  others  of  their  age.  Personnel  trying  to  prevent  harmfial  or  promote 
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healthful  behavior  should  be  aware  of  the  power  of  the  peer  group  and 
consider  its  use  as  an  instrument  of  change. 

Ironically,  the  questionings  independence-seeking,  and  risk-taking 
behaviors  of  adolescents  are  psychologically  healthy  ones.  If  adolescents 
are  to  develop  into  well-functioning  adults  they  must  renegotiate  their 
relationships  with  their  families  and  others  who  have  guided  them  and 
assumed  responsibili^  for  their  actions  since  they  were  children.  If  they 
are  to  be  the  innovators  and  leaders  of  the  next  generation,  they  must 
tread  new  paths,  take  risks,  and  test  the  assumptions  of  previous 
generations.  While  trying  to  promote  the  health  of  adolescents,  the  health 
^stem  must  beware  of  creating  physically  healthy  adolescents  who  are 
dependent,  passive,  and  fearful. 

The  needs  of  adolescents  have  only  been  an  important  concern  to  the 
health  and  social  welfare  field  since  the  Second  World  War.  In  earlier 
times,  only  a  small  percentage  of  those  in  their  middle  or  l^ute  teens  were 
still  students.  Many  young  males  were  employed  and  young  females  were 
also  working  inside  or  outside  their  homes.  Society's  needs  for  more 
skilled  workers,  and  the  dearth  of  jobs  for  the  unskilled  or  semiskilled,  in 
conjunction  with  a  lowering  of  the  age  of  sexual  maturity,  have  caused  a 
prolongation  of  the  years  between  childhood  and  full  adult  status  and 
contributed  to  the  creation  of  the  period  now  called  adolescence.  (See 
background  chapter  in  Yautb:  TrHnsidan  ta  Adulthood  (1).)  This 
prolongation  and  the  feelings  of  anomie  that  it  seems  to  foster  apparently 
has  created  or  intensified  some  health  problems  that  either  previously  did 
not  exist  or  were  not  recognized  as  such,  including  accidents,  suicides, 
adolescent  pregnancy,  and  alcohol  and  drug  abuse.  Also,  with  the 
increased  control  of  infectious  diseases,  society  coiild  begin  to  concentrate 
on  other  sources  of  disability  and  death,  and  their  precursors.  In  this 
context  the  adolescent  came  into  focus.  Not  only  did  many  adolescent 
behaviors  appear  to  have  negative  consequences  for  their  present  and 
future  health,  but  they  were  behaviors  (for  example,  sexual  activity  or 
alcohol  use)  that  many  adults  felt  were  inappropriate  for  tliose  who  were 
still  students  or  economically  dependenr. 

It  is  important,  moreover,  for  those  in  the  health  and  social  welfare 
fields  to  realize  that  just  as  trends  in  education  and  employment  have 
helped  create  some  adolescent  health  problems,  changes  in  these  and 
other  areas  may  be  more  effective  than  medical  interventions  in  alleviating 
them.  A  more  meaningful  educational  system  and  the  possibility  of 
employment  in  challenging  occupations  might  motivate  many  adolescents 
to  adopt  healthy  lifestyles.  When  both  the  present  and  the  futiire  look 
dismal,  there  is  little  incentive  to  seek  help  for  medical  or  other  problems 
or  to  avoid  health-threatemixg  b^aviors.  In  the  absence  of  changes  in  the 
social  policies  that  cause  adolescents  to  despair,  medical  and  other  social 
welfare  interventions  will  have  only  a  limited  impact — ^particularly  upon 
the  underprivileged. 


INFORMATION  NEEDED  FOR  PLANNING 

At  a  minimum,  five  types  of  information  are  essential  to  the  effective 
planning  of  programs  focused  on  the  promotion  of  the  health  of 
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adolescents.'  The  first  is  an  understanding  of  the  normal  growth  and 
developmeat  of  3Kntths  physicaUy,  emotionally,  and  cognitively  during  the 
adolescent  years.  Only  with  an  understanding  of  the  stages  of  develop- 
ment, their  tfmin^  and  the  bdiaviOTs  associated  with  each  stage  is  it 
I>ossil^  to  antic^>ate  both  medical  and  penological  prc^Iems  and  the 
reactions  of  adolescents  to  attempts  to  assist  them. 

The  second  is  information  about  the  niunber  of  adolescents  in  the 
population,  the  numbers  that  can  be  expected  in  the  remaining  years  of 
this  oentuiy •  and  their  sociodemographic  characteristics. 

The  third  is  kno«ide(%e  about  abnormal  health  status,  particularly  the 
causes  of  death,  dl^anr,  disability,  and  discomfort;  and  today,  the 
prevalence  of  deviant  behavior  can  be  added  to  the  ti^ulitional  four  D*s. 
The  Federal  Government  throc^h  its  varied  data  collection  procedures 
can  provide  nationwide  information  in  many  of  these  areas,  while 
important  supplemental  information  can  be  obtained  from  studies  of 
$ubgroiq)s  of  the  adcdescent  population. 

A  Ibtuth  tnqx>rtant  input  is  mformation  about  the  utilization  of  services 
currently  avaaLeiUe.  Although  cleariy  these  data  do  not  measure  need  (at 
best  th^  only  a{^>rDximate  demandX  they  |Hovide  some  useful  insights 
into  the  effectiveness  of  various  elements  of  the  present  health  delivery 

Finally,  reports  on  what  adolescents  themselves  perceive  their  needs  to 
be  and  their  suggestions  about  the  operation  of  programs  can  assist  in 
planning. 


Normal  Adolescent  Development: 

The  physical  changes  during  the  adolescent  period  are  dramatic — and 
at  times  upsetHng — to  both  adolescents  and  their  parents.  A  rs^id  increase 
in  he^lit  and  weight  is  easily  noticed  ijnd  norms  have  been  established, 
largely  througli  the  work  of  Tanner  (2>  who  stated  that  the  adolescent 
growth  spurt 

...  in  boys  takes  |riace  on  the  average,  from  12  V2  to  15,  and  is 
reqxmsib^  for  a  gain  in  height  of  about  20  cm.  (range  IO-30  cm.) 
accompanied  by  a  gain  in  weight  of  about  20  kg.  (range  7-30  kg.). 
The  peak,  velocity  of  height  growth  averages.  about  10  cm.  (4  inches) 
per  year,  ^idiich  is  the  rate  the  boy  was  growing  at  age  2.  The  time  at 
which  this  maximum  velocity  is  reached  averages  about  14  years, 
though  it  may  lie  anywhere  between  12  and  17.  In  girls  the  ^urt 
begins  about  2  years  earlier  than  in  boys,  lasts  >n  the  average  from 
\0  V2  to  13,  and  is  someii^^iat  smaller  in  magnitu^T,  the  peak  height 
velocity  averaging  about  8  cm.  per  year. 
Oata  firom  Cycle  III  of  the  1966-1970  Health  Examination  Survey  (J), 
suggest  that  the  growth  spurt  may  be  occurring  in  the  United  States  about 
6  mcmths  eaiiier  for  boys  and  about  3  months  earlier  for  giils. 

Of  possible  great  concern  to  adolescents  is  the  rs^d  sex*ial  develop- 
ment during  the  teen  years.  Both  sexes  are  challenged  by  alterations  in 
body  configuration  and  <diaracteristics:  male  genital  development,  female 
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breast  dev«lopimenv  and  growth  of  axillary  and  pubic  hair.  Males 
experience  changes  in  voice  quali^  and  nocturnal  emissions  while  females 
md^nat  to  the  menstrual  cycle.  These  physical  changes  are  accompanied  by 
the  devdopment  of  sexual  interests. 

It  is  crucial,  however,  that  individual  difTerences  in  rates  of  growth  and 
development  be  understood.  Not  only  are  there  racial  differences,  but 
individuals  within  each  race  may  vary  widely,  probably  as  a  result  of  the 
interaction  of  genetic  and  envircmmental  conditions.  Adolescents  fre- 
quently exhibit  concern  over  their  rate  of  development  in  relation  to  their 
peers  or  to  norms  they  believe  exist.  The  helping  professions  must  be  able 
to  reassure  adolescents  based  on  a  knowledge  of  individual  variability 
and,  when  a  significant  deviation  from  the  norm  is  discovered,  be 
knowledgeable  abcnit  the  possit^  reasons  and  interventions. 

The  psychosocial  changes  and  cognitive  growth  of  the  adolescent  years 
sometimes  are  as  dramatic  as  the  physicaL  These  changes  have  probably 
been  most  extensivdy  discussed  by  Erikson  (4),  who  stressed  the  task  of 
identity  formation*  through  the  adolescent  years.  Among  the  significant 
occurrences  are  a  chnnging  of  relationships  with  the '  family.  Most 
adolescents  gradually  loosen  their  bonds  to  their  parents  and  attempt  to 
assert  their  independence.  This  is  accompanied  by  increasing  dependence 
on  peers  for  social  support.  The  peer  culture  at  this  age  may  si^iificantly 
affect  all  types  of  behavior,  from  determining  what  will  be  worn  to 
whether  female  »-irgini^  is  an  asset  or  a  liability.  These  pressures 
combined  with  physical  growth  and  development  and  interest  in  the 
opposite  sex,  lead  to  increased  interest  in  body  image.  Intellectual  ability 
may  increase  markedly.  In  addition,  for  many,  the  later  years  of 
adolescence  are  a  time  of  decision  about  future  rol^  in  life. 

Again,  however,  there  is  tremendous  variability  in  the  timing  of  these 
changes  and  in  their  manifestations.  Some  adolescents  grow  into  adult- 
hood with  few  crises,  while  others  become  defiant,  rebellious,  and  often 
deviant.  Effective  parenting  can  be  a  significant  factor  in  assisting 
adolescents  to  negotiate  this  period  successfully.  As  Conger  has  notsd:^ 
Parents  who  are  caring  and  encouraging  of  self-will  and  indepen- 
dence, but  'whn  also  have  clear  standards  and  expectations,  are 
significandy  less  likely  to  have  children  who  as  adolescents  become 
involved  in  alcohol  anci  drug  abuse,  premature  sexual  activity, 
delinquency,  school  problems,  alienation,  etc.  than  parents  who  are 
either  authoritarian,  on  the  one  hand,  or  "equalitarian,"  overly 
permissive  or  neglectful,  on  the  other.  Their  children  are  also  more 
likdy  to  fed  wanted,  be  more  self-confident  and  independent,  have 
respect  for  their  parents  and  their  parents*  values,  and  maintain 
communication  with  their  parents. 
The  helping  professions  cannot  ignore  the  psy<dK>social  needs  of 
adolescents  any  more  than  they  can  ignore  their  physical  needs.  To  treat 
them  as  dzOdren,  or  as  adults,  in  most  cases  is  to  turn  them  away.  An 
understanding  of  the  new  relationship  with  parents,  particularly  the 
independence-dependence  tension,  and  of  the  importance  of  the  opinions 
cf  their  peers  is  essential  if  health  promotion  efforts  are  to  be  effective. 
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la  1978. 24  millioii  persoas  in  the  United  States,  about  1 1  percent  of  the 
total  population^  were  12-17  yeazs  of  age.^  About  84  percent  of  these 
childrea  and  ^fouths  were  «diite.  14  percent  were  black«  and  the  remaining 
2  percent  were  crf'odier  racial  backgrounds  (table  1X5). 

Because  the  children  who  wiU  be  adolescents  in  the  year  2000  will  not 
be  bom  nnta  1983-88,  and  because  predsctis^  fertttity  is  at  best  a  risky 
business,  projections  of  the  size  of  this  popi^tioa  vary  greatly  under  the 
three  fertOity  assun^ptions  en^>loyed  by  the  U.S.  Bureau  of  the  Census. 
The  low  fertility  projections.  Series  III,  assumrs  an  average  of  1.7  children 
per  woman.  This  figure  is  considerably  lower  than  is  being  experienced 
today  and  lower  than  the  2.1  du'dren  young  married  women  say  they 
expect.  Thus  it  is  unhk^  that  a  dr  dine  of  this  magnitude  wiQ  occur,  and 
the  ftunre  size  of  the  population  i2-17  years  old  will  probably  be  as  large 
or  laxgier  than  it  is  today  (table  2)  (5-7>. 

Di^ng  1975-76  the  southern  re^oa  of  the  Nation  was  home  for  32 
percent  of  this  age  gro«q>,  while  only  18  percent  lived  in  the  west.  This 
distribution  was  similar  to  the  population  of  all  ages.  Racial  dilTtnentials 
remained  despite  the  hi^  levels  of  migration  within  the  United  States. 
White  youths  were  most  nearly  equally  represented  in  all  r^ions;  29 
percent  lived  in  the  south  and  in  the  north  central  region,  24  percent  in  the 
northeast  and  19  percent  in  the  west.  Black  youths  were  still  heavily 
concentrated  in  the  south;  more  than  half  (S5  percent)  lived  there  in  1978, 
while  only  9  percent  were  in  the  west.  The  other  racial  minority  groups 
were  as  concentrated  in  the  west  (59  percent)  as  the  blacks  were  in  the 
south  (^ 

Most  adolescents,  ttke  other  people  in  the  United  States,  resided  in  or 
near  cities.  Racial  differences  surfaced  when  central  city  residence  was 
conqwred  wiA  suburban  residence.  Twenty-two  percent  of  all  white 
children  lived  in  central  cities  conq>ared  to  52  percent  of  all  black 
children.  Farm  residence  was  rare  among  all  races.  The  largest  proportion 
was  in  the  ^^te  group  (4  percentX  The  other  minority  groups  were  almost 
evenly  ^>lit  within  standard  metropolitan  statistical  areas  between  central 
and  noncentral  city  areas;  44  percent  were  in  the  cities  and  40  percent 
were  outside  (^ 

Almost  one-quarter  of  the  adolescents  in  the  United  States  came  from 
families  wi  A  only  one  parent  present;  19  percent  of  the  white,  29  percent 
of  the  black,  and  28  percent  of  the  other  minority  adcdescents.  Fourteec 
pqcent  of  die  black  youths  were  in  homes  with  neither  parent  present  (5). 

T>espit£  overall  national  wealth,  a  large  number  of  children  were 
members  of  inqKyvexished  families.  In  1977,  16  percent  of  aD  children 
unda*  age  18  lived  in  families  with  incomss  below  the  poverty  level —  1 1 


•*Thi»wctio«       adapted  fiomiB»iBrialpwpMeJ  by  MaiyOfacelCow^ 

*l*e  age  tpam  eaoom^mBd  by  mdtOncnec  »  a  matter  of  coocroweny.  Some  txpertM,  timii  H  to  12-17 
yr  an  W age  wd  etiwix  it  to  IO-20  years  or  beyocxL  This  paper  win  noc  cootribute  to  the  debate; 

vtaiae  ^uem  tange  aeems  j^prapnate  to  the  anbject  imder  di^^ 
hoaa.iwj.  mm  l\  17  aKN^Bi*  -mim  be  vaed  moM  ftcqocatly  since  aevoal  bugft  sets  of  Federal  data  are 
*:mtegprmd  «hir  vay.  Some  prael  ooosultants.  however,  have  romnif  ntrd  that  altemattve:.  prefcrrably 
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perceni  of  the  white  children,  and  42  percent  of  the  black  children.  Black 
children  and  those  in  families  headed  by  women  wero  substantially  less 
well  off  financially  than  others.  Half  (50.3  percent)  of  the  children  in 
families  headed  by  women  were  classified  as  existing  below  the  poverty 
line;  40  percent  of  the  white  children,  and  66  percent  of  the  black  children 

More  than  one-third  (38  percent)  of  the  adolescenzs  Uved  in  families 
headed  by  a  person  who  had  not  completed  high  school,  and  one-third  (34 
percent)  by  a  person  who  had  completed  exactly  12  years  of  school.  Only 
15  percent  of  the  family  heads  had  completed  college.  The  family  heads  of 
blacl':  and  other  riinority  youths  had  less  education  than  those  of  white 
youths;  36  percent  of  the  black  youths  and  43  percent  of  other  minority 
youths  as  compared  to  33  percent  of  white  youths  were  from  families  with 
a  head  who  had  not  completed  high  school  (^). 

Adolescents  participate  in  both  child  and  adult  roles.  In  most  States  the 
legal  age  of  marriage  is  between  12-17  years  of  age.  The  number  of 
teenagers  who  choose  to  assume  this  particular  adult  role,  however,  is 
declining.  For  the  women  bom  between  1935  and  1939,  151  out  of  each 
1,000  had  married  by  age  17;  262  by  age  18.  By  the  time  the  women  bom 
in  I950-54  reached  age  17,  only  75  per  1,000  had  married;  at  18  this  figure 
was  155  (/<?).  This  change  in  teenage  marital  status  has  coincided  with  an 
overall  decline  in  teenage  fertility  since  the  late  1950's,  but  an  increase  in 
the  proportion  of  births  that  are  out  of  wedlock. 

This  demographic  proHle  suggests  that  the  size  of  the  population  12-17 
years  of  age  will  remain  relatively  stable  at  10-12  percent  of  the  total 
population.  It  also  points  to  significant  differences  in  distribution  and 
sociodemographic  characteristics  by  race.  Of  perhaps  greatest  significance 
is  the  niunber  living  in  or  near  poverty,  in  single  parent  homes,  and/or 
homes  headed  by  a  parent  with  limited  education.  These  conditions  have 
major  implications  for  the  design  of  programs  to  alleviate  health  and 
allied  social  problems. 


Health  Status^ 

By  the  traditional  morbidity  and  mortality  measures,  the  health  status 
of  adolescents  in  the  United  States  is  good.  The  acute  illnesses  of 
childhood  seldom  plague  them,  and  for  the  most  part,  the  chronic 
conditions  of  later  life  are  still  ahead.  Nevertheless,  adolescents  not  only 
siiffer  from  disability,  disease,  and  death;  they  also  endure  the  stresses  of 
rapid  growth  and  adjustment  in  a  world  that  is  not  always  friendly. 

Mortality 

In  1977  the  death  rate  for  children  10—14  years  of  age  was  35.1  p>er 
100,000  resident  population,  and  for  those  15-19  it  was  101.6.  These  death 
rates  compare  favorably  to  those  under  5  and  those  over  19,  but  obviously 


^This  section  way  adapted  from  material  prepared  by  Mary  Grace  Kovar. 
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the  15-19  group  is  beginning  to  leave  behind  the  relatively  healthy  era. 
Moreover,  between  1960  and  1977  the  death  rate  among  15-19-year-olds 
increased  by  10  percent,  largely  because  of  increases  in  deaths  from 
external  causes  such  as  suicide  and  motor  vehicle  accidents  (  i  /  )- 

For  every  10,000  adolescents  alive  at  the  beginning  of  1976,  6  had  died 
by  the  time  that  year  ended — 4.4  per  10,000  teens  age  12-15  and  9.1  per 
10,000  teens  age  16-17.  Accidents,  particularly  mvolvii^  a  motor  vehicle, 
are  the  major  cause  of  death  among  adolescents.  Thirty-six  percent  of 
adolescent  deaths  are  motor  vehicle  related;  28  percent  of  the  deaths 
among  1 2- 15-y ear-olds,  and  43  percent  of  the  deaths  among  16-17-year- 
olds.  Other  major  causes  of  teenage  deaths  are  homicide  (6.5  percent), 
drowning  (6.3  percent),  suicide  (5.4  percent),  and  fixe  and  flames  (1.6 
percent).  If  accidents  and  other  violent  deaths  were  eliminated  among 
teenagers,  the  death  rate  at  these  ages  would  drop  by  70  percent.  The  most 
common  diseases  causing  death  are  malignant  neoplasms  (8.4  percent), 
including  leukemia  (3,2  percent)  ( 12,  13^. 

Morbi<fity 

The  examining  pediatricians  in  Cycle  III  of  the  Health  Examination 
Survey  of  1966-70  found  that  more  than  one  oui  of  . five  adol^cents  had 
some  illness,  deformity,  or  handicap  (primarily  physical)  affecting  normal 
growth,  development,  or  function-  Of  those  abnormalities  diagnosed,  34 
percent  involved  a  neuromuscular  joint,  33  percent  were  musculoskeletal, 
21  percent  were  cardiovascular,  and  8  percent  were  neurological-  Kidney 
problems  were  present  in  5  p>ercent  (i4). 

Visual  and  hearing  abnormalities  also  afflicted  large  numbers  of  youths  . 
Thirty-four  percent  wore  corrective  lenses;  however,  31  percent  of  these 
still  failed  to  reach  the  20/20  level  in  vision  testing  (IS).  Almost  one 
adolescent  in  six  (16  percent)  had  some  abnormality  of  one  or  both 
auditory  canals,  and  one  in  seven  (15  percent),  had  some  abnormality  of 
the  tympanic  membrane  or  drum.  These  problems  were  associated  with 
hearing  difficulties  in  about  1  percent  of  adolescents  ( 16). 

The  Health  and  Nutrition  Examination  Survey  (HANES)  of  1971-74 
revealed  that  almost  two-thirds  (67.5  percent)  of  the  adolescents  needed 
dental  care;  over  half  (53.6  percent)  had  one  or  more  decayed  teeth. 
Young  people  12-17  years  of  age  had  an  average  of  6.2  decayed,  missing, 
or  filled  teeth.  About  one-third  had  gingivitis  or  evidence  of  more  serious 
periodontal  disease  (17). 

HANES  foimd  significant  skin  pathology  in  36  percent  adolescents 
12-17  years  of  age.  Acne  vulgaris  was  the  most  prevalent  condition, 
affecting  23  percent  of  youths-  Forty-seven  percent  of  adolescents  with 
skin  conditions  that  concerned  them  indicated  that  the  conditions  were  a 
handicap  in  their  social  relations  (/5)- 

The  stress  of  the  adolescent  years  also  may  affect  the  mental  health  of 
adolescents.  Perhaps  the  most  dramatic  indicator  is  suicide.  This  is 
currently  the  fourth  leading  cause  of  deata  in  the  teenage  years— resulting 
in  approximately  5,000  deaths  per  year  (/9).  The  President's  Commission 
on  Mental  Health  noted  that  the  rate  of  suicide  among  adolescents  has 
nearly  tripled  in  the  last  20  years  (20).  Suicide  attempts  are  even  more 
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o^nmwi,  cg^oally  among  females,  as  are  various  forms  of  depressed 

Xitde  data  are  available  on  the  prevalence  of  mental  illness,  so  it  is 
nectary  to  c:-amine  rates  of  utilization  of  inpatient  and  outpatient 
fecifaties  to  detekmine  the  extent  of  the  problem.  Mental  disorderewere 
tbefonrtb  ranking  reason  for  liospitalization  of  youths  12-17  years  of  age 
m  ^KMt^y  hospitals,  accounting  for  1 1  percent  of  aU  days  (20). 

According  to  the  National  Institute  of  Mental  Health,  over  80  000 
youths  10-17  years  of  a^  were  admitted  to  inpatient  psychiatric  services 
Cpnvate,  State  and  county,  and  public  and  nonpubhc  general  hospitals)  in 
irtrl'^^  per  100,000  ages  10-14  and  433.4  per  100,000  ^es 

irTlZ'  ^^^^  psychiatric  services  were  used  by  over  200,000  yoSis 
i2i  r«r^''f^^;"2  ^£^73  per  100.000  ages  10-14  and  748.5  per 
iw,uw  ages  15-17.  Schizophrenia,  adjustment  reactions,  and  depressave 
disorders  were  the  most  frequent  diagnoses. 

The^  figures  probably  underestimate  the  extent  of  the  problem  since 
maiiy  <^sturbed  adolescents  are  placed  m  institutions  for  the  delinquent, 
OTnmal,  or  retarded.  The  disparity  in  rates  of  mental  institutionalization 
by  race  suggests  that  white  adolescents  with  mental  or  behavioral 
probleim;  are  a<imitted  to  psychiatric  faciHties,  whfle  minority  adolescents 
are  confined  withm  the  correctional  system. 

Studies  of  subgroups  of  adolescents  known  to  be  particularly  vulnerable 
for  econoDMc  or  otiier  reasons  underscore  the  prevalence  of  health 
problems.  Brunswick  and  Josephson  studied  die  self-reported  and  the 
^^ssional  appraisal  of  health  among  black  youths  in  Harlem  in  the  late 
jyw-s.  rbree-quarters  of  their  sample  reported  at  least  one  health  problem 
and  the  average  number  of  se'if-ieported  health  problems  w£  three 
Physicians  <»camining  the  same  population  found  a  medical  problem  iA 
two  out  of  three.  One  in  tiiree  had  two  or  more  notable  health  problems 

Schonberg  and  Cohen  have  examined  adolescents  in  a  variety  of 
settn^  The  most  frequent  reasons  for  admission  to  an  adole«:ent 

mS^ViT"*  ''"f^  ^*^f^  percent)  and  gastromtestinal 

umesses  (1 1  p«centX  mduding  drug-abusing  tee."^ers  admitted  for  care 
ofhepaticdysfunction.  In  an  adolescent  ambulatory  care  setting,  venereal 
disease  02  percent)  zr  J.  contraception  (1 1  percent)  led  the  list  of  reasons 
for  seekmg  care.  Over  45,000  teenagers,  mostiy  male,  minority,  and  poor 
were  cxa^cd  over  a  period  of  several  years  in  a  secure  detention  faSity 
An  Identifiable  medical  problem  was  found  in  46  percent,  including  30 
percent  with  a  history  of  drug  abuse,  and  acute  or  chronic  hepatitis 
secondary  to  mtravenous  abuse  in  8  percent.  Examinations  of  an  aJlSoale, 
predommantiy  black  high  school  population  revealed  dental  caries  ^35 
percent)  and  infections,  primarily  of  skin  and  genital  areas  (7  percent)  as 
^e  most  prevalent  condition.  About  half  die  teenagers  were  unaware  of 
the  mfections.  Finany,  the  350  teenagers  in  a  series  of  group  residences 
suffered  most  ftequenUy  fi-om  dermatolog-cal  conditions,  including  acne 
eczema,  and  contact  dermatitis  (80  percent)  and  dental  ca\i&  (55 
percent)  (22). 


^Nstkmal  Institute  of  Mental  Health.  Unpabiisbed  data. 
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Another  measure  of  morbidity  is  restricted  activity.  On  the  average 
ad^^^^2-17  years  of  age  Le  reported  by  their  parents  as  havmg 
ab^i^days  of  restricted  activity  each  year  and  losmg  about  5  days  from 
becaJSe  of  iUness  or  injury.  About  5  percent  are        to  be  hnuted 
in  activity  and  about  the  same  proportion  m  fair  or  poor  health  (^)- 

Reasons  for  seeking  medical  care  provide  another  ^^^^^"""^  ^f^^l 
si^Snce  of  trauma  to  adolescent  health.  Accidents  and  violence  were 
^^do^y  to  respiratory  problems  as  the  diagnosis  leadmg  to  visits  to 
^^b^  ph^ans  S  1975-76.  They  were  the  leadmg  dj^gn^^  for 
Sayt^n^rt-smy  hospitals,  as  weU  as  the  first  ,f  JYI"^! 

Si  percent  of  the  h<^pital  days,  and  70  percent  of  all  deaths  of  12-1 7- 
^JS^e  ^cause  o?accid<^ts  and  violence.  Pregnancy  ^d  dehve^ 
w«e  the  second  most  important  diagnoses  for  hospital  days.  For  females 
thev  were  the  leading  reason  for  hospitadization  (23).  «-  ^ 

if  ^ts  to  all  medical  care  farilities  rather  than  just  office-based 
phvsi^  visits  were  included  in  the  calculations,  both  trauma-  and 
ore^^^-related  diagnoses  might  rank  higher  on  tne  hst.  Care  for  many 
FxS^S^s^ught  in  h^ital  emirgency  rooms.  Contraceptive  services  axe 
oft^Veceived  in  family  planning  cUnics.  Many  pregnant  adolescents  seek 
prenatal  care  in  hospital  or  health  department  climcs. 

Behavior-Related  Problems 

Adolescents  experiment  with  a  -^^^  ^^f  .  ^J^^^^ 
short-  and  long-range  consequences  for  theu-  health.  These  betiavaors 
Sclude  tobaccI  smoking,  dri^ng  of  alcohoUc  beverages,  use  of^legal 
sutt^ces,  and  sexual  iftercourse.  Venereal  -^^^-^^^^^^^ 
intoxication  are  examples  of  immediate  consequences,  but  the  effect  of 
these  behaviors  on  adult  morbidity  may  be  equaUy         ^  g. 

In  1979,  11  percent  of  12-18-year-old  males  and  percent  of  12-1 8- 
veiUld  fimal^were  current  smokers.  This  represented  a  decrease  fr^ 
T^^Snt  in  1968  for  the  boys,  but  an  increase  from  10  percent  m  1968 

^''^^^f  to  a  1979  study  of  high  school  students,  alcohol  was  the 
lea^  Nearly  aU  studen^had  tried  alcohol  (93  percent)  and 

m^f72^cent)  had  i^ed  it  in  the  past  month,  m  comparison  to  74 
^^t  a^^  percent  for  smoking  tobacco  and  60  percent  and  37 
^^t  ^  smo^s  marihuana.  Al&ough  only  7  percent  of  students 
Siiralcohll  use,  41  percent  had  on  at  l^^/.^^^H'^iow'JSf 
Srtwo  weelb  before  the  survey,  had  five  or  more  dnnks  m  a  row  (25). 
Alcohol  use  appears  to  be  on  the  increase.  *    #- lo  1-7 

Marihuana^^has  definitely  increased.  In  1972,  14  percent  of  12-1 7- 
ye^^  reported  ever  using  and  7  percent  i^g  m  the  p^t  by 
1979  the  figures  had  more  than  doubled  to  31  percent  and  17  percent^ 

iL  of  o A  Jrillicit  drugs  is  considerably  below  that  of  marihuana,  but 
sti^  a  majS  pJoWem.^n  percent  of  the  12-17-year-olds  have  used 
f^LLw'7  pS^nt,  hallucinogens;  and  5  percent,  cocaine.  Curre^^^ 
^c^ies  ie  much  lower.  Only  the  haUucmog^ms  showed  a  significant 
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increase  in  i>se  eve^  between  1977  and  1979  and  only  the  inhalants  a 
■significBnt  increase  in  use  in  the  pest  month  (26).  The  danger  of  illicit  drug 
use  is  commanded  when  drugs  are  used  in  combination,  or  with  alccdioL 
In  addidoo;  tiiese  drugs  axe  of  unknown  potency  and  often  contaminated, 
^wlikb  increases  their  potential  to  cause  health  emeigenoes. 
:  Anodier  health-reiated  behavior  is  sexual  activi^,  the  consequences  of 
wiocit  may  imdude  pregnancy  and  sexually  transmitted  diseases.  7>lTiilr 
and  Kantner  report  that  the  prevalence  of  sexual  activity  among  never 
married  U^.  teenagers  increased  by  30  percent  between  1971  and  1976;  so 
that  hy  age  19,  55  percent  have  had  sexual  intercourse  (27).  If  all  other 
factors  had  remained  the  same,  the  substantial  increase  in  sexual 
e3q>ezience  would  have  been  e3q>ected  to  result  in  an  increase  of  adolescent 
fisrtiEHy.  Tnstrad,  adolescent  l»r&  rates,  which  had  been  rising  Uirough 
1973,  have  recently  been  declitting,  as  have  absolute  numbers  of  berths  to 
ad<descents.  The  birth  rate  is  still  high  among  black  adolescents,  however, 
it  too  has  dropped  (firom  101.4  live  births  per  1,000  women  15-17  years  of 
age  in  197a  to  S  1.2  per  1,000  in  1977) — closer  to  the  white  rate  of  26.5. 
Amozig  girls  not  yet  15  years  of  age  the  birth  rate  has  remained  constant  at 
around  1^  since  1970.  Although  these  births  (over  12,000  in  1972-1975) 
are  <»ily  a  very  small  proportion  of  all  births,  very  young  mothers  are 
especially  unprepared  |diysiolpgically,  psychologically,  economically,  or 
educationally  for  parenthood  (talde  3).^ 

The  decfine  in  adolescent  birth  rates  is  presimsably  due  both  to 
increasing  reliance  on  abortions  to  terminate  unplanned  pregnancies  and 
to  efifective  contraceptive  use.  This  does  not  mean,  however,  that 
contrac^tive  use  in  this  age  grotq>  is  at  an  optimum  level;  Zelnik  and 
Kantner  found  that  onfy  30  percent  of  sexually  experienced  never-married 
foniales,  15-19  years  of  age  always  used  contraceptives  (27).  It  should  not 
be  assumed,  however,  that  all  adolescent  pr^nancies,  even  in  the 
unmarried,  arc  unwanted.  For  many  young  females,  having  a  baby  is  seen, 
somewhat  unrealistically,  as  a  very  positive  eApeilence.  Sucii  births  cannot 
be  prevented  by  contraceptives  or  by  abortions,  but  only  by  changes  in 
adolescents*  perc^tions  about  their  futures. 

Sexually  transmitted  diseases  are  another  adverse  consequence  of  sexual 
a<:tivity,  a;nd  gonorrhea  is  the  most  common.  By  the  mid- 1970*5, 
gononfaea  had  reached  epidemic  proportion  in  the  United  States.  Recent 
data,  however,  suggest  that  the  rate  has  stabilized  (29). 

Data  on  the  exercise  and  nutrition  patterns  of  adolescents  are  meager. 
Fad  diets  and  ''^st  foods**  are  popular  with  this  age  group,  and  may  result 
in  caloric  and  nutrient  intakes  that  are  health  damaging.  Data  from 
HAKES  suggest  that  the  mean  dietary  intake  by  adolescents  of  both 
calories  and  iron  was  below  the  recommended  daily  allowance  for 
adolescents  with  income  both  below  and  above  the  poverty  level  (29). 
Some  adolescents,  however,  consume  too  many  calories;  approximately  10 
percent  of  all  adolescents  are  obese. 


Division  ofl^tal  Statistics,  Natioiial  Center  for  Health  Statistics.  Selected  data. 
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ToteP 
1966 
1967 
1968 
1969 
1970 
1971 
1972 
1973 
197-C 
1975 
1976 
1977 


8.128 

186.704 

0.8 

35.7 

0.2 

5.4 

8.593 

188.234 

0.9 

36.3 

0.2 

5.6 

9.504 

192,970 

1.0 

35.1 

0.3 

5.8 

10.468 

201.770 

1.0 

35.7 

0.3 

5.9 

11.752 

223.590 

1.2 

38.8 

0.3 

6.3 

11.578 

226w298 

1.1 

38.3 

0.3 

6.7 

12.082 

236.641 

1.2 

39.2 

C.4 

7.6 

12.861 

238.403 

1.3 

38.9 

0.4 

8.0 

12.529 

234,177 

1.2 

37.7 

0.4 

7.8 

.^642 

227.270 

1.3 

36.6 

0.4 

7.6 

11.928 

215.493 

1.2 

34.6 

0.4 

7.2 

11.455 

213.788 

1.2 

34.5 

0.3 

6.5 

White 
1966 
1967 
1968 
1969 
1970 
1971 
1972 
1973 
1974 
1975 
1976 
1977 


2.666 

119,800 

0.3 

26.6 

0.1 

4.1 

2.761 

118,035 

0.3 

25.7 

0.1 

4.1 

3.114 

121,166 

0.4 

25.6 

0.1 

4.3 

3.684 

128,156 

0.4 

26.4 

0.1 

4.4 

4.320 

143.646 

0.5 

29.2 

0.1 

4.8 

4.130 

143.806 

0.5 

28.6 

0.1 

5.1 

4.573 

150.897 

0.5 

29.4 

0.2 

5.9 

4.907 

153.416 

0.6 

29.5 

0.2 

6.2 

5.053 

152.257 

0.6 

29.0 

0.2 

6-1 

5,073 

148.344 

0.6 

28.3 

0.2 

6.0 

5.054 

139,901 

0.6 

26.7 

0.2 

5.6 

4.671 

138.223 

0.6 

26.5 

0.2 

5-3 

1966 
1967 
1968 
1969 
1970 
1971 
1972 
1973 
1974 
1975 
1976 
1977 


5.370 
5.742 
6.312 
6.850 
7,274 
7.264 
7.363 
7,778 
7,291 
7.315 
6.621 
6,582 


64.922 
68.133 
69.594 
71.020 
76.882 
79.238 
82.217 
81.158 
77.947 
74.946 
71.429 
71.182 


4.2 

4.4 

4.7 

4.8 

5.2 

5.1 

5.1 

5.4 

5.0 

5.1 

4.7 

4.7 


97.9 
99.5 
98.2 
96.9 
101-4 
99.7 
99.9 
9S.8 
91.0 
85.6 
81.5 
81.2 


1.0 
1.1 
1.2 
1.2 
1-3 
1.3 
1-4 
1.5 
1-4 
1.4 
1.3 
1.2 


12.6 
13.6 
14.3 
14.3 
14.7 
15.3 
16.9 
17.4 
16.8 
16.1 
15.2 
14.3 
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Service  Ut^Mzatioufi 


In  the  mid-1970's,  adolescents  averaged  about  3  ambul  itoiy  medical 
contacts  each  year.  The  maiori^  (68  percent)  were  in  physicians'  offices. 
About  15  percent  were  in  hospital  outpatient  departments  or  emergency 
rooms,  1 1  percent  were  telephone  contacts,  and  6  i>ercent  were  either  in 
other  places  oi-  the  household  respondent  did  not  know  the  place.  This  is 
less  than  the  number  of  contacts  reported  for  younger  age  groups  (under 
6,  6S  contacts;  6-1 1, 3.4  contacts)  and  older  ones  (^). 

About  a  third  (34  percent)  of  the  adolescents  had  no  medical  contact 
during  the  year  and  5  percent  had  not  seen  a  physician  for  at  least  5  years. 
The  likelihood  of  having  seen  a  physician  during  the  year  Increased 
somewhat  with  increased  family  income  and  increased  greatly  with 
incr^sed  parental  education.  Only  57  percent  of  the  adolescents  had  seen 
a  ph3^cian  within  a  year  if  the  family  income  was  under  $5,000  and  the 
mother  had  not  finished  high  school;  81  percent  had  if  the  faKsiiy  income 
was  $15,000  or  more  and  the  mother  was  a  college  graduate.  E  ven  when 
the  family  income  was  relatively  high  ($15,000  or  more)  the  likelihood  of 
the  adolescent's  seeing  a  physician  within  a  year  was  relatively  lew  (63 
percent)  if  the  mother  had  not  finished  high  school  (8). 

Income  was  a  major  determinant  of  the  place  where  medical  care  was 
received.  In  families  with  incomes  under  $5,000,  56  percent  of  the  visits 
v  eii  U>  private  physicians,  22  percent  to  hospital  clinics  or  emergency 
rooms,  and  13  percent  to  other  clinics.  In  families  where  the  income  was 
$15,000  or  more,  72  percent  of  the  visits  were  to  private  physicians,  1 1 
I>ercent  to  hospital  clinics  or  emergency  rooms,  and  3  j>ercent  to  other 
clinics  (^). 

Access  to  care,  as  usually  defined,  did  not  appear  to  be  a  major 
problem,  at  least  to  the  respondents  (usually  the  mother).  For  example, 
about  12  p>ercent  of  the  adolescents  had  no  regular  source  of  care.  When 
asked  the  reason,  the  majority  (57  percent)  said  there  was  no  need.  The 
next  most  common  specific  response  (18  percent)  was  that  different 
sources  were  used  depending  on  need,  but  a  larger  proportion  (26  percent) 
gave  no  reason.  Very'few  (7  percent)  of  the  respondents  reported  that  they 
had  tried  to  obtain  medical  care  d'lring  the  year  but  had  a  problem;  the 
most  common  problem  was  that  they  could  not  get  an  appointment  as 
soon  as  needed.  Even  fewer  (4  percent)  reported  that  the  adolescent  had 
an  unmet  health  need  (30). 

These  data  may  not  accurately  reflect  adolescent  utilization.  Adoles- 
cents receive  health  care  at  clinics  and  health  centers  such  as  VD  clinics, 
family  planning  clinics,  teenage  health  centers,  and  community  mental 
health  centers.  Whether  those  visits  are  known  to  the  parent  or,  if  known, 
are  reported  by  the  household  respondent  is  an  unanswered  question. 

In  the  dental  area,  about  a  third  (36  percent)  of  adolescents  were 
reported  to  have  had  no  dental  care  within  a  year;  1 1  percent  had  not  seen 
a  dentist  for  5  years  or  more.  Lack  of  dental  care  is  even  more  strongly 
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associated  with  income  than  lack  of  medical  care.  For  example,  64  percent 
of  the  adolescents  in  families  with  incomes  under  $5,000  in  contrast  with 
24  percent  in  families  with  incomes  of  $15,000  or  more  had  not  seen  a 
dentist  within  a  year;  78  percent  and  55  percent  respectively  needed 
dental  care  (^).  ^ 

Additional  information  is  available  about  the  utilization  of  one  specific 
service,  family  planning.  Dryfoos  and  Hcisler  reported  that  about  IJ2 
million  females  under  the  age  of  20  obtained  contraceptive  care  from 
2,494  agencies  in  about  2,500  counties  in  1975.  This  represented  30 
percent  of  the  3.9  million  patients  in  organized  programs.  Although  their 
study  did  not  include  services  provided  by  private  physicians,  they 
estimated  that  an  additional  1.2-13  milUon  teenagers  received  contracep- 
tive care  from  the  private  sector  in  1975.  The  growth  in  utilization  of 
family  planning  clinics  by  teenagers  has  been  dramatic— from  imder 
300,000  in  1969  to  over  1  mUUon  in  1975.  Health  departments  served  the 
largest  proportion  (47  percent)  foUowed  by  Plaimed  Parenthood  affiliates 
(28  percent)  and  hospitals  (13  percent)  (3/).  These  figures  undoubtedly 
reflect  the  increasing  number  of  females  in  this  age  group,  their  incrcasmg 
sexual  activity,  the  Hberahzation  of  State  laws  on  the  provision  of  services 
to  this  group,  and  a  more  responsible  attitude  toward  sexual  activity  by 
adolescents. 


Nee^  as  Perceived  by  Adolescents 

There  are  relatively  few  studies  of  adolescents'  perceptions  of  their  own 
needs  or  of  their  preferences  in  the  area  of  health  care  services.  Parcel  et 
al.  found  that  adolescents  in  two  Galveston  high  schools  were  concerned 
about  school,  drugs,  sex,  parents  or  family,  getting  along  with  adults,  barth 
control,  venereal  disease,  pregnancy,  and  menstrual  periods— m  that 
order.  When  asked  to  indicate  on  a  list  of  health  problems  those  they 
would  like  to  have  help  with,  they  most  frequently  checked  acne,  how  far 
to  go  with  sex,  depression  and  sadness,  overweight,  and  gettmg  along  with 

parents  (32).  ,    .  ,  ,  ^>  i- 

Several  federally  sponsored  studies  have  addressed  adolescents  feelmgs 
about  family  planning  facilities.  On  the  basis  of  interviews  with  clime 
personnel,  patient  questionnaires,  and  patient  interviews,  one  research 
team  concluded  that  there  were  three  threshold  conditions  a  clinic  had  to 
meet  to  attract  teens:  (1)  make  its  availability  known,  (2)  guarantee 
confldentiaUty  and  anonymity,  and  (3)  be  affordable.  Secondary  factors 
influencing  an  initial  visit  were  location,  ease  of  transportation,  conve- 
nience of  clinic  hours,  length  of  appointment  wait,  and  ease  of  admission. 
Factors  influencing  satisfaction  with  service  and  inclination  to  contmuc 
attending  were  interaction  with  clinic  staff,  confidentiahty,  length  of 
processing  time,  and  method  of  payment.  Less  important  were  sex,  age, 
and  dress  of  staff,  professional  qualifications,  teen-oriented  decor,  and 
teen-only  sessions  (33). 


-^08 


HEALTH  SERVICES  THAT  SHOUUD  BE 
AVAILABLE  TO  ALL  ADOLESCENTS 


The  information  provided  in  the  series  of  studies  just  reviewed  suggests 
that  a  large  number  of  services  are  essential  to  adolescent  life  or  adequate 
development*  or  at  least  could  significantly  improve  health  status  or 
general  well-being.  These  services  will  be  reviewed  in  a  sequence  that 
reflects  the  author's  views  on  which  ones  will  affect  the  largest  number  of 
adolescents  and  may  have  the  greatest  impact  on  adolescent  health  in  the 
long  run.  Those  discixssed  first  will  touch  the  most;  those  mentioned  later 
focus  on  smaller  groups.  The  problem  of  priorities,  however,  can  be 
examined  from  another  perspective,  namely  the  urgent  need  to  intervene 
in  crisis  situations.  Many  of  the  services  directed  at  subpopulations  with 
special  needs  because  of  health  problems  (such  as  pr^pant  adolescents) 
or  physical  location  (street  people,  for  example)  are  essential  if  major 
he^th  problems  are  to  be  corrected  or  prevented.  It  is  impossible  to 
suggest  that  they  should  be  ignored  in  favor  of  health  promotion  activities 
whose  "pay-oflT*  is  uncertain.  Qearly  the  answer  is  to  find  ftmds  for  both 
types  of  activities;  a  choice  between  them  is  impossible. 


Healtfa  Promotion 

The  data  on  causes  of  death  and  disability  and  service  utilization 
suggest  that  programs  of  health  promotion  should  have  a  significant 
impact  on  adolescent  health.  Health  promotional  activities,  however, 
should  not  b^in  in  adolescence.  They  should  be  initiated  in  early 
childhood  and  be  reformulated  in  the  adolescent  period  so  that  they  are 
appropriate  to  the  developmental  stage. 

Attempts  at  health  promotion  in  its  broadest  sense  must  be  viewed  in 
the  larger  context  of  the  adolescent's  world.  As  in  so  many  other  areas,  it 
is  impossible  to  separate  health  from  economic  and  other  social  problem 
areas.  For  the  adolescent  who  by  law  in  most  States  must  remain  in  school 
until  middle  adolescence,  the  educational  environment  is  of  great 
significance.  Students  who  find  their  studies  interesting  and  relevant  are 
more  likely  to  be  interested  in  their  health  and  to  absorb  the  health 
curriculum.  If  the  school  is  a  ^'hassle,"*  alternative  sources  of  satisfaction 
and  chaUenge  will  be  sought,  frequently  those  having  a  negative  health 
impact.  It  is  important  that  schools  enhance  rather  than  reduce  student's 
self-esteem.  Brunswick  et  al.  have  reported  that  a  sense  of  personal 
efficacy  and  self-esteem  are  associated  with  high  levels  of  medical  care 
relative  to  health  problems  (54).  Self-esteem  is  enhanced  when  students 
are  challenged  by  a  variety  of  tasks  that  they  can  master.  Those  that  are 
too  hard  may  cause  a  sense  of  defeat,  while  ^ose  that  are  too  easy  do  not 
provide  enough  stimulus.  Although  minimum  levels  of  competency  in 
reading,  writing,  and  mathematics  should  be  expected  of  all  youths  in  the 
normal  intelligence  range,  the  academic-nonacademic  balance  of  the 
curricultun  should  be  varied  according  to  student  need.  Additional 
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*"«r»ph«ci^  on  prevocational  traixmig,  athletics,  music  and  art,  outdoor 
activities^  and  a  ran^  of  community  service  projects  may  provide  the 
challenges  necessary  both  to  enhance  sdf^stecm  and  to  keep  less 
intdlectualiy  ofiented  addescents  witibin  the  educational  system  where 
academic  progress  may  still  be  made. 

^milarly,  the  employment  area  has  a  significant  impact  on  the 
a<iotescent  and  his  attitudes  toward  health,  both  indirectly  and  directily. 
The  nneni{>loyinent  or  underem|doyment  of  parents  can  have  a  n^ative 
efifect-on  adc^escents.  They  may  be  forced  to  enter  the  labor  marii:et 
prematurely  to  support  their  families  and  themselves,  or  may  be  needed  at 
home  for  domestic  tasks  while  other  family  members  work  multiple  shifts. 
An  unemployed  or  underemployed  mother  or  father  also  provides  a  very 
poor  modeL  In  addition,  adolescents  can  react  directly  to  a  job 
maiket  that  discourages  employment  of  teenagers  or  cannot  absorb  all 
adults  seeking  work.  If  jobs  are  not  available  during  the  adolescent  or 
adult  years,  the  adolescent's  motivation  to  study  or  to  take  other  future- 
oriented  action  may  be  weakened.  A  full  employment  policy  has  the 
potential  for  significant  impact  on  adolescent  health-related  behavior. 

Health  promotion  for  adolescents  can  take  many  forms.  A  chaUenging 
educational  environment  and  a  full  employment  policy  have  been 
suggested;  health  education  in  schools,  through  youth-serving  groups, 
during  medical  encounters,  and  through  the  mass  media  arc  others.  The 
school  has  the  potential  for  reaching  the  largest  nxmiber,  but  several 
obstacles  must  be  overcome  before  this  is  realized.  One  is  the  resistance  of 
school  administrators  and  school  boards  to  investing  the  resources  '*n 
energy,  time,  and  mon^  necessary  for  effective  health  education.  In  an 
era  of  "back  to  basics"  and  "competency-based**  curricula,  health 
education  may  be  perceived  as  a  fringe  activity.  Qearly  it  is  not.  It  can  be 
what  makes  other  activities  productive. 

School  administrators  and  school  boards  are  also  reluctant  to  allow 
schools  to  educate  adolescents  in  ccmtroversial  areas  such  as  sex  and 
dru^  Fear  of  experimentation  or  of  modifications  of  moral  yalucs,  a 
b^ef  in  the  responsibility  of  the  famfly  in  these  areas,  and  similar  weU- 
meanix^  motives  underlie  this  reluctance.  It  is  interesting  that  inost  public 
opinion  surveys  indicate  that  parents  are  willing  to  have  their  children 
receive  informaton  about  sex  and  contraception  in  schools.  Tlie  resistance 
frequently  encountered  in  communities,  therefore,  may  have  its  sources  in 
a  small  but  vocal  group  of  parents,  nonparents,  and  those  who  believe  that 
the  proposed  pcograms  will  not  restrict  themselves  to  the  transmitting  of 
information,  but  will  move  into  areas  of  personal  values. 

A  obstacle  is  the  traditional  methods  of  health  education  in 

schools.  Adolescents  need  to  have  information  about  the  effect  of  thelr 
hfestyles  on  their  present  and  future  health,  but  this  information  must  be 
presented  in  ways  that  are  likely  to  influence  their  attitudes  and  behavior. 
General  studies  of  adolescent  health  knowledge,  as  weD  as  studies 
focusing  on  areas  sue*  as  tobacco  use  and  sexual  activity,  suggest  tfiat  the 
vast  majority  of  adolescents  are  not  uninformed.  They  know  smcddng  can 
cause  cancer.  They  know  that  unprotected  intercourse  may  cause 
pregnancy-  And  they  know  that  adequate  diet,  exercise,  and  rest  are 
essential  for  their  health.  There  are  areas  in  which  their  information  is 
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inadeqiBate  and  inoonrect  and  should  be  augmented,  but  cleaily  piovisian 
oCinfocmation  is  not  the  only  or  the  most  imfx>rtant  need.  Attitude  and 


it  seems  poeasaUe  that  cnrmnt  attempts  to  change  audcAesf  Tot  life  styles 
do  not  use  I>:formation  currently  availaMe  on  adolescent  cognitivg  awH 
psychological  development.  Future  orientation  is  not  a  characteristic  of 
euty  adolescence.  A  catalog  of  "dos"  and  "don'ts"  based  on  the  impact  of 
behavior  on  adult  health  status  is  unlikely  to  influence  a  12— 15-ycar-oId. 
Mor  are  adolescents  of  any  age  eager  to  adopt  a  behavior  at  variance  with 
that  oC  their  peers.  Methods  need  to  be  devdoped  that  make  positive  use 
of  peer  pressure  rather  than  stn^g|e  s^ainst  it.  Adolescents*  striving  for 
fndfpemtence  and  their  distrust  of  anthori^  figures  can  also  be  used  to 
strei^;dien  programs.  Fear  will  not  motivate  adolescents;  enhancement  of 
self-image  wiQ. 

Didactic  classroom  preparations  often  do  not  make  use  of  these 
psydhologtcal  fact:;.  More  informal  classroom  settings,  materials  that  arc 
ndevmit  to  adolescent  needs  and  concerns,  instruction  in  decisionmaking 
trrJiniqoes,  use  erf"  peers  both  in  the  classroom  and  in  informal  sessions, 
peer  ommseling,  and  sim^ar  mefliods  need  to  be  e3q>Iored.  SmcAing 
prevention  programs  in  several  cities  have  reported  some  success  with 
some  of  these  nontraditional  methods  (35,  36%,  as  have  p^mfiiMTrwe  aimed  at 
pceventix^  adolescent  pregnamy  (37).  Scho<rf  personnel,  including  nurses, 
connsdocs,  and  others,  need  to  be  alerted  to  their  opportunities  for  health 
education  and  provided  with  the  training  necessaiy  for  Aexr  utilization. 

^^""il»*T'  techniques  should  be  incorporated  into  the  programs  of  scouts, 
church  youth  groups,  and  other  community-based,  adolescent-oriented 
programs.  These  youth  groups  should  both  plan  programs  of  health 
education  and  utili^  teachable  moments. 

Tbe  content  of  a  school  based  or  youth  groi^  based  program  of  health 
education  will  need  to  vary  according  to  the  age  of  the  students  and  the 
preferences  of  the  community.  Areas  that  should  receive  serious  consider- 
ation, however,  include  normal  growth  and  dcvelc^jmcnt;  the  importance 
<^  nutrition  and  an  adequate  diet;  healthy  life  styles  including  sufficient 
^eep  and  phy^cal  exercise;  self-care  in^uding  dental  hygiene;  home 
treatment  of  minor  inf uries  and  illnesses,  and  signs  and  symptoms  that 
indicate  the  need  to  seek  professional  help;  problems  associated  with 
smoking  and  alcohol  and  drug  use,  and  how  these  habits  can  be  avoided; 
fertility-related  issues  including  human  reproduction,  family  planning 
methods,  and  the  prevention  of  venereal  disease;  and  how  to  be  an 
intdl^gent  consumer  of  ntiedical  services. 

It  is  urgent  that  parents  be  involved  in  planning  health  education 
programs.  Their  early  input  may  prevent  later  opposition.  Also,  parents 
should  be  given  opportunities  to  share  in  the  information  provided  their 
adolescent  children,  through  educational  programs  designed  for  the 
parents^and  offered  at  their  convenience,  but  covering  some  of  the  same 
material  as  the  classroom  or  youth  group.  This  not  only  allows  them  to 
^eck  on  what  their  children  are  being  taug^it,  but  to  discuss  and  possibly 
reinforce  the  message  at  home. 

Health  education  programs  should  not  be  allowed  to  adopt  a  "disease 
of  the  we^**  approa^i,  nor  should  a  health  education  program  depend  on 
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3.  sequence  of  mdividaal  agency  presentations  on  one  or  another  condition 
or  pcoblenL.  There  are  many  commonalities  in  adolescent  health  behavior 
tndocfing  xisk-takin^  the  need  to  make  decisions  under  conditions  of 
stress,  and  responsibOi^  for  one's  actions.  These  should  be  the  underlymg 
themes  of  the  health  education  curriculum,  with  the  specific  problems 
used  as  examples,  rather  than  directing  the  program. 

Another  apraoach  to  health  education  often  advocated  is  use  of  the 
mass  media.  Unfortunately,  the  abihty  of  the  mass  media  to  affect 
adcdescent  health  behavior  has  not  been  studied  adequately.  Many  healtii 
are  using  disc  jockeys,  rock  stars,  and  athletes  to  bring  thcir 
messages  to  youth.  The  idea  would  seem  to  be  correct,  but  the  impact  has 
not  been  tested.  Certainly  adolescents  are  exposed  to  many  more  "pro- 
sex"  fnfl^^*w>^  on  TV,  in  the  movies,  through  recordings,  and  m 
adveitisii^  than  messages  about  famity  planning. 


Early  Detection  and  Treatment 

R^axdless  of  the  effectiveness  of  health  promotion  activities,  many 
adolescents  will  have  conditions  that  will  need  to  be  diagnosed  and 
treated.  The  early  detection  of  these  problems,  in  most  cases,  will  make 
their  treatment  more  effective.  Early  detection  is  promoted  by  periodic 
assessments  of  presumably  healthy  adolescents,  by  examinations  of 
adolescents  about  to  be  sutgected  to  certain  stresses,  and  by  seeking  care 
promptly  for  significant  symptoms. 


Since  the  adolescent  period  is  considered  a  relatively  healthy  one  for 
most  youths,  assessments  of  presumably  healthy  adolescents  are  recom- 
mended at  relatxvchr  widely  ^>aced  intervals.  The  Institute  of  Medicmc's 
background  p^>er,  Prweativc  Services  for  the  WeU  Popul&tian 
suggests  one  such  assessment  around  age  13  with  a  second  later  m  the 
IM7  age  period.  I^ce  many  junior  and  senior  high  schools  require 
Gomrd^  physical  examinations  upon  entry,  at  least  part  of  this  schedule 
is  not  left  to  the  option  erf"  the  parent,  but  is  mandatory.  Some  pediatnc 
groups  have  suggested  assessments  at  more  frequent  intervals.  Although 
yearly  or  biyearly  assessments  imdoubtcdly  would  provide  opportumties 
for  anticipatory  guidance  and  health  comisriing,  their  cost  effectiveness  in 
terms  of  the  limited  possibiHty  of  detecting  previously  unlcaown  condi^ 
tions  while  utilizing  scarce  and  expensive  medical  manpower  can  be 
onestioned.  Clearly,  this  is  true  only  for  the  aver^  adolescent.  The 
adolescent  at  hi^  risk  for  health  prc>blems  because  a€  pre^dsting 
conditions,  the  stress  of  athletics,  employment  at  an  early  age,  deinant 
l>eiiaviQr,  or  other  factors  would  need  assessments  more  ftequentiy .  Many 
States  or  individual  school  systems  require  mitial  or  periodic  exammatxons 
of  athletes  or  adolescents  ^>plying  for  working  papers. 

The  content  of  a  health  assessment  for  an  adolescent  has  been  outlmed 
by  NfiDar  in  documents  prepared  for  the  Department  of  Health, 
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BdnoK&m,  and  Wd&re,  and  for  the  American  Academy  of  Pediatrics.' 
Thtf  ttiBamnn^  components  arc  recommended:  a  medical  history  including 
finally  medical  history  and  past  medical  histoxy  of  patient,  review  of  early 
growth  and  dcvdopment,  review  of  immunization,  systems  review, 
deweiopmental  psychosocial  histoiy»  and  account  of  school  progress;  a 
plrysical  examinatkm;  and  laboratoty  tests.  The  bistitute  of  Medicine 
document  C29>  referred  to  earlier  suggests  the  fbQowix^  services:  at  each 
visit,  history  and  physical  examination  rnduding  weight,  height,  develop- 
mental assessiueaty  blood  pie&sute,  vision  and  hearing  testings  screening 
for^scoiiosis  <gix]s,  9-10  years  of  i^e,  or  at  first  visit),  and  examination  of 
ddn;  a  sermn  chcAesterol  examination  once  between  the  ages  12  and  17; 
and  tetanus  and  dq>theria  immunizations.  The  Institute  of  Medicine 
suggests  that  conns^ing  and  referrals  as  necessary  and  desired  be 
provided  in  Ihc  fbQowiz^  areas:  nutrition,  hygiene,  accident  prevention, 
physical  acti%dty  and  exercise,  alcc^iol  and  other  drug  use,  cigarette 
smoking  family  relations,  social  problems,  sexual  development  and 
ac^ustment,  family  planning  wth  contrac^tion  if  appropriate,  obesity, 
antecedents  of  adult  disease,  and  other  items  in  response  to  parental  or 
individual  concerns. 

Other  comprehensive  discussions  on  the  content  of  adolescent  examina- 
tions have  been  prepared  by  Haggerty  (39)  and  the  Health  Care 
Financing  Administration  (40). 

Rootfae  Medfcal  Care 

Eaiiy  detection  is  also  possible  if  the  adolescent  seeks  care  promptly  for 
significant  problems.  The  challenge  in  this  area  for  the  health  field  is 
multiple:  to  educate  adolescents  to  recognize  conditions  that  need 
professional  attention  (to  distinguish  between  the  transitoiy  and  the 
permanent,  between  those  things  that  can  be  treated  by  the  ^i?cat^^d  lay 
perscm  and  those  that  need  a  physician  or  nurse,  etc);  to  provide  services 
that  arc  easily  reached;  and  to  make  these  services  acceptable  to  the 
adolescent  peculation. 

Adolescents  need  high-quality  medical  attention  including  diagnosis, 
treatment,  and  follcfwup  for  a  variety  of  problems.  As  the  earlier  review  of 
studies  indicated^  upper  reqnratory  ailments,  digestive  problems,  ■girt« 
conditions,  and  isimilar  relatively  routine  complaints  can  be  anticipated. 
Injmies  resulting  from  a  variety  of  causes  also  will  require  treatment.  In 
addition,  adolescents  with  chronic  conditions  will  be  frequent  visitors  to 
physicians  and  ambulatory  care  centers. 

Of  special  importance  in  the  current  era  of  increased  sexual  activity  is 
the  detection  and  treatment  of  venereal  disease.  Many  health  departments 
have  specialized  clinics  for  these  services,  but  many  adc^escents  might  feel 
more  comfortable  bringing  their  problem  to  a  general  adolescent  health 
facility.  Supportive,  sensitive  care  is  required  if  both  adolescents  and  their 
contacts  are  to  be  screened  and  treated. 
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This  group  of  services  can  be  provided  in  many  settings.  Private 
physicians*  offices,  hospital  outpatient  departments^  community  health 
centers,  health  maintenance  organizations,  school  clinics,  and  others.  The 
focus  and  the  $ta£Rng  of  these  facilities  is  important  if  they  are  to  be  used 
effectively.  The  adolescents*  desire  for  confidentiality  and  their  frequent 
reluctance  to  use  facilities  that  are  child-oriented  or  adult-centered  may 
necessitate-  the  setting  aside  of  special  hours  that  are  limited  to  adoles- 
cents, or  the  development  of  special  adolescent  facilities  within  larger 
medical  institutions,  or  separate  medical  facilities  in  nonmedical  programs 
for  adolescents.  Some  hospitals  and  community  health  centers  have 
organized  separate  adolescent  clinics  (22,  4i).  In  other  areas,  buildings  or 
mobile  vans  provide  services  to  adolescents  only.  The  best  known  model 
of  a  multiservice  center  that  provides  a  wide  variety  of  services  to 
adolescents  only  is  The  Door  in  New  York.  The  I>oor  offers  many  types 
of  medical  care  including  contraceptives,  venereal  disease  testing,  preg- 
nancy testing,  and  abortion  referrals;  and  a  wide  range  of  other  s«vices 
such  as  education,  recreation,  and  vocational  training.  For  reasons  similar 
to  those  mentioned  above,  and  because  of  the  special  problems  of  this  age 
group,  specialists  in  adolescent  medicine,  including  physicians,  nurses, 
and  social  workers  may  be  needed  to  staff  such  facilities. 

Dental  Services 

Dental  services  must  be  an  integral  part  of  a  health  maintenance 
regime.  Adolescents  should  be  examined  by  a  dental  professional  twice  a 
year  and  routine  maintenance  procedures  such  as  cleaning  and  topi<^ 
fluoride  applications  should  be  conducted,  along  with  instruction  in 
brushing  and  flossing.  Restorative  care  such  as  filling  decayed  teeth  or 
replacing  missing  ones  should  be  performed  as  needed.  Given  the 
magnitude  of  the  dental  problems  reported  in  most  studies,  much 
adolescent  dental  treatment  will  involve  treatment  of  conditions  of  long 
duration  as  well  as  the  maintenance  of  a  healthy  mouth- 

The  extent  of  dental  neglect  among  adolescents  is  surprising  consider- 
ing their  concern  with  their  appearance.  Undoubtedly  one  reason  is  the 
shortage  of  dentists,  particularly  in  areas  with  high  concentrations  of  low- 
income  people  such  as  inner  city  and  rural  areas.  Other  factors  might  be 
the  cost  of  such  treatment  (frequently  not  covered  by  insurance  or 
Medicaid),  fear  of  pain,  and  a  feeling  of  hopelessness  in  maintaining  one's 
teeth  in  good  condition  or  keeping  them  at  alL  Often  neither  parents  nor 
adolescents  realize  the  importance  of  dental  care,  and  when  money  is 
scarce,  such  care  is  neglected. 

Some  adolescents  need  dental  care  of  greater  magnitude:  bridges, 
periodontic  treatments,  and  particularly  orthodontics.  These  forms  of 
treatment,  as  with  much  dental  care,  are  extremely  income-related.  While 
many  adolescents  from  middle-  or  high-income  families  endure,  and 
hopefully  benefit  from  treatment  of  malocclusion  and  other  similar 
conditions,  few  low-income  adolescents  do.  It  is  unfortunate  that 
orthodontics  frequently  is  viewed  as  a  cosmetic  or  optional  procedure.  Its 
role  in  preventing  musculoskeletal,  digestive,  and  other  dental  problems  is 
overiooked.  Nor  should  the  importance  of  a  normal  appearing  face  be 
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uadenstiinated.  No  adolescent  should  be  forced  to  face  his  peers  or  the 
world  of  wcwk  with  missing  anterior  or  premolar  teeth,  a  pronounced 
overbite  or  underbite,  or  sifnilar  disfigurations  that  are  amenable  to 
treatment.  The  longrterm  emotional  and  occupational  consequences  are 
potentially  more  costly  than  treatment. 

In  the  dental  area  the  need  for  specialized  facilities  and  personnel  seems 
less  urgent  than  in  the  medical  one.  Adolescents  generally  do  not  want  to 
be  treated  in  fiicilities  designed  for  children  and  may  not  physically  fit  in 
them,  but  there  jqipears  to  be  no  strong  objection  to  treatment  in  adult 
fiuilities.  S^>ecial  adolescent  personnel  are  not  advocated,  although 
dentists  and  other  dental  personnel  whose  practices  contain  large  numbers 
of  adcdescents  should  be  cognizant  of  the  emotional  and  psychological 
needs  of  their  patients.  Postgraduate  programs  in  orthodcmtics  and 
pedodontics  already  address  these  issues. 


Other  Health  Services 

Certain  ^>ecialized  services  may  not  be  needed  by  all  adolescents  but 
should  be  available  to  those  who  need  them.  They  include  emergency 
services,  .fertiHly-related  services,  and  services  for  emotional  and  psycho- 
logical problems. 


The  incidence  of  trauma  among  adolescents  as  well  as  emergencies 
associated  with  dr^g  use  suggest  that  emergency  treatment  at  one  time  or 
asootibcr  is  needed  by  many  adolescents.  The  trauma  may  be  due  to  motor 
vehicle,  bicycling,  or  skateboard  accidents;  to  firearms  or  other  weapons; 
to  suicide  attempts  by  wrist  slashing,  falls,  guns,  or  ingestion;  or  to 
participation  in  athletics.  Overdoses  of  a  variety  of  mood-altering  drugs 
may  a&o  require  emergency  intervention. 

These  ^pes  of  treatment  do  not  need  specialized  fatalities.  A  well- 
otganized  hoqxital  emergent^  room  should  be  able  to  manage  them.  But  if 
adolescent  patients  are  seen  in  significant  numbers,  the  medical  and 
nursing  staff  should  be  knowledgeable  about  their  emotional  and 
psychological  needs.  Consideration  of  adolescents*  desire  for  privacy,  their 
ambivalent  relationships  with  their  parents,  their  dependemce  on  peer 
support,  and  their  amdeties  r^arding  bodily  image  will  make  them  better 
able  to  respond  positively  to  treatment. 

Adolesc«ntr  may  use  a  variety  of  crisis  centers.  The  personnel  in  such 
facilities,  including  peer  counselors,  should  receive  adequate  traic  jig. 

Ferfffity-Reiated  Serrices 

Although  some  adolescents  will  opt  for  abstinence  and  others  success- 
fully manage  active  sexual  lives  without  assistance,  most  will  need 
counseling  and  services.  Adolescents  should  be  able  to  discuss  their 
frrlfngs  about  sexual  activity,  its  initiation,  continuation,  frequency,  and 
protection  from  pregnancy  and  venereal  disease  with  individuals  knowl- 
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edgeable  in  these  areas.  This  may  be  a  family  physician  or  pediatrician 
(42),  a  health  center  or  school  nurse,  or  a  school  teacher  or  counselor.  Not 
all  of  these  individuals  feel  comfortable  in  this  activity  and  their 
discomfort  is  conveyed  to  the  adolescent.  Professionals  who  deal  with 
adolescents  in  many  capacities,  from  guidance  counselor  to  swimming 
coach,  need  specialized  training  in  dealing  with  fertility-related  issues.  If 
they  believe  they  cannot  accept  responsibili^  in  this  area,  at  least  they 
should  know  where  to  refer  adolescents  who  need  such  help.  Family 
planning  clinics  usually  have  personnel  with  adequate  preparation  for  this 
activity.  The  needs  of  adolescent  males  should  not  be  ignored  and  male 
counselors  should  be  made  available. 

For  that  increasing  percentage  of  adolescents  who  choose  to  become 
sexually  active,  easy  access  to  contraceptive  devices  is  an  urgent  need. 
Although  condoms  now  can  be  purchased  in  many  supermarkets  and  drug 
stores,  some  adolescent  boys  and  probably  most  adolescent  girls  are 
embarrassed  to  show  their  purchase  to  a  cashier,  who  may  also  be  an 
adolescent  or  neighbor.  Other  countries  make  condoms  available  through 
dispensing  machines  in  schools  and  other  places  where  adolescents 
congregate.  Many  advocate  a  similar  practice  for  this  country. 

While  some  methods  of  female  contraception  are  available  in  mau-kets 
without  prescription,  female  adolescents  for  whom  the  diaphragm,  pill,  or 
intrauterine  device  are  appropriate  must  have  available  medically  based 
facilities.  Physicians  in  private  practice  or  in  general  adolescent  medical 
facilities  will  provide  these  materials  to  some  adolescents,  but  many 
youths  will  turn  to  specialized  family  planning  programs  in  health 
departments.  Planned  Parenthood  affiliates,  and  hospitals.  This  is  another 
service  in  which  adolescents  may  have  to  be  treated  separately.  Some 
adolescents  will  be  reluctant  to  use  a  family  planning  service  frequented 
by  older  women,  out  of  embarrassment  or  fear  of  disclosure.  Therefore 
separate  times  should  be  set  aside  for  adolescent  patients,  making  certain 
they  do  not  conflict  with  school  attendance.  Judgmental  attitudes  on  the 
part  of  persoimel  serving  adolescents  may  also  lead  to  nonutilization. 
Only  those  who  feel  comfortable  with  the  reality  of  adolescent  sexuality 
should  staff  family  planning  services  catering  to  adolescents-  Finally,  State 
laws  limiting  the  prescription  of  contraceptive  devices  to  minors  or 
requiring  parental  consent  should  be  eliminated-  While  adolescents  can 
benefit  from  the  advice  and  support  of  parents,  and  providers  of  fertihty- 
related  services  should  encourage  parental  involvement,  research  suggests 
that  a  substantial  number  of  teenagers  would  not  seek  such  services  if  they 
were  required  to  inform  their  parents  (43).  Transportation,  language,  and 
financial  barriers  also  need  consideration  and  elimination,  if  possible. 


Services  for  Emodonal  or  Psychological  Problems 

Ehiring  their  transit  through  the  difficult  years  of  adolescence,  many 
basically  healthy  youths  will  exhibit  signs  of  emotional  disturbance  or 
psychological  maladjustment.  Rapid  intervention  and  short-term  therapy 
may  prevent  most  of  these  conditions  from  becoming  severe  or  chronic.  A 
range  of  services  should  be  available  to  assist  adolescents  with  these  types 
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of  problems.  Hotlines  staffed  hy  peers  or  adult  counselors  trained  to 
respond,  to  adolesoent  problems  are  one  essential  component.  Drop-in 
centers  staffed  by  peers  or  adults  are  another.  Both  will  deal  primarily 
with  crisis  situations. 

Some  adolescents,  however,  will  need  short-term  therapy  to  deal  with 
their  problems.  Since  few  families  have  the  financial  resources  to  pay  for 
private  care  and  many  adolescents  may  be  reluctant  to  seek  care  if  it 
mram  dependence  on  parents  or  making  parents  aware  of  their  problems^ 
specialized  pubHcty  funded  facilities  probably  are  needed.  These  may  be 
in  community  mental  health  centers,  youth  guidance  clinics,  community 
health  centers,  or  private  agencies.  This  type  of  service  in  particular  needs 
personnel — p^chiatrists,  psychologists,  social  workers,  and  psychiatric 
nurses — with  specialized  adolescent  training. 

HEALTH  SERVICES  FOR  ADOLESCENT 
POPULATIONS  WITH  SPECIAL  NEEDS 

All  of  the  services  described  in  the  preceding  pages  are  either  needed  by 
all  adolescents  or  should  be  available  to  all  adolescents  who  need  them. 
The  following  sections  will  focus  on  services  needed  by  sufapopulations  of 
adolescents  whose  special  needs  are  a  result  of  special  health  problems  or 
residence  outside  of  the  family  home,  often  widi  the  State  or  an  agency 
assuming  parental  responsibilities. 

Services  for  Pregnant  Adolescents 

With  over  200^000  fcnuilcs  12—17  ycsrs  of  Age  delivering  every  year  and 
an  almost  equal  nximber  becoming  pregnant  but  not  carrying  tc  term 
because  of  miscarriage  or  induced  abortion,  services  for  pregnant 
adolescents  and  young  parents  are  cruciaL 

Pregnancy  testing  should  be  an  inqx>rtant  component  of  any  adolescent 
health  service.  Testing  should  be  ea^  to  obtain^  physically,  financially, 
and  psychologically,  since  it  is  imi>erative  that  prenatal  care  or  an 
abortion  be  sought  as  early  as  possible. 

Once  the  pregnancy  has  been  confirmed  the  adolescent  needs  assistance 
to  enable  her  to  make  a  decision  about  its  outcome:  to  cany  to  term  and 
raise  the  infant,  to  carry  to  term  and  release  for  adopticm,  or  to  abort.  She 
should  have  available  counseling  about  the  advantages  and  disadvantages 
of  eac^  of  these  alternatives. 

Should  her  decision  be  to  abort,  this  service  ^ould  be  open  to  her.  Two 
obstacles  currently  add  to  the  many  psychological  problems^  including 
fear  and  guilt,  associated  with  this  d^nsion:  the  controversial  requirement 
for  parental  notification  or  consent  in  many  States  (43%  and  financing. 
The  Hyde  Amendment  makes  it  impossible  to  use  Federal  Medicaid  funds 
for  abortions  and  many  States  have  sinular  restrictive  policies.  Although 
many  individuals  find  abOTtion  an  unacceptable  method  of  family 
planning,  there  are  some  medical  and  psychiatric  circumstances  under 
which  it  may  be  the  best  alternative.  More  importantly,  social  policy  for 
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the  financially  a<fvantaged  should  not  be  difTerent  from  social  policy  for 
the  financially  dluadvantaged — which  b  clearly  the  present  situation. 

Should  the  adolescent  decide  to  cany  to  term  and  release  for  adoption, 
she  should  be  referred  to  an  agency  that  handles  this  procedure.  Adoption 
is  probably  as  diflicult  a  decision  for  a  young  person  as  abortion,  and  in 
both  cases  counseling  should  be  available  so  that  the  adolescent  need  not 
carry  a  burden  of  guilt  and  misgiving  for  many  years. 

For  the  adolescents  who  choose  parenthood,  whether  single  or  marned, 
a  wide  spectrum  of  medicaU  educational,  and  social  services  will  be 
required  during  both  the  prenatal  and  the  pc^tpartum  period. '<»  Most 
adolescents  probably  will  seek  medical  attention  in  the  office  of  an 
obstetrician  or  general  practitioner.  Payment  for  such  care  may  be  a 
problem  if  the  family  does  not  have  adequate  financial  resources  or  an 
insurance  policy  that  covers  maternity  services  for  dependents,  or  if  the 
family  has  rejected  the  adolescent.  Unfortunately,  in  many  States 
Medicaid  will  not  pay  for  prenatal  care  and  delivery  for  young  women 
who  are  not  on  welfare,  even  though  the  mother  and  child  will  be  eligible 
for  Aid  to  Dependent  Children  once  the  child  is  bom.  In  other  States  the 
leimbursement  levels  are  so  low  that  many  physicians  will  not  accept 
Medicaid  patients.  Both  conditions  should  be  corrected  and  adequate 
third-par^  payment  for  prenatal  care  shoizld  generally  be  encouraged. 

In  some  communities  there  arc  several  alternatives  to  the  private 
physician's  office,  including  hospital  ambulatory  care  centers,  health 
department  clinics.  Maternity  and  Infant  Care  Projects,  and  community 
health  centers.  Such  facilities  should  operate  special  sessions  exclusively 
for  adolescents  under  18.  These  should  be  conducted  after  school  hours, 
and  employ  only  physicians,  nurse-midwives,  nurses,  and  other  staff, 
including  clerical  personnel,  who  enjoy  young  people  and  who  are  not 
Judgmental.  Sufficient  time  must  be  allowed  for  explaining  procedures 
before  and  after  they  are  done  and  for  sensitive  listening  to  the 
adolescents*  doubts  and  fears.  Educational  programs  that  help  the 
adolescent  understand  her  body's  needs  and  changes  during  pregnancy, 
the  process  of  Ubor  and  delivery  itself,  and  what  she  can  expect  in  the 
immediate  postpartum  period  arc  essential.  These  may  be  offered  by  the 
same  institution  that  provides  the  medical  care  or  they  may  be  offered 
collaboratively  with  a  school  or  social  agency  also  involved  in  serving  the 
pr^nant  adolescent.  Nutritional  information  and  counseling  certainly 
should  be  part  of  such  an  educational  program,  if  low  infant  birth  weights 
are  to  be  avoided  and  the  child  is  to  be  adequately  nourished  through  the 
first  year  of  life  (45). 

Unfortunately  even  the  best  medical  program  is  of  little  assistance  to 
the  pregnant  adolescent  who  does  not  seek  care.  Eliminating  financial 
barriers,  making  facilifies  easily  accessible  in  terms  of  time  and  place,  and 
«»alrfng  thcm  inviting  by  employing  sympathetic  persoimel  are  essential 
steps  in  reducing  the  present  tragically  high  rates  of  late  care  seddng 
among  adolescents.  These  activities  must  be  augmented  by  aggressive 
outreach.  Pregnancy  should  automatically  be  su^>ected  when  a  female 

(OfVxtioosortfaisaecsknaseacfaptedfToaa  « tslk  delivered  by  the  waOtar  at  a  oonference  oo  Adolescent 
Pregnancy  coodMct«rf  by  the  UnivtMiiy  of  Pimbwr^  Gradual  Health  (•«). 
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student  indiGates  that  she  wishes  to  drop  out  of  school,  and  questions 
should  be  asked  discreetly.  It  should  also  be  suspected  when  there  is  a 
gradual  or  a  sudden  increase  in  absences  or  in  trips  to  the  nurse*s  office. 
Yottth^serving  organizations  such  as  settlement  houses  and  church  groups 
can  also  play  a  role  in  early  detection  of  pregiuuicy. 

For  the  adolescent  who  has  not  completed  her  education,  there  is  a  need 
for  sperialirrd  educational  services  during  the  prenatal  period  and  often 
for  several  months  after  deliveiy.  These  services  nm  the  gamut  from 
iKKa^bound  instruction  for  the  young  woman  who  is  physically  or 
emotionally  wnahlr  to  leave  home»  through  ^>ecialized  schools  and  special 
classrooms,  to  n^plar  classrooms  with  minor  schedule  modifications  for 
the  young  woman  who  is  stable  and  can  benefit  from  the  wealth  of 
resources  available  in  many  schools. 

Although  **mainstreaming**  and  (facing  the  pr^nant  adolescent  in  the 
"least  restrictive  environment**  that  she  can  tolerate  should  be  the 
dominant  educational  policy,  specialized  schools  have  advantages.  In 
addition  to  providing  the  most  suitable  setting  for  those  with  physical, 
emotional,  or  academic  problems,  such  schools  can  also  provide  a  variety 
.  of  nontraditional  services  that  can  make  life  easier  for  the  pregnant 
adolescent.  For  example,  many  specialized  schools  provide  nutritionally 
adequate  breakfasts  and  lunches;  some  run  prenatal  care  clinics  on  their 
premises;  others  organize  gro«q>  counseling  sessions  that  allow  the  young 
women  to  gain  insight  into  why  thty  became  f^egnant,  their  relationships 
with  their  families,  boyfriends,  and  peers,  and  what  the  futtire  may  hold. 
Speciai  educational  cla.sses  may  be  offered  or  required  in  areas  such  as 
family  planning,  child  care,  household  management,  or  infant  develop- 
ntent. 

Vocational  counselii^  is  an  cissentia]  educational  service  during  the 
prenatal  period.  While  it  is  unrealistic  to  expect  a  young  mother  with  a 
preschool  child  to  siq>port  hersdtf^  the  prenatal  period  is  not  too  soon  to 
b^in  considering  how  the  mother  will  support  herself  and  her  child  when 
the  cinld  spends  5  to  7  hours  a  day  in  schooL 

In  addition  to  medical  care  and  education,  pregnant  adolescents  need 
social  services.  Specialized  types  of  counsdiing  are  needed  on  abortion, 
adc^ytion,  medical  care,  hou^ig,  and  educational  and  vocational  choices. 
More  intensive  social  services  are  needed  by  a  small  fraction  of 
adolescents  for  whom  the  pregnancy  is  pathological;  that  is,  a  manifesta- 
tion of  a  severe  psychological  disorder,  a  reaction  to  an  unhealthy, 
confUctive  family  situation,  or  the  result  of  an  inability  to  deal  with  peers. 
These  young  women  need  casework  or  assistance  from,  a  psychologist  or 
psychiatrist  if  th^  are  to  make  wise  decisions  during  the  pregnancy;  and 
if  they  dioose  parenthood,  to  provide  a  healthy  environment  for  the  new 
baby.  Agency  staff  need  to  be  alert  to  the  signs  and  gignaig  of  the  pr^nant 
adolescent  who  needs  psychological  treatment. 

Many  families  will  also  require  casework  services,  brief  or  extended,  in 
order  to  be  able  to  provide  support  to  their  daughters.  Since  the 
adolescent's  family  is  going  to  be  around  long  after  the  adolescent  ceases 
her  agency  contact,  helping  to  solve  the  family's  psychological  problems  is 
as  urgent  as  helping  to  solve  the  adolescent's.  Social  services  may  be  made 
availaUe  to  the  male  partner  depending  on  the  female's  wishes  and  the 
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agency's  resources.  The  needs  of  younger  female  siblings  should  also  be 
considered  if  additional  adolescent  pregnancies  are  to  be  avoided. 

Services  to  the  pregnant  adolescent  should  not  terminate  at  delivery  or 
in  the  weeks  or  months  following.  The  2-3  ^ears  following  the  infant's 
birth  may  be  crucial  to  the  mother  and  her  child's  life.  A  program  of  home 
visiting  during  the  postpartum  period  by  public  health  nurses,  outreach 
workers,  or  social  workers  will  assist  the  young  mother  in  maintaming  a 
contraceptive  regime,  completing  her  education  and  vocational  prepara- 
tion, and  caring  for  her  health  and  that  of  her  infant.  The  availability  of 
infant  day  care  may  prove  a  crucial  factor  in  her  ability  to  prepare  for  the 
future. 


Services  for  the  Emotionally  Disturbed 
or  Mentally  111 

In  a  previous  section  services  for  adolescents  in  crisis  or  with  transient 
emotional  problems  were  reviewed.  Unfortunately,  some  adolescents  have 
more  serious  and  enduring  problems  that  require  long-term  therapy  on  an 
outpatient  basis,  a  medication  regime,  specialized  educational  programs, 
and  even  hospitalization.  Special  adolescent  concerns  in  outpatient 
therapy  have  already  been  discussed.  The  situation  is  paralleled  m  an 
inpatient  setting  but  is  not  as  easy  to  rectify. 

Adolescents  need  a  range  of  residential  services  including  thcrapeuucal- 
ly  oriented  residential  care  centers  and  schools,  less  intensive  long-term 
residential  schools  or  camps,  group  homes,  and  halfway  houses,  as  well  as 
intensive,  short-term  inpatient  facilities-  It  is  generally  agreed  that 
adolescents  should  not  be  placed  on  children's  wards  nor  on  adult  wards 
in  psychiatric  facilities.  In  the  former  they  may  victimize  or  frighten 
younger  chUdren,  while  in  the  latter  they  may  be  frightened  or  victinuzed 
or  do  violence  to  weaker  patients-  Placing  many  emouonaUy  disturbed  or 
mentally  ill  adolescents  on  the  same  ward,  however,  often  leads  to  violent 
behavior;  therefore  some  institutions  choose  to  disaggregate  the  adoles- 
cents to  protect  the  adolescents  and  the  institution,  despite  the  fact  that 
this  may  not  maximize  therapeutic  effectiveness.  A  wiser  solution  would 
be  aU-adolescent  wards  with  limited  numbers  on  each  ward  and  a  high 
personnel-patient  ratio. 

In  addition  to  psychiatric  services,  educational  and  recreational  services 
should  be  provided  that  are  appropriate  tc  the  adolescent's  age,  develop- 
mental stage,  and  previous  educational  attainment.  Public  Law  94-142 
and  various  State  laws  and  court  decisions  regarding  the  nght  to 
education  and  the  least  restrictive  environment,  if  properly  enforced, 
should  prod  more  institutions  to  offer  these  nonmedical  but  essential 
services.  Nor  should  traditional  medical  services  be  ignored;  provi^ons 
should  be  made  for  the  prevention,  diagnosis,  and  treatment  of  medical 
conxlitions  in  ail  residential  facilities. 

Many  areas  suffer  from  a  lack  of  faciUtics  Tot  emotionally  disturbed  or 
mentally  ill  youths  and  such  children  either  miw  in  cn  the  streets,  a  danger 
to  themselves  and  others,  or  are  placed  in  less  therapeutically  oriented 
institutions  such  as  jails  or  training  schooU.  Although  inpatient  psychiat- 
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tie  facilities  should  not  be  allowed  to  become  *^diimping  grounds**  for  the 
deviants  who  arc  not  mentally  ilK  they  should  be  available  in  sufficient 
number  to  care  for  those  with  serious  psychiatric  problems. 

Two  subgroups  within  this  population  deserve  special  attention:  the 
agressive,  acting«out,  occasionally  violent  adolescent  and  the  substance 
abuser.  Although  infrequently  mentally  ilU  such  youths  are  emotionally 
disturbed*  Some  communities  have  developed  a  variety  of  specialized 
programs  for  the  first  group*  These  include  specialized  schools  (46), 
freqttctttly  with  bcharaor  modification  programs  (47)^  ^>ecialized  counsel- 
ing»  and  other  services.  Unfortunately  in  many  areas  these  adolescents  are 
bounced  back  and  forth  between  parents^  courts,  police^  welfare  depart- 
ments, schools,  and  other  agencies,  none  of  whom  appear  able  to  manage 
them.  Eventually  they  are  sent  to  institutions  or  die  violent  deaths.  The 
need  for  secure  facilities  for  some  of  these  youths  is  hotly  debated  because 
of  both  civil  rights  issues  and  costs.  Probably  a  few  adolescents  may  need 
such  care,  but  a  range  of  alternative  services  to  avoid  such  facilities  clearly 
is  more  desirable. 

Adolescent  alcohol  abuse  may  range  from  infrequent  binge  drinking  to 
serious  problem  drinking.  Intervention  is  required  when  alcohol  interferes 
with  academic  worlc,  operation  of  a  motor  vehicle,  relations  with  peers  or 
parents,  or  causes  other  problems.  Services  may  include  individual  or 
group  counseling  by  peers  or  adults,  individual  or  group  psychotherapy, 
and  emergency  treatment. 

r>rug  use  in  adolescents,  although  more  frowned  upon  by  society  than 
drinking,  less  frequently  leads  to  adult  addiction  ( IS),  Nevertheless,  it  can 
cause  significant  problems  in  the  adolescent  years.  Again,  a  range  of 
s<nrvices  is  needed:  counseling,  psychotherapy,  emergency  treatment,  and 
for  a  few,  residential  treatment. 


Services  for  Athletes 

Large  numbers  of  adolescents  engage  in  strenuous  athletics  and,  while 
this  was  once  an  almost  exclusively  male  arena,  females  are  entering  it  in 
increasing  numbers.  Special  attention  needs  to  be  paid  to  the  prevention 
and  treatment  of  sports-related  injuries.  Periodic  examinations  of  athletes 
is  one  component  of  a  sports  medicine  program.  Others  include  adequate 
preparation  for  competitive  sports;  prohibition  of  participation  in  athletic 
activities  inappropriate  for  physical  and  emotional  developmental  stage; 
availability  of  personnel  trained  to  deal  with  emergencies  in  contact  sports 
and  in  other  activities  with  a  high  risk  factor  such  as  skiing  or  riding; 
prompt  treatment  of  injuries;  and  strong  rehabilitation  programs  (45)- 


Services  for  Adolescents  No  Longer 
in  Parental  Homes 

A  sizable  number  of  adolescents  no  longer  reside  with  their  parents  by 
their  own  choice,  their  p>arents*  wishes,  or  the  decision  of  a  public  or 


311 


private  agency.  Providing  health  services  to  these  youths  is  an  important 
issue  and  one  often  overlooked. 


Runaways  and  Street  OiUdren 

Health-related  programs  for  youths  who  have  run  away  from  home  or 
have  been  **thrown  out,**  for  young  prostitutes,  and  for  other  street 
children  are  a  particular  challenge  to  the  health  professional.  Their  health 
problems  frequently  are  myriad,  ranging  from  acne  and  colds  to 
pregnancies  (49),  venereal  disease,  and  drug  addiction,  and  yet  they  are 
the  least  likely  to  seek  assistance  because  of  fear  of  prosecution,  resistance 
to  being  returned  home,  and  a  distrust  of  adults.  When  a  health-related 
crisis  occurs,  they  seek  help  in  the  least  personal  facilities  where  their 
desire  to  remain  anonymous  may  be  granted:  hospital  emergency  rooms 
and  outpatient  dinics.  Such  facilities  seldom  review  or  serve  the  total 
needs  of  the  adolescent  and  are  even  less  likely  to  foUowup  to  determine 
compliance  with  recommendations.  Some  cities  have  developed  alterna- 
tive facilities  that,  while  sensitive  to  the  street  youth's  desire  for 
anonymity,  nevertheless  are  able  to  develop  a  sense  of  trust  that  enables 
them  to  provide  help  beyond  the  immediate  crisis  situation  and  thus  to 
keep  at  least  some  percentage  of  their  clients  in  care  long  enough  to 
ameliorate  their  physical  health  problems,  although  not  usually  their 
psychological  ones. 

Most  large  urban  centers  probably  need  specialized  programs  for  these 
youths:  outreach  workers  to  frequent  the  streets  and  other  areas  where 
street  youths  congregate  and  let  them  know  of  the  availability  of  services, 
ambulatory  care  centers  that  are  easily  available  and  provide  assistance 
with  a  minimum  of  personal  questions,  and  residential  facilities  for  those 
needing  care  or  protection. 

Resklents  of  Institutioiis 

When  a  public  agency  assumes  the  responsibilities  of  a  parent,  as  it 
must  in  most  cases  when  an  adolescent  is  placed  in  a  detention  center,  jail, 
reformatory,  training  school,  school  for  the  retarded,  or  other  residential 
facility,  the  maintenance  and  even  the  improvement  of  the  youth*s  health 
should  be  among  its  functions.  However,  studies  of  institutionalized 
populations  frequently  reveal  deplorable  environmental  conditions  and 
medical  services  of  inferior  quality.  This  is  particularly  unfortunate 
because  stich  institutions  usually  draw  disproportionately  from  the 
economically  deprived  segments  of  the  population  m^ose  health  most 
often  is  substandard  before  institutionalization.  The  service  needs  of  this 
population  may  be  greater  than  those  of  most  adolescents,  and  special 
attention  may  need  to  be  paid  to  psychological  and  contraception 
services.  A  complete  medical  assessment  upon  institutionalization  should 
be  required  along  with  treatment  for  all  conditions  discovered.  The  unique 
problem  is  how  to  deliver  the  services.  Institutionalized  adolescents 
cannot  reach  the  services  they  need  without  assistance  and  may  be 
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unwilling  to  use  community  facilities  if  they  are  stigmatized  as  coming 
from  an  •n.s*itution  Thus*  in  most  cases*  the  services  must  be  brought  to 
them.  . '  they  may  be  reluctant  to  use  such  services  effectively  since 
any  ac  t  -  iti  -  the  institution  may  be  seen  as  the  enemy.  To  be  effective* 
health   i  -  must  separate  themselves  from  other  institutional 

personu^ 3jid  attempt  to  convince  adolescents  that  medical  confidentiali- 
ty will  be  maintained  despite  the  setting*  The  maintenance  of  high-quality 
care  in  an  institution  that  frequently  pays  poorly  and  is  isolated  from 
professional  review  is  often  very  difficult. 

Adolescents  in  Fcwter  Care  or  Group  Homes 

In  this  situation  as  well,  the  agency  that  assumes  responsibility  for 
placing  adolescents  should  assume  responsibility  for  their  health  needs. 
Unfortunately  this  is  not  alwa^'S  the  case.  Since  youths  in  these  settings 
usuaUy  are  not  physically  restricted^  they  and  those  responsible  for  them 
can  seek  care  from  the  usual  cotnmunity  facilities.  Other  needs  and 
problems,  however,  frequently  take  precedence  especially  since  a  prior 
medical  history  nmy  not  be  available  and  adolescents  may  be  reluctant  to 
discuss  their  problems.  Also,  the  funds  provided  for  the  care  of  the 
adolescent  may  not  be  stifficient  to  obtain  necessary  medical  care.  These 
situations  require  careful  monitoring  by  the  agency  responsible  for  the 
child^s  placement.  Before  placement  a  complete  health  assessment 
including  physical,  psychological,  and  social  components  should  be 
mandated.  Periodic  checks  to  determine  that  essential  care  is  received  and 
that  the  child  is  adjusting  well  should  be  made  during  the  placement 
period.  Cotmseling  and  other  therapies  should  be  available  if  needed.  The 
cooperation  of  the  foster  parent  or  the  director  of  the  group  home  and  the 
adolescent  should  be  encouraged,  but  this  does  not  obviate  the  need  for 
agency  monitoring  of  compliance  to  promote  the  child*s  physical  and 
mental  health.  In  addition,  the  adolescent*s  psychological  well-being  will 
undoubtedly  be  improved  if  plans  arc  made  and  implemented  for  their 
long-term  disposition — with  the  adolescent  participating  in  the  planning. 

Hospitalized  Adolesc^^ 

Although  rates  of  hospitali2:ation  arc  not  high  among  adolescents, 
youths  hospitalized  for  more  than  a  few  days  of  inpatient  treatment  for 
medical  or  surgical  conditions  of  acute  or  chronic  uattu'e  require 
specialized  services.  As  increasing  numbers  of  children  with  chronic 
illnesses  or  handicapping  conditions  live  into  adolescence,  more  and 
better  adolescent  units  are  needed.  Adolescent  wards  are  recommended 
rather  than  pediatric  or  adult  services.  Such  wards  can  be  staffed  by 
personnel  sp>ecifically  trained  in  adolescent  medicine,  and  th^  permit  the 
social  interaction  so  essential  to  adolescent  psychological  health.  Educa- 
tional and  recreational  programs  are  essential  if  the  adolescent's  develop- 
ment is  to  continue  during  his  or  her  period  of  hospitali2:ation.  A  special 
adolescent  ward  makes  such  programming  easier. 
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PROBLEMS  IN  THE  PROVISION 
OF  SERVICES 


Many  of  the  problems  that  have  been  faced  in  providing  services  to 
adolescents  and  that  can  be  anticipated  in  the  future  have  been  reviewed 
in  early  sections.  In  this  section  they  will  be  grouped  and  summarized. 


Adolescents  do  not  always  receive  the  services  they  need  because  they 
are  reluctant,  for  a  variety  of  reasons,  to  seek  them  themselves.  Yet  they 
will  no  longer  allow  parents  to  make  these  decisions  for  them.  This 
problem  is  less  crucial  in  eaily  adolescence  but  usually  increases  with  age. 
Shame,  fear,  and  fatalistic  or  irresponsible  attittules  are  factors  in 
adolescent  avoidance  of  health  services  that  are  difficult  to  overcome. 
Another  factor,  desire  for  privacy  and  confidentiality,  should  be  easier  to 
accommodate,  although  it  may  conflict  with  normal  parental  wishes  to 
know  about  their  children's  problems  so  that  they  can  help  them.  This 
problem  is  further  complicated  in  some  States  by  laws  requiring  parental 
consent  for  treatment  of  certain  medical  and  emotional  conditions, 
provision  of  contraceptives,  abortions,  and  other  services  (5C?).  This 
problem  will  not  be  resolved  easily  or  quickly  (5i). 

One  possible  solution  is  to  substitute  professional  judgment  for  legal 
requirements.  Physicians,  nurses,  social  woricers,  and  others  would  be 
instructed  to  urge  adolescents  to  inform  their  parents  of  their  health  needs 
and  the  services  they  were  requesting.  If  they  refused,  and  the  professional 
believed  that  they  had  good  reason  for  refusing  or  that  their  health  might 
be  more  jeopardized  by  informing  the  parent  and  thereby  possibly  causing 
the  youths  to  av<nd  care,  the  professional  would  have  the  option  of 
providing  services  without  parental  notification  or  permission.  Such  a  step 
obviousfy  should  not  be  taken  without  consideration  of  all  factors,  and 
unobtrusive  assessments  of  the  family  situation  by  social  workers  or 
outreach  personnel  migiht  be  needed. 


ERIC 


The  field  of  adolescent  health  suffers  from  the  general  underfinancing 
erf*  services  for  nonvoting  and  nonvocal  groups.  The  general  public's 
perc^tion  of  the  adolescent  years  as  healthy  ones  leads  to  their  receiving 
a  small  share  of  even  the  funds  available  for  children;  for  example, 
adolescents  are  often  the  last  g^np  sougiht  in  Early  and  Periodic 
SCTeenii^  Diagnosis,  and  Treatment  (EPSOT)  programs. 

"But  there  is  another  financing  problem  unique  to  the  adolescent  group, 
their  dependence  on  parental  financing  even  when  they  seek  care 
independently.  Some  adolescents  are  deterred  from  seddng  care  because 
the  providers  will  request  their  parents*  insurance  or  Medicaid  card  as 
assurance  of  payment.  Later,  in  most  cases»  the  parents  will  be  notified 
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that  a  specific  type  of  care  was  received.  Even  when  adolescents  are  issued 
tbeir  own  cards,  notification  usually  follows.  This  makes  it  impossible  to 
conceal  the  receipt  of  service  from  the  ftaoafy.  This  is  another  situation 
where  professional  judgment  m^iht  be  substituted  for  automatic  proce- 
dures. It  idiould  be  possible  for  an  adcdescent  to  request  that  notification 
not  be  sent,  and  to  have  his  or  her  wishes  respected  if  the  attending 
professionai  feds  that  the  request  is  reasonable. 

Hie  problem  remains  of  obtaining  services  if  one  is  poor  and  not 
covered  by  private  insurance  or  Medicaid,  or  obtaining  health  promotion, 
dtstiasr  prevention  or  detection,  or  othier  services  that  are  often  not 
covered  by  private  ^ans  or  Medicaid.  This  problem  is  not  unique  to 
adolescents  or  even  to  duldren  and  pregnant  women,  but  rather  covers 
bodk  sexes  and  the  entire  age  spma.  It  needs  to  be  addressed  through  a 
comprehensive  national  health  plan  that  does  not  exclude  certain  groups 
or  certain  services. 

Pigment  for  heaMi  assessments  performed  on  adolescents  has  problems 
beyond  the  fact  that  most  diird-party  payers  do  not  cover  this  type  of 
preventive  service.  An  adequate  assessment  <^  an  adolescent,  such  as  has 
been  described  in  earlier  sections,  can  easily  take  30  minutes  or  more.  This 
is  considerabty  more  time  than  the  pediatrician  devotes  to  periodic 
assessments  of  infants  or  young  children  and  may  even  be  longer  than  an 
internist  spends  with  an  older  patient.  Reimbursement  for  adolescent 
visits  at  the  same  rate  as  visits  younger  or  older  patients,  therefore,  will 
not  encourage  physicians  to  peiAoim  the  assessment  tasks.  A  fee  related  to 
the  investment  of  time  and  psychic  energy  is  needed. 


Oisuiization  of  Services 

Services  for  adc^escents  can  be  provided  in  traditional  settings: 
physicians*  offices,  community  health  centers,  hospitals,  and  others. 
Frequently,  however,  in  a  sensitive  area  such  as  r^>roductive  health, 
special  hcnirs  must  be  set  aside  to  s^r^ate  the  adolescents  from  others, 
^>ecial  wards  must  be  organized,  and  sprrially  trained  personnel  must  be 
enquloyed.  Because  of  the  problems  involved  in  making  such  arrange- 
ments, and  the  increased  costs  often  associated  with  them,  these 
arrangements  are  often  controversiaL 

N'ontraditional  settings  may  be  equally  controversiaL  The  use  of  mobile 
vans  or  storefronts  may  cause  concern  to  personnel  accustomed  to  naore 
traditional  medical  settii^s.  Similarly,  &e  inclusion  of  health-related 
services  in  settings  usually  associated  with  recreational  or  other  functions, 
such  as  settlement  bouses,  may  be  uncomf<Htable  for  personnel  used  to 
the  authoritative  structure  of  medical  settings  and  the  ba^-up  services 
such  settings  can  provide.  Such  nontraditional  settings  may  also  be 
associated  with  additional  e3q>enses  because  th^  will  not  permit  the 
economies  of  scale  associated  with  traditional  settings.  In  addition,  ^>ecial 
hours,  ^>ecial  facilities,  and  ^>ecial  personnel  may  be  viewed  by  the 
general  public,  and  even  by  health  professionals  as  **molly  coddling,** 
giving  in  to  the  demands  of  adolescents,  spoiling  them.  These  attitudes 
may  surface  particular^  when  the  services  are  needed  in  connection  with 


m  deviant,  socially  disapproved  activity:  sexual  intercourse,  drug  or 
alcohol  abuse,  or  ninning  away. 

Another  organizational  issue  is  determining  the  most  cost  cfTective  way 
to  deliver  health  services  to  adolescents.  One  model  is  an  adolescent 
facility  that  provides  a  wide  range  of  services:  care  for  medical  conditions, 
contraceptive  services,  and  programs  for  the  emotionally  disturbed,  to 
name  a  few.  Alternatively,  a  specialized  service  can  be  made  available  to  a 
wide  spectrum  of  age  groups,  among  them  adolescents.  A  Planned 
Parenthood  center  would  be  an  example  of  such  a  model,  providing 
contraceptive  services  to  women  in  all  the  childbearing  ages,  with 
adolescents  being  served  at  special  times. 

The  role  of  the  schools  in  the  promotion  of  child  health,  including  that 
of  adolescents  is  of  particular  interest  ciurently  because  of  the  new 
attention  being  devoted  to  health  education,  and  the  experimental 
programs  supported  by  the  Robert  Wood  Johnson  Foundation.  The 
potential  role  of  the  schools  in  health  promotion  through  a  variety  of 
educational  p*x>grams,  some  of  them  in  controversial  areas,  already  has 
been  disctissec  In  some  of  the  experimental  programs  school  nurse 
practitioners  are  doing  health  assessments  and,  in  conjunction  with  school 
physicians,  providing  treatment  or  referring  adolescents  for  care  else- 
where.  Since  a  very  large  proportion  of  the  adolescent  population  is  in 
school,  this  would  appear  to  be  a  very  effective  way  of  providing  care. 
Resistance  can  be  anticipated  from  the  medical  profession,  which  may  see 
an  expanded  school  health  program  as  competing  with  private  practice, 
and  from  school  boards  and  public  officials  who  may  think  such  a 
program  is  an  expensive  frill  to  be  eliminated  in  times  of  financial 
constraint.  In  addition,  the  adolescent  students  themselves  may  believe, 
frequently  correctly,  that  school  records,  even  medical  records,  are  open 
to  teachers,  administrator^  and  parents;  and  that  school  nurses  owe  their 
allegiance  to  the  schools  rather  than  to  the  patient.  Both  of  these 
suspicions  would  lead  to  the  conclusion  that  privacy  and  confidentiality 
are  impossible  in  the  school  setting  and  that  problems  of  that  nature 
should  be  taken  elsewhere.  Before  school  nurse  practitioner  or  other 
school-based  health  programs  targeted  at  adolescents  can  be  effective, 
these  issues  will  have  to  be  faced  and  solved  through  regulations  and  the 
development  of  trust. 

Personnel 

Throughout  these  sections  there  has  been  continued  reference  to  the 
need  for  personnel  specially  trained  to  imderstand  and  treat  the  problems 
of  adolescents.  This  recommendation  has  its  own  problems.  Tbc  Future  of 
Pediatric  Education,  a  report  by  the  Task  Force  on  Pediatric  Education 
(52)  listed  adolescent  medicine  as  one  of  the  most  significant  areas  in 
which  the  educational  content  of  many  residency  programs  was  inade* 
quate.  The  report  stated  that  more  than  17  percent  <^  patients  seen  by 
pediatricians  were  13  years  of  age  or  older  and  that  pediatricians  were 
now  the  primary  care  physicians  for  a  quarter  of  all  adolescents.  It  also 
noted  that  almost  70  percent  of  recent  graduates  of  pediatric  residency 
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voted  tiieir  tniautt  in  this  area  as  iatuflScicnL  Expansion  oTthe 
tt  component  of  pediatric  residencies  is  strongly  advocated  in  the 


Other  pcoTcssioaals  such  as  midlcvel  medical  practitioners,  psychdo- 
gists»  social  workers,  nurses,  and  others  also  need  trmining  in  the 
addeacent  field.  The  Office  for  Maternal  and  Child  Health  of  the  Public 
Health  Service  siippotu  nine  adolescent  interdiscipltnary  tnininjt  proiects 
attttsCitiitkMisofhi^ierlearaing.  i«— ^  ^ 

If  facilities  for  the  treatment  of  adolescent  health  needs  arc  to  be 
*i*P^nded,  a  mnch  larger  pool  of  trained  professionals  win  be  needed.  This 
wiD  require  a  commitment  from  the  health  professions  and  the  Federal 

—~ —   — -  -    -  — 


Contiovmy  SamKnidiiig  Health  F4inc«rtoo 

Health  education  particularly  in  sexual  and  drug  abuse-related  areas 
may  be  very  controveisiaL  The  effectiveness  of  many  traditional  methods 
has  not  been  proved  and  the  results  of  newer  methods  are  just  beginning 
tober^orted. 

Moreover^  parents  and  others  fear  that  the  provision  of  information  in 
these  areas  may  in  itself  lead  to  expci  intentation.  There  is  some  evidence 
that  this  is  true  in  the  drug  field  and  clearly  new  »«^hfKH  must  be  found 
that  avoid  this  danger.  In  the  area  of  sex  education,  studies  have  shown 
that  contracq>tive  use  may  fdlow  the  initiation  of  sexual  activity  by  a  year 
or  more.  It  seems  unlike^,  therefore,  that  information  about  contracep- 
tives can  cause  sexual  experimentation. 

In  this  section  on  problems  in  the  provision  of  services,  attention  has 
been  focused  on  protdems  undque  to  the  adc^escent  years.  This  should  not 
be  interpreted  as  signifying  that  adc^escents  are  exempt  firom  the  problems 
that  plague  all  health  services  for  diildren:  inadequate  financing, 
discrimination  agsinsf  the  poor  and  minorities,  \Tnrqusl  distribution  of 
services  Icadfng  to  inadequate  services  in  rural  areas  axid  some  inner  cities, 
finagmentation,  and  the  absence  of  a  system  that  assumes  responsibiliiy  for 
child  health  or  a  policy  that  suggests  ttiat  this  is  important. 


CONCLUSION 

The  health-related  needs  of  the  adolescent  are  receiving  increasing 
attention  ftom  the  Federal  Government  and  the  general  puUic  This  new 
prominence  can  provide  an  oppoiiuni^  to  take  a  fresh  lo<^  at  this 
pcpohttion  and  its  very  special  needs.  It  is  hoped  that  whsit  vnU  emerge  is 
a  program  devoted  to  an  entire  range  of  services  for  adolescents  rather 
than  a  series  of  services  targeted  at  incOvidual  problems. 
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HEALTH  CARE  FOR 
CHRONICAULY  DISABLED 
CHILDREN  AND 
THEIR  FAMILIES 

by 

Henry  T.  Ireys,  Ph.D.* 


INXROOUCnON 

The  handicapped  children  of  this  country  constitute  a  minority  group 
whose  needs  the  Nation's  health  care  system  has  neglected.  To  meet 
bandicapped  children's  requirements  for  health  care — broadly  defined — 
requires  medical,  psychological,  social,  and  educational  services.  Short- 
comings in  any  one  of  these  areas — such  as  the  well  documented 
inadequacies  in  the  medical  care  delivery  system  for  rfiildrcn  (7,  2,  3} — 
p»articulariy  hinder  children  with  chronic  disorders.  Handicapped  children 
also  suffer  from  the  inability  of  the  service  agencies  to  coordinate  their 
efforts  or  to  worfc  closely  with  families  in  setting  priorities  and  developing 
plans  for  care.  Furthermore,  the  costs  of  care  for  handicapped  children 
can  be  very  high  (4),  and  family  assistance  from  public  and  private 
programs  is  inconsistent  and  generally  inadequate  (5).  Finally,  both 
health  care  f>rofessionals  and  society  in  general  have  systematically, 
although  unintentionally,  disciiminated  against  these  children  and  their 
families  (6). 

The  number  of  handicapped  children  is  large: 

•  7.2— 10.8  million  American  children  (10—15  percent  of  all  children 
under  18)  have  some  type  of  chronic  impairment 

•  1—2.8  miJQion  children  have  conditions  sufficiently  severe  to  limit 
their  daily  activities  significantly 

The  burdens  on  these  children  and  their  families  can  be  enormous:  the 
continumg  high  costs  for  health  care  services  not  covered  by  public  or 
private  insurance;  the  pSiysical  problems  of  nstp^m^  pain  or  continued 
discomfort;  the  emotional  stress  of  feeling  "different,"  dependent,  and 
unworthy;  the  pervasive  social  stigma;  and  the  frustration  of  finding  no 
consistent  network  of  support. 


*noat  OoctonI  FcOow,  Cenler  Cor  the  Stndy  of  Fmmitin  and  OnMren.  VaaderbOt  t»«*it»tr  for  Public 
PohcyStadie*. 
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Recently,  a  greater  recognition  of  the  civil  rights  of  handicapped 
individuals  and  an  emphasis  on  ''holistic  health"  have  brought  many 
positive  changes  for  these  children  and  their  families,  including  new 
legislation  (The  Education  for  All  Handicapped  Children  Act  of  1975, 
P.L-  94—142),  such  new  programs  as  Direction  Service  Centers  of  the 
National  Association  of  State  E>irectors  of  Sp^al  Education,  1979,  and 
efforts  to  gain  new  knowledge  (7).  However,  these  developments  are  still 
in  their  infancy  and  will  need  nurturing. 


IDefinhioiis 

In  this  paper,  a  chronically  disabling  or  handicapping  condition  is 
defined  as  any  mental  or  physical  disorder  that  continually  or  repeatedly 
threatens  to  disrupt  normal  development  in  the  physical,  intellectual, 
emotional,  or  social  sphere.  Many  of  the  conditions  subsumed  under  this 
definition  are  listed  (7)  in  Appendix  A.  Based  on  this  typology,  the  term 
"chronic  disability^  includes  such  conditions  as  mental  retardation  and 
severe  psychiatric  disturbances,*  as  well  as  such  physical  diseases  as 
leukemia,  sickle  cell  anemia,  and  muscular  d3^trophy. 

The  terms  "handicapped"  and  "disabled"  are  used  interchangeably. 
Both,  however,  are  distinguished  from  "illness,"  which  refers  to  an 
ongoing  disease  process,  such  as  diabetes.  The  tenns  handicapped  and 
disabled  refer  to  the  effects  of  a  disease  process,  birth  defect  (e.g.,  a  cleft 
lip),  or  accident  (e.g.,  loss  of  Umb).  Chronic  "conditions"  and  "disorders" 
are  both  used  gencrically,  to  refer  to  the  full  range  of  chronic  health 
problems.  The  term  "catastrophic  condition"  denotes  a  particularly 
severe,  unstable,  and  costly  chronic  disorder. 

"Medical  treatment"  includes  those  activities  designed  to  ameliorate 
strictly  physical  conditions — such  as  the  prescription  of  drugs,  siirgical 
procedures,  and  the  fitting  of  prostheses.  "Management  of  care"  refers  to 
a  broader  range  of  activities,  including  those  that  help  children  adapt  to 
their  conditions  and  demonstrate  a  reasonable  degree  of  compliance  with 
medical  treatment.  "Health  care"  is  a  generic  term  for  all  activities 
designed  to  promote  adaptive  physical,  psychological,  or  behavioral 
functioning.  Thus,  this  term  includes  not  only  medical  care,  but  atso 
psychological  support,  proper  educational  placement,  and  health  promo- 
tion and  oisease  prevention  programs. 


The  Context  of  Chronic  Conditions  of  Childhood 

This  paper  is  based  on  three  assimiptions  concerning  the  most  useful 
and  appropriate  contexts  in  which  to  consider  the  chronic  conditions  of 
childhood.  First,  services  for  handicapped  children  are  largely  based  on 
need  as  perceived  by  a  variety  of  health  care  professionals,  all  of  whom 
are  influenced  by  their  training,  by  political  and  economic  pressures,  and 

'For  a  aisct^ion  of  the  problem  of  mental  illness  in  children,  see  -Renections  on  Maternal  and  Child 
Health  Programs,"  Chapter  VI L.  in  this  volume. 
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by  generally  accepted  attitudes  toward  handicapped  children.  Conse- 
quently, when  new  health  care  needs  arise  or  when  needs  are  newly 
recognized^  the  health  care  system  is  likely  to  re$p>ond  slowly  because  of 
entrenched  habits  and  domininant  professional  interests  C^.  Thus, 
substantive  changes  in  the  health  care  system  for  handicapped  children 
are  likely  to  occur  only  wiih  substantive  changes  in  the  habits  of  health 
care  providers. 

An  estimated  2.3  percent  of  all  children  live  in  long-term  residential 
institutions  (9,70>;  the  majori^  of  these  children  are  profoundly  mentally 
retarded,  multifaandicapped,  or  severely  emotionally  disturbed.  Because 
veiy  few  children  who  are  mildly  mentally  retarded^  strictly  physically  ilU 
or  disabled  live  outside  of  a  family^  this  paper^s  second  assumption  is  that 
a  disabled  child^s  family  should  be  actively  involved  in  decisions  about 
treatment  and  management.  Health  care  services  for  handicapped 
children  may  not  even  be  effective  '^luiless  there  is  greater  recognition  of 
the  family  context  in  which  children  live,  and  through  which  social 
programs  must  operate^  (i^)-  If  ^  family  establishes  a  supportive  and 
encouraging  atmosphere,  the  disabled  child'^s  chances  of  developing 
adaptive  patterns  of  living  are  vastly  improved. 

Tlie  paper's  third  assumption  is  that  the  handicapped  child  is  foremost  a 
growing  individual  who  will  move  through  predictable  developmental 
stages  and,  like  all  children,  will  have  to  confront  certain  tasks.  Successful 
adjustment  to  a  chronic  disabling  condition  requires  accomplishing  these 
tasks  and  managing  the  transition  from  one  to  the  next  despite  the 
limitations  imposed  by  the  handicap. 


BURDEN  OF  ILLNESS 

Because  the  Nation's  birthrate  has  been  on  a  slight  upswing  recently, 
the  number  of  chronically  handicapped  children  will  increase  during  the 
next  decade.  Estimates  of  the  percentage  o^  the  childhood  population  now 
chronically  handicapped  vary  gready,  depending  on  the  definition  of 
handicap  and  the  soiu'ce  of  die  infomiation  on  extent  of  handicap.  No 
national  health  survey  has  included  questions  that  would  allow  direct 
estimates  of  the  incidence  or  prevalence  of  chronic  handicaps.  However, 
several  small-scale  surveys  permit  indirect  estimates,  and  some  national 
survey  data  are  available  for  selected  conditions  (table  I)* 

Estimates  cf  the  prevalence  of  chronic  physical  illness  among  American 
children  range  between  6  and  20  percent  of  the  total  population  13, 
i4,  IS).  Mild  and  severe  mental  retardation  affects  about  3.4  percent  of 
the  Nation^s  children,  and  the  major  p^chiatric  conditions  affect  perhaps 
5  to  15  percent  of  the  population  C^^-  Taking  into  account  that 
multihandicapped  children  may  have  been  coimted  more  than  once,  the 
percentage  of  chronically  handicapped  children  (including  those  with 
severe  psychiatric  disorders)  is  estimated  to  be  between  10  and  15  percent 
of  children,  a  figure  that  roughly  corresponds  to  the  12  percent  used  in 
The  Education  for  All  Handicapped  Children  Act,  P.L.  94-142. 

Moreover,  the  extent  of  the  limitations  caused  by  handicapping 
conditions  cannot  be  assessed  readily.  As  illustrated  in  table  2,  several 
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Chronic  Bronctiite 


Dystrophy 


Total  Chronic  tHness^ 


22.4  (O 

45.6  (D) 

38.9  (A2) 

31.1  <A2) 

56.2  (B) 

8.5(D) 

15.2(0 

16.7(B) 

4.0(D) 

5.7(F) 

12.5(0 

46.1  (B) 
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8.0(D) 

9.4  (A3) 

12.1  (O 

5.1  (O 

7.8  (A1) 

8.5(D)iaO(A3) 

4.9(0 

7.4(D) 

9.0  (A1) 

0.8(G) 

1-4  (F) 

1-6  (H) 

2.7(0 

5.7(D) 

2.8(D) 

8.0(0 

14.3  (D 
5.0(K) 

19.7(G) 

0.5(F) 

1.3(E) 

0.3  (J) 

1^(F) 

1-4(Q) 

0.6(0 

1.7(D) 

35.9(B) 

10.5(A4) 

1.5  W!> 

2-2  (F) 

3.2(G) 

1.0(L) 

21.0(A1) 

i.O(iyi) 

0.4(hD 

34.0  (N) 

4.0(N) 

30.0(N) 

111.6(0111.8  (D) 
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BmwmMt  off  tate  of      Boct— Im,  Birth 


None  or              54  45 

37 

46 

Modocato            34  39 

SO 

38 

Smwre                 12  15 

13 

17 

^  Pt— and  Roghmann.  1971. 

*  W«rmr.  Dtormfi,  and  French.  1 971 . 

TABLE  3.  CMMran  and  VouMi  UmH 

led  kt  Actlvflly 

YouMi  UnllMf  In  Activity 

Alt  AoM  Under  18 

3.8 

UncJor  6 

2.4 

6-11 

4.0 

12-17 

4.7 

12-15 

4.5 

16-17 

5.1 

FamBy  Income 

Under  S5.000 

5.2 

^,000-S9.999 

4.1 

S1O.000-S14.999 

3.7 

S**  .3,000  or  more 

a4 

''white 

3.8 

Stack 

3.6 

SOURCE:  Volume  III  Off  this  report,  table  52. 


Studies  show  that  most  children  with  chronic  disorders  have  mild  to 
moderate  disability,  with  12  to  17  percent  facing  severe  disabili^  (14X^7). 
Although  for  some  chronic  conditions,  such  as  sensory  disorders  or 
mental  retardation*  objective  methods  can  establish  the  degree  of  severity; 
measurements  of  severi^  for  other  conditions  have  not  been  developed  or 
are  not  widely  acc^ted*  These  estimates  of  severity  are  important  for 
policymaking,  especially  for  establishing  ^^^ch  children  are  most  in  need 
of  services,  and  more  empirical  work  is  needed  in  this  area. 

Consistent  with  trends  in  the  general  health  care  of  children,  handi- 
capped children  in  families  with  low  incomes  tend  to  have  greater  needs. 
For  exan:q>Ie,  alUiough  ^asthma  is  a  major  burden  for  any  family,  its  toll 
on  low  income  families  is  even  greater.  Tims,  aIthoug|i  ^^thmA  seems  to  be 
distributed  evenly  among  various  social  classes,  several  surveys  have 
found  higher  rates  of  severe  asthma  among  lower  socioeconomic  status 
families.*'  (4).  As  table  3  shows,  the  percentage  of  children  limited  in 
activity  is  also  higher  in  families  with  low  incomes. 


EKLC 


325 

334 


Indices  of  Healtfi  Status 


IjOBgevity 

Only  a  few  chronic  conditions  are  likely  to  cause  death  in  childhood. 
Malignancies  (primarily  leukemia)  and  congenital  malformations  account 
for  the  largest  percentage  of  childhood  deaths,  excluding  injuries  (table  4). 
Nevertheless,  some  chronic  conditions  appearing  in  childhood  do  shorten 
life  e3q>ectancy  maikedly,  resulting  in  death  in  the  twenties  or  early  thirties 
ilSy,  The  <{ua]ity  of  life  for  these  young  adults  depends  in  large  measure 
on  how  wrfl  they  have  learned  to  live  with  their  conditions  during 
chadbood  and  adolescence.  Unfortunately,  little  empirical  information  is 
available  on  the  functioning  of  adults  who  were  handicapped  in 
childhood. 


1-17 


1-S 


6-11 


ia-17     12-1S  16-17 


NufTOJw  of  deaths 


10.000  poptMstion 


All  causss 

Acddants  and  violence 
and  conditions 


AN 

Accidents  and  violence 


and  conditions 


l^alignant  neoplasnis 

Leukemia 
Congenital  anomaHee 

Heart 
Nervous  ^fstem 
Respiratory  system 
Circulatory  system 
Infective  and  parasitic 


&4 

3.1 

ao 

4.4 

9.1 

2.9 

1-6 

4J2 

2.7 

7.0 

3.4 

1.5 

1.8 

1.6 

2. 

cenf  of  c 

taaffts  due  to  apecific  cau» 

100.0 

100.0 

100.0 

100.0 

1OO.0 

100.0 

58.4 

46-1 

51-3 

69.9 

62.5 

76.8 

50.0 

41.1 

49.7 

56.5 

52.5 

60.4 

2.6 

.3 

5.4 

4.0 

6.7 

4.6 

3.4 

2.4 

6.5 

4.5 

a.3 

41.6 

53.9 

48.7 

30.1 

37.5 

23.2 

10.8 

9.2 

17-2 

8.9 

11.2 

6.8 

10.2 

a.7 

16-3 

&4 

10.5 

6.5 

4.3 

3.5 

8.0 

3.2 

4.3 

2-1 

6.5 

12.2 

6.6 

2.5 

3.4 

1.6 

3.4 

6.7 

3.2 

1^ 

1.7 

.8 

5.1 

7-3 

5.6 

as 

4.1 

2.6 

4.8 

8.0 

4.3 

2.9 

3.8 

2.1 

4.2 

3.9 

4.0 

4.5 

5.4 

3.7 

2.6 

4.4 

2.6 

1.4 

1.9 

.9 

SOURCE:  National  Cantnr  for  Health  Statistics.  Division  of  Vital  Statistics:  Unpublished  data  from 
the  national  vital  registration  ^fftero. 


Need  for  Primary  Care  Services  and  Hospltalizatioas 

Many  chronic  disorders — diabetes,  sickle  cell  anemia,  and  hemophilia, 
for  example— increase  the  risk  of  infections  and  serious  accidents, 
occurrences  that  in  turn  can  aggravate  the  chronic  disorder.  Thus, 
children  with  these  conditions  need  regular  primary  care  services — routine 
examinations  and  treatment  for  common  illnesses— and  more  frequent 
ho^talizations  for  acute  conditions  than  healthy  children. 
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Mcsttally  retarded  chiklren  also  have  fxequent  medical  problems 
distmct  fioftt  dfeeir  mental  xetaidatkm:  in  <me  survey,  92  percent  or 
inMitutionaHred  mentaUy  retarded  duldien  bad  at  least  one  medical 
pcoUem,  54  percent  had  two  <»-  more,  and  20  percent  had  three  or 
more</^.Se^^re  dental  problems  were  fxequent  in  those  children  who  had 
been  iuaUitationalTTysd  the  longest.  Similarly,  convulsions,  recurrent  bron- 
chitis,  major  diseases*  and  admissions  to  ho^ntals  occur  more  often  in 
intellectually  retarded  children  (i^. 

Some  chronicalfy  disaUed  dhildren  need  fairiy  long  hos^ntalizations. 
Although  utilization  data  do  not  accurately  measure  need,  a  study  of 
newborns  at  twoho^tals  indicated  that  those  bom  with  defects  generally 
remain  in  the  hospital  longer  (20).  A  survey  of  over  200  handic^>ped 
children  demonstrated  that  one-fifth  had  required  hospitalization,  often 
for  lengthy  periods,  because  of  their  conditions  (about  half  were 
ho^ntafized  from  2  to  6  weeks);  nearly  half  of  these  hospitalizations 
occurred  before  age  two.  (21).  More  than  half  of  the  children  in  this 
survey  had  visited  a  physician  within  the  jneceding  year  because  of  the 
condition — 11  percent  had  more  than  lO  physician  visits  and  2D  percent 
more  than  20  visits.  These  fi^ires  compare  to  a  1976  average  of  63  visits 
per  year  for  the  general  population  of  children  aged  O  to  6  and  3.0  per  year 
for  children  a^ed  6  to  16  (j£2>. 

Indices  of  Psychosocial  Functioning 

Chronically  disabled  children  and  their  families  are  more  likely  to  have 
psychological  and  social  problems  of  various  kinds  than  healthy  children 
and  their  families.  The  size  of  their  increased  risk  is  uncertain,  partly 
because  of  - a  lack  of  studies  with  appropriate  controls.  Furthermore,  a 
child's  successful  adjustment  to  a  chronic  disorder  apppears  related  to  the 
qua&iy  of  family  fum^tioning,  but  the  extent  and  nature  of  this  relationship 
is  uncertain. 

Fart  the  confusion  lies  in  the  dififering  definitions  of  **adjustment*^ 
and  in  the  wide  variety  of  measures  that  are  used  to  assess  "maladjust- 
ment.*' Many  of  these  are  not  wdD  validated  and  focus  solely  on  deficits  in 
functioning,  excluding  individual  or  &mily  strengths.  Furthermore, 
distinguisihing  between  formal**  or  **expected**  psycholQ^cal  difficulties 
in  response  to  a  catastrophic  condition  and  the  more  severe,  long-term 
maladaptive  responses  is  difficult. 

Both  anecdotal  accounts  and  empirical  evidence  (23,  IPy  suggest  that 
the  inq»act  of  a  chronic  condition  may  be  related  to  the  severity  of  the 
condition  in  a  nonlinear  fashion.  That  is,  moderately  severe  conditions 
often  have  a  more  negative  effect  on  psychosocial  functioning  than  either 
mild  or  very  severe  conditions.  Put  simply,  it  may  be  ea^er  to  adjust  to  a 
comptctic  or  nearly  complete  disability  tiian  to  a  partial  disability. 

Important  factors  determining  the  psychosocial  impact  of  a  chronic 
disorder  include  its  severity,  location,  cosmetic  effect,  the  age  of  the 
affected  child,  the  socioeconomic  status  and  marital  stability  of  the 
parents,  and  the  support  of  dose  ffiends  and  relatives.  Concerted  efforts 
arc  needed  to  identify  other  specific  factors  that  cause  some  children  and 
fanrTHcs  to  ad^t  well  and  others  to  deteriorate. 
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Indices  of  Extucational  Needs 


DifFcrcnt  groups  of  chronically  disabled  chUdren  have  difTerent  educa- 
tional necds,^  Children  who  are  mentally  retarded,  for  example,  need 
special  educational  services  of  a  quite  different  nature  than  those  who 
have  specific  learning  disabilities  or  sensory  deficits.  Orthopcdically 
impaired  children  require  certain  archiw-'tural  and  structural  aids  if  they 
are  to  have  full  access  to  education.  For  children  with  systemic  disorders, 
educational  problems  presumably  result  from  secondary  effects  of  the 
disorders,  such  as  days  missed  from  school  or  feelings  of  depression.  In 
general,  lengthy  school  absences  and  lower  achievement  levels  are 
common  with  handicapped  children  (24). 

Estimates  of  the  percentage  of  handicapped  children  enrolled  in  schools 
(table  5)  are  substantially  lower  than  the  estimates  of  handicapped 
children  in  the  whole  population  (12-13  percent).  Under  P.L.  94-142, 
school  districts  can  receive  Federal  funds  for  special  services  for  up  to  12 
percent  of  their  enrolled  populations-  This  amount  is  almost  double  the 
proportion  of  students  currently  identified  as  handicapped.  (Some  school 
districts  may  have  even  higher  rates  of  handicap  among  enroUees,  which 
would  require  support  from  other  sources.) 


HANDICAPPING  CONPITIONS; 
DIFFERENCES,  COMMONAUTTEES,  AND 
SPECIAL  PROBLEMS 


Handicapping  conditions  vary  widely  in  the  amount  of  special  medical 
care  they  require,  the  extent  of  dependence  they  impose,  the  age  at  which 
they  appear,  their  stabiUty,  their  duration,  and  the  predictabiUty  of  their 
progression.  Sensory,  cosmetic,  motor,  emotional,  and  mteUectual  handi- 
caps occur;  some  of  trie  more  severe  conditions  include  all  of  these. 
£>£orders  have  acquired  different  "reputations"  that  can  affect  the  social 
adjustment  of  the  afflicted  child.  In  addition,  the  impact  of  disability  can 
be  very  different  among  children  with  the  same  medical  diagnosis.  For 
example,  there  can  be  a  greater  difference  in  medical  status  between  two 
diabetic  children  than  between  a  diabetic  child  and  a  healthy  child. 

Financial  resources  available  in  the  pubUc  and  private  health  care 
systems  for  the  support  of  various  disorders  vary  widely  among  the  States. 

Handicapping  conditions  also  differ  in  the  ways  their  physical  and 
psychological  dimensions  interact.  For  certain  physically  handicappmg 
conditions  that  are  primarily  genetic  in  etiology  or  that  result  from 
accidents,  emotional  sequelae  can  be  viewed  generally  as  "secondary 
problems.'*  For  those  conditions  that  primarily  affect  emotional  and 
cognitive  functioning,  physical  health  sequelae  can  be  considered  as 


more  complete  undewtandiiig  of  the  edacational  need*  of  handicapped  children  can  be  obtained 
.Tom  the  educational  Uterature  (25)  and  the  iiteraiure  pertaining  to  PJU  94-Wl  (26). 
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Witt)  multiple  handicaps  may  be  counted  in 
tor  Education  StatMics^  Survey  offlncocne  and 


^secondary  problems***  Family  and  social  relationships  play  a  complicated 
role  in  the  etiology  of  the  chronic  emotional  disorders,  and  sometimes  also 
ififflnmce  the  devdopment  of  emotional  problems  related  to  physical 
disorders.  For  such  chronic  handicapping  conditions  as  ^st^iynfl^  diabetes, 
and  possibly  arthiitis,  both  genetic  and  psychosocial  factors  seem  to  be 
involved  in  the  onset  and  duration  of  the  disorder. 


One  of  the  most  important  characteristics  ighflrcd  by  chronic  conditions 
is  the  potential  th^  aXi  have  for  severe  disruption  of  the  development  of 
thochild  and  the  life  of  the  fanxify. 

Chronic  conditions  also  impose  routines,  the  impact  of  which  should 
not  be  underestimated.  They  can  be  exasperatingly  repetitive,  demanding, 
and  stressful — the  constant  urinalysis  for  the  diabetic,  the  continual 
exercising  for  the  juvenile  arthritic,  the  consistent  monitoring  of  the 
autistic  child.  They  can  also  pose  une?q>ected  problems — the  inability  to 
find  a  baby  sitter,  months  of  disrupted  sleep  for  parents,  and  embarrass- 
ment in  social  ^tuatkms.  Yet,  fcfr  proper  management  of  the  disorder. 
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these  routines  must  become  interwoven  into  the  family's  daily  life.  If  they 
are  not^  stress  increases.  Indeed^  these  routines  often  become  lightning 
rods  for  the  intense  feelings  of  frustration  and  anger  of  both  parent  and 
child. 

As  the  child  grows  older  and  major  family  events  such  as  moves, 
marriages,  and  deaths  occur,  the  child's  and  the  family's  understanding  of 
the  handicap  and  its  meaning  for  them  evolve.  Smooth  fimctioning  can 
suddenly  become  turbulent.  Periodic  reassessments  of  both  psychological 
and  physical  functioning  are  therefore  necessary. 

The  chronicity  of  the  disabling  conditions  also  limits  the  goal  of  care  for 
these  children;  jn^tr^d  of  cure,  optimal  functioning  is  the  aim.  For  the 
individual,  thig  goal  involves  (1)  some  recognition  (not  necessarily  total 
acceptance)  of  the  disorder  and  the  limitations  it  imposes,  (2)  efforts  to 
attain  the  maximum  functioning  allowed  by  the  limitations,  and  (3) 
sufficient  freedom  from  preoccupation  with  the  disorder  so  that  mutxially 
satisfying  relationships  can  be  maintained  and  learning  can  continue. 

Psychological  Characteristics  of  the  Family 
and  the  Ffandicaiyed  Child 

An  important  factor  that  influences  the  p^chological  adjustment  of  the 
handicapped  child  is  the  overall  functioning  of  the  family  (27),  If,  in  spite 
of  the  handicap,  the  family  provides  a  fairly  stable  and  supportive 
enviroimient,  maladaptive  patterns  of  behavior  are  less  likely  to  develop- 
Some  evide^  -^e  suggests  that  family  functioning  as  a  whole  deteriorates 
(28%  that  paruntal  and  marital  tensions  increase  (29,  3C%  and  that  siblings 
show  greater  emotional  or  behavioral  problems  C32^  3Z)  in  the  presence  of 
a  chronically  handicapped  child.  Other  accounts  suggest  that  some 
parents  and  famiUes  become  closer  and  more  mutually  supportive  during 
the  treatment  of  a  chronically  ill  child  and  that  siblings  of  such  a  child  are 
not  more  likely  to  respond  in  maladaptive  ways  (29,  33).  All  of  these 
studies,  however,  have  numerous  methodological  problems  that  may 
partially  account  for  their  disparate  findings. 

The  problems  presented  to  parents  by  a  chronically  handicapped  child 
demand  that  the  family  acquire  certain  knowledge  not  required  of  other 
families.  They  need  to  learn,  for  example,  about  diets,  financial  resources 
(and  the  complexities  of  sectiring  them),  how  to  explain  to  school  teachers 
that  their  child  is  severely  ilU  and  (not  the  least  important)  how  to  manage 
their  own  feelings,  frustrations,  and  disappointments.  Furthermore,  they 
cannot  usually  turn  to  neighbors  for  ti^  advice,  either  because  the 
neighbors  are  not  familiar  with  these  problems  or  because  the  neighbors 
themselves  react  adversely  to  the  handicap. 

Health  care  providers  therefore  must  be  sensitive  not  only  to  what 
parents  and  famihes  need  to  know  but  also  when  to  provide  this 
information.  When  people  are  under  great  stress,  very  angry,  or  in  shock, 
thev  tend  not  to  listen  very  closely.  When  they  have  in  some  measure 
digested  events,  information  is  more  readily  understood.  Unfortunately, 
several  studies  indicate  that  communication  between  health  care  providers 
and  parents  is  not  always  as  helpful  to  parents  as  it  might  be  (34,  35). 
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Another  inq>ortant  psy^K^oglcal  factor  for  handicapped  children  is  the 
awareness  that  tibey  are  diflferent  from  other  children.  How  children  learn 
about  this  difference,  respond  to  it,  and  what  it  comes  to  mean  in  practical 
terms  fnfhicnce  their  lifelong  psychological  functioning.  For  example, 
handicapped  children  can  fed  so  n^ative  about  thonselves  that  self^ 
esteem  is  never  developed^  or  sudden  crises  may  overwhelm  their  abili^  to 
understand  what  is  happening  and  result  in  withdrawal  and  isolation. 

In  adolescence,  chronically  disabled  children  face  a  new  set  of 
problems.  Even  for  healthy  adolescents,  the  passage  from  childhood  to 
adulthood  is  marked  by  rapid  change  and  great  sensitivi^ — ^the  body 
becomes  uxq>redictable;  certainty  about  the  future  alternates  rapidly  with 
confusion;  the  urge  for  independence  becomes  strong;  self-esteem  is  held 
tenuously. 

The  growth  spurts  of  adolescence  can  aggravate  some  chronic  disorders^ 
such  as  cerebral  palsy  and  conditions  requiring  mechanical  aids  C3S)^ 
Some  conditions  (eg.,  muscular  dystrophy  and  cystic  fibrosis)  worsen 
through  childhood,  so  that  dependence  increases  during  adolescence, 
contrary  to  the  n<OTnal  pattern  of  development. 

By  earty  adolescence,  the  future  begins  to  assume  definite  shape,  and 
the  implications  of  chronicity  suddenly  become  very  potent.  The  adoles- 
centos  desire  to  move  outward  may  be  severely  tempered  not  only  by  the 
real  limitations  of  the  handicap  but  also  by  his  own  fears  and  by  years  of 
parental  dependence.  Parents  of  a  handicapp>ed  adolescent  may  also  find 
the  act  of  **letting  go**  extremely  difficult. 

Handicapping  conditions,  particularly  if  they  are  visible  or  curtail 
normal  adolescent  activities,  interfere  widi  social  relationships.  Moreover, 
education  about  responsible  sexuality  is  as  important  to  handicapped 
adolescents^as  to  healthy  ones. 


The  Handicapped  Child  and  tiie  Community 

Some  investigators  argue  that  the  handicapped  children  of  this  country 
constitute  an  oppressed  minority,  subject  to  systematic  segregation  and 
stereotypic  assumptions  of  general  ineptitude  (6).  Indeed^  handicapped 
children  and  their  families  often  find  themselves  either  without  any 
consistent  netwoiic  of  community  support  or  with  outright  rejection  from 
their  neighbors.  For  example,  professionals  who  work  with  leukemic 
children  reported  that  neighbors  sometimes  would  not  allow  their  children 
to  play  with  a  leukemic  child  out  of  fear  that  this  cancer  was  contagious. 


THE  HEALTH  CARE  DELIVERY  SYSTEM 
FOR  CHRONICALLY  I>ISABLE3>  CHILDREN 

The  health  care  delivery  system  for  handicapped  children  currently 
contains  many  financial^  professional,  and  technical  tcsoxitccs  for  provid- 
ing necessary  services,  as  well  as  an  expanding  base  of  pubhc  and 
legislative  support*  Despite  these  resources,  health  care  for  these  children 
and  their  families  remains  inadequate  and  unorganized.  The  recent 
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passage  of  PX.  94-142  has  stimiilafrd  great  effort  toward  better 
int^ratkm  of  health  care  snvices  for  individaal  handicapped  children, 
tnzt  baiiiets  to  the  law's  effective  funcdomng  remam  f<»midable. 

f  4"£HhitiTr  Undeipiiiiiiiigs 

Presently,  at  least  lO  msyor  pieces  of  Federal  l^jislation  influence 
rriati>»T>al  stnA  dhfld  heal^  FoT  handicapped  children  and  their  families* 
the  most  inqportant  are  the  Education  for  All  Handicapped  Childxen  Act 
of  1975  (P-L.  94-142X  the  Maternal  and  Child  Health  (MCH)  and 
Cr^>lrfed  Ouidxen's  Service  (CCS)  sections  of  Title  V  of  the  Social 
Securi^  Act,  and  Medicaid  (TiUe  XIX  of  the  Social  Security  Act).^ 
Integrated  well,  these  laws  could  form  a  unified  base  for  comprehensive 
caie  to  handicapped  children.  They  have,  however,  generated  disparate 
interests  that  fireqoently  work  against  each  othcr. 

Impiementation  of  P.L.  94-142 — an  Act  that  is  complex  and  revolution- 
ary in  its  inq^lications — is  still  in  its  earty  stages.  Not  surprisingly,  many 
problems  of  financing,  coordination,  and  interpretation  have  occurred.  On 
the  whole,  however,  tiie  law  promises  to  improve  substantially  the  care  of 
handicapped  children. 

Its  ms^or  provisions  are 

«  Identification,  location,  and  evaluation  of  handicapped  children 

•  Preparation  and  implementation  of  an  individual  education 
program  for  each  child  identified 

•  Specasd  education  provided  in  the  least  restricted  environment 

•  Provision  of  related  services,  including  a  variety  of  th^apies, 
psycfacdog^cal  services,  and  medical  services  for  diagnostic  and 
evaluation  purposes 

•  Procedural  safeguards  to  ensure  parents  due  process 

•  In-service  training  of  personnel 

Although  implementation  of  the  Act  inv<^ves  medical  care  professionals, 
the  medical  care  estalriishment  was  not  involved  in  its  passage.  Conse- 
quently, there  have  been  particular  problems  in  developing  cooperative, 
nonadversarial  relations  between  local  and  State  education  agencies  and 
existing  medical  resources. 

One  of  the  major  medical  resources  for  States  is  the  CCS  program, 
which  has  a  very  long  history  of  providing  high  quality  medical  services  to 
handicapped  children  (57).  However,  the  program  is  small,  serving 
approximately  750,000  children,  or  about  eight-tenths  of  1  percent  of  all 
handicapped  children.  Moreover,  its  funds  are  ha'dly  adequate  to  its  task: 
in  fiscal  year  1978,  the  CCS  program  ^>ent  t  imder  $225  million, 
compared  with  e?q>enditures  of  $22,518  million  tor  Medicare  and  $18,625 


*rhe  odwn  «e  Section  19QSCaX«XB)  oTTitle  XDC  of  the  Social  Sccuri^  Act  (the  E«rty  and  Ptenodic 
5S.-«»«:»p^  DiagDoai;.  and  Treatment  Lcgi«lation>;  the  Supplemental  Security  Pioyam  erfWiilwiri  by  the 
1976  Ameadnienta  to  Tide  XVI  of  the  Social  Secnriiy  Act;  Social  Service  Amendmenta  to  Ti^ 
5fM-*ftT  Secanty  Act;  the  RchabiKtaticn  Act  of  1973  and  the  Amendmenta  oTlSTS;  ^  National  School 
f  ..^^  Child  Motrition  Act  of  1946  and  Amendments  of  1975;  the  Economic  Opportunity  and 
COnrnmnicy  Itetneidi^  Act  of  1974  (Ae  Irgwlirion  that  sopporta  Head  Start):  and  the  DevdopmentaBy 
Disabled  AsMtance  and  Bill  of  R^lits  Act  of  I97S  and  Amendments  of  1978. 
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nwMinn  for  Medfand  in  fiscal  year  1977.  Abo,  eligibility  requirements  vary 
widely  amoi^  Stales  zegardiikg  scope  of  services  and  avaBafaility  of 
mviitiiirittjor  conditions  some  Stales  cover  all  costs;  others,  none). 

Tte  OCS  pcogcam  may  now  £ace  the  task  of  providing  at  least 
diagnostic  and  evaluative  services  to  many  of  the  rhitdren  identified  under 
PX>  94-142,,  a  ta^  that  will  require  additional  funds.  Indeed,  now  dxat  the 
needs  of  handk'jujped.  dnldresi  are  receivixi^  more  attenti<m»  more 
finaiinwt  supfKHt  win  be  needed  in  general  Increasing^*  both  CCS 
ay.nc.ir.t  and  local  schools  are  fuming  to  Medicaid  and  to  its  EPSDT 
pfog^am  for  reimborsement  for  faealdi  care  services.  Many  difficulties  are 
associated  with  Medicaid  support  for  handicapped  duldren  through 
schools  and  CCS  pro-ams — problems  that  win  not  be  solved  soon. 

On  tbc  ^i^xiie,  nu^or  tmpediments  still  prevent  a  l^^slative 
structure  for  the  health  care  of  handicapped  children.  However,  with  more 
experience  in  interagency  agreements  at  the  local.  State,  and  Federal 
levels  and  with  a  move  reasonable  financial  base,  prospects  cf  impravin^ 
service  int^ration  anK»^  diverse  programs  are  promising. 


Pattcnis  of  Cost  and  Reimbarsement 

The  costs  of  caring  for  chronically  disaMed  children  are  borne  by  the 
Federal  and  State  programs  mentioned,  plus  private  insurance  programs, 
bealdi  maintenance  organizations,  voluntary  health  agencies,  and  parents. 
The  annual  costs  of  caring  for  a  chronically  disabled  child  depend  on  the 
disorder.  For  **medical-intefisive"  cooditioas  such  as  leukemia,  hemophi- 
lia, and  spina  bifida,  costs  of  care  are  understandably  high.  However,  in 
one  survey,  approximately  TO  percent  of  all  families  with  a  chronically 
disaUed  child  had  significant  financial  problems  as  a  result  of  the  child's 
disorder  {SSy  For  parents  of  severely  and  mildly  disabled  children,  the 
percentages  were  66  and  44,  respectively.  Of  70  people  with  hemophilia  in 
anothrr  survey,  42  percent  estimated  that  medical  e3q>enses  alone 
exceeded  $1,000  annually  (the  average  was  over  $850),  and  half  had  been 
denied  health  insurance  at  least  once  <  J9>. 

Many  of  the  costs  of  caring  for  a  chronically  disabled  child  are 
hidden — special  diets,  architectural  modifications,  maintenance  of  a 
wheelchair  or  other  orthopedic  aid,  travel  to  treatment  sites,  or  days  lost 
from  work-  The  extent  to  which  these  costs  are  recoverable  depends  on  the 
parents*  insurance  coverage,  income.  State  of  residence;  and  the  particular 
condition  beiz^  treated.  Some  vcriiuntaiy  healtfa  organizations  provide 
generous,  direct  support  to  families.  State  and  Federal  maternal  and  child 
health  programs  vary  in  their  coverage  of  ancSlary  costs,  and,  in  any  case, 
many  middir  income  families  are  not  el^ible  for  these  governmental 
progcams  azid  subsidies. 

As  the  health  care  dcHvery  system  is  currently  structured,  most  medica] 
treatments  are  paid  for  by  a  tinrd  par^ — a  public  cr  private  insurer.  The 
services  that  a  faxaafy  receives  are  pardy  determined  by  wfaidi  services  the 
insnrance  covers.  Pubtic  and  private  insurance  firequentty  does  not  cover 
primary  health  care,  short-term  cotinsehng  for  emotional  problems 
secondary  to  a  disorder,  home  health  care,  or  activities  related  to 
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coordixiatmg  care  between  schools  and  medical  care  providers.  Conse^ 
qiiently,  providers  are  more  likely  to  spend  time  providing  reimbursable 
services  than  providing  equally  needed  but  ncmreimbursable  ones* 
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Manpovfer  Issues:  Coorunatioii, 
Training,  and  Socialization 

The  health  care  delivery  system  for  chronically  disabled  children 
includes  not  only  the  traditional  medical  service  providers — pediatricuius^ 
family  doctors^  pediatric  nurses^  physical  therapists,  medical  social 
woiicers  and  others— but  also  other  institutions  that  axe  necessarily 
involved  in  the  health  care  of  handicapped  children  and  their  families — 
schools^  public  faealdi  programs,  and  community  organizations. 

The  competing  interests,  contradictory  values,  and  difficulties  in 
conmiunication  between  these  diverse  caregivers  hamper  the  development 
of  an  integrated,  comprehensive  health  care  delivery  system  for  chronical- 
ly disabled  children.  Tndccd^  lack  of  coordination,  which  exists  at  all 
levels^  from  the  Federal  Government  to  local  providers  of  sendees*  is  the 
most  pervasive  characteristic  of  the  present  system.  For  example,  the 
family  pediatrician  and  the  medical  specialist  treating  the  child*s  disability 
may  not  coordinate  their  services  (40,  41,  42y.  Frequently,  neither  takes 
primary  responsibility  for  the  child's  overall  health.  Hven  less  effective 
coordination  may  be  found  between  im>fessionaIs  of  dififerent  disciplines 
(4J>.  One  of  the  strengths  of  P*L.  94—142  is  that  it  requires  multidisciplin* 
ary  teams  to  develop  individual  education  plans  for  handicapped  children, 
a  provision  that  may  ultimately  force  more  effective  cooperation  between 
disciplines* 

The  skills,  perspectives,  and  biases  developed  during  professional 
training  influence  the  subsequent  practices  of  health  care  professionals. 
Although  there  are  important  exceptions,  nu>st  health  care  training 
programs  pay  litde  attention  to  the  handicapped  child's  whole  environ- 
ment and  to  developing  skills  in  iaterdiscipl  inary  cooperatiocu  The 
professional  training  of  pediatricians,  for  example,  has  traditionally  lacked 
sustained  attention  to  developing  these  skills*  Irxstances  of  extremely 
insensitive  communication  between  doctors  and  families  can  result  (e«g-> 
Massie,  1978),  and  a  lack  of  corrmiunication  between  doctors  and  school 
teachers  is  conunon.  To  help  ameliorate  such  problems,  the  American 
Academy  of  Pediatrics  plans  to  initiate  in-service  and  pre-service  training 
programs  to  improve  the  skills  of  pediatricians  in  working  with  handi- 
capped children,  their  fem^l^c^,  and  their  schools.  Furthermore,  the 
increasing  nimibers  of  pediatric  nurse  practitioners  and  behaviorally 
oriented  professionals  (e.g.,  psychol<^ists  concerned  with  health  care 
services)  may  bririg:  to  the  medical  institutions  a  greater  sensitivity  to 
nonmedical  concerns. 

For  any  care  provider  woricing  with  chronically  ill  children — children 
who  will  never  he  normal — avoiding  ^bum-out^  is  a  serious  and  difficult 
problem.  Training  programs  should  include  a  candid  review  of  profession- 
als'" own  needs  for  support,  in  order  to  counteract  negative  feelings  that 
might  otherwise  compromise  the  quali^  of  care. 
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ACCESS  AND  AVAILABUJTY  OF  SERVICES 
FOR  HANDICAPPED  CHILDREN 


For  adequate  health  care,  chronically  disabled  children  and  their 
families  must  have  access  to  (1)  primary  and  specialized  medical  services; 
(2)  advice  on  financial  and  social  resources;  (3)  professional  assessment  of 
the  psychosocial  condition  of  the  child  and  faxnily;  cuid  (4)  coordination 
of  the  various  aspects  of  <:arc.  To  illustrate  ways  the  present  system  does 
not  meet  these  four  needs,  and  to  evoke  some  feeling  for  the  lives  of 
chronically  disabled  children  and  their  families,  the  foUowing  three  case 
studies  are  presented* 


Juvenile  Diabe^ 

Juvenile  diabetes,  which  occurs  in  1  to  1*9  per  l^OOO  children  under  age 
21,  appears  to  be  relatively  evenly  distributed  across  racial  groups  and 
socioeconomic  classes.  B^rause  ^ere  is  a  genetic  component  to  the 
disorder,  it  frequently  affects  several  members  of  the  same  family.  Juvenile 
diabetes  is  usually  a  more  serious  condition  than  adult-onset  diabetes,  and 
is  less  readily  controlled*  It  can  lead  to  serious  medical  complications^ 
particularly  kidney  disease  and  blindness.  Anecdotal  and  empirical 
evidence  suggests  that  emotional  factors  are  closely  related  to  control  of 
the  disease*  When  juvenile  diabetes  is  first  manifested,  the  child  ro^y 
become  critically  iU  and  require  hospitalization  to  determine  diagnosis, 
establish  the  diabetic  regimen,  and  educate  parents  and  child  about 
management  of  the  disease.  Usually,  the  child's  condition  improves 
quickly  during  hospitalization* 

Diabetics  must  keep  a  caretcl  balance  between  the  level  of  insulin 
iiijected  and  the  amount  of  sugar  in  the  bloodstream — which  depends  on 
the  sugar  content  of  foods  eaten  and  the  amoimt  of  food  energy  burned 
during  exercise.  Imbalance  can  be  serious,  even  life-threatening.  Some 
diabetics  experience  sudden,  dangerous  insulin  reactions  if  they  take  in 
too  litde  food  or  bum  it  too  rapidly  througih  exercise.  Instilin  reactions 
produce  convulsions  and  unconsciousness  that  can  cause  brain  damage 
and  mental  retardation.  Once  ^e  reaction  becomes  severe,  the  child  may 
resist  t^^lHTig  the  qui^  sugar — such  as  oran  juice,  chocolate,  or  raisins — 
that  will  avert  the  full  reaction*  TnsuHn  reactions  often  occur  at  night, 
because  of  the  long  interval  between  meals,  when  they  are  particularly 
dangerous  because  others  may  not  hear  cries  for  help,  or  because  the  child 
may  pass  out  while  sleeping. 

Wh^  there  is  not  enough  ^T^g^iliTi  for  the  sugar  level  in  the  blood,  coma 
or  ketoacidosis  occurs.  These  reactions  are  more  likely  when  a  child  has 
an  infection  of  some  sort. 

The  numerous  small  details  in  a  diabetic^s  life  can  be  exhausting.  For 
example,  at  the  b^inning  of  the  stabili2:ation  period  and  during 
exacerbations^  the  second  voided  urine  in  the  morning  before  breakfast, 
must  be  tested  and  the  results  charted.  Most  diabetics  can  eat  almost  any 
foods;  the  problem  is  calculating  calOTies  and  grams  of  carbohydrates, 
protein^  and  fat.  Furthermore,  the  diabetic  child  generally  has  to  eat  at  the 
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same  time  each  day.  A  **brittle**  diabetic  camiot  sleep  late  and  miss 
breakfast.  As  noted^  (i5)  be  a  good  diabetic  requires  Qrpical  middle 
class  values:  self-control^  postponement  of  gratifLcation,  and  hope  that 
one*s  efforts  will  be  rew^urdcd.^ 

One  Fxamplc 

John  K  is  a  13-year-old  diabetic  who  lives  with  his  parents  and  a 
brother  2  years  older  in  a  small  town  about  30  miles  from  a  medium*sized 
city-  Mr.  K  is  a  sales  manager  for  a  building  supply  company.  Mrs.  K 
recently  began  a  part-time  secretarial  job.  John^s  diabetes  was  diagnosed 
when  he  was  1 1^  although  for  about  6  months  prior  to  diagnosis  he  had 
conq>lained  of  being  very  tired,  of  not  sleeping  well,  and  of  not  being  able 
to  play  games  with  other  children — very  ^in^'^^ff^  complaints  because  he 
had  generally  been  an  energetic  child.  His  parents  had  taken  him  to  the 
family  pediatrioan  twice  during  tiiis  period.  No  physical  cause  for  John^s 
fatigue  was  found,  and  although  lus  parents  remained  puzzled,  they 
conduded  that  this  was  just  a  **stage**  that  John  would  pass  through  The 
diagnosis  of  juvenile  diabetes  was  made  during  an  emergency  hospitaliza- 
tion, precifntated  by  severe  cold  and  extreme  sweating,  vomiting,  and 
trembling. 

Following  the  diagnosis,  the  K's  were  referred  to  the  juvenile  diabetic 
clinic  of  a  university  hospital  in  the  nearby  city.  There  they  learned  about 
the  necessary  diabetic  regimen,  the  relationship  between  physical  activity 
and  insulin  levels,  the  diminished  life  e3^>ectancy  of  a  diabetic,  the 
likelihood  of  long-term  medical  problems,  and  the  pain  and  inconvenience 
of  daily  irigoK-n  injections* 

From  their  present  perspective,  the  parents  readily  acknowledge  that 
the  period  from  a  few  months  prior  to  and  the  year  following  diagnosis 
was  extremely  difficult  f<^  the  whole  family.  They  believe  that  the  hospital 
clinic  provided  good  service,  but  they  were  upset  with  the  long  and  costly 
trip,  the  long  waiting  time  at  the  clinic,  and  the  stafTs  relaxed  attitudie 
about  controlling  ^rtCTilin  levels.  The  parents  wanted  to  be  very  involved  in 
decisions  about  food  intake  and  insulin  shots,  but  believed  that  the  clinic 
staff  tended  to  focus  almost  exclusively  on  John.  After  several  months  of 
indecision  and  discussion  with  their  pediatrician,  John^s  parents  decided 
to  seek  all  of  his  care,  except  for  emergencies,  from  the  local  pediatrician. 
This  arrangement,  they  reasoned,  would  also  ensure  that  John^s  regular 
health  care  could  be  provided  by  the  same  doctor  he  had  always  seen. 

There  were  other  problems:  Mr.  K*s  health  insurance  was  fairly 
comprehensive,  but  it  did  not  cover  expenses  for  special  foods,  syringes, 
urine-testing  equipment,  long  distance  phone  calls  to  the  clinic,  or 
transportation.  In  fact,  Mrs-  K  began  her  part-time  job  to  help  defray 
these  expenses. 

For  quite  some  time  the  K^'s  were  angry  at  John^s  school  teacher, 
b^^use  she  had  told  the  rest  of  the  class  Jolm  was  a  diabetic  and  needed 
to  urinate  frequently.  This  statement  resulted  in  considerable  teasing  of 
both  John  and  his  older  brother.  The  two  sons  seen^^  to  handle  the 
teasing  wcU,  but  their  parents  say  they  often  felt  sorry  for  them. 
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Just  prior  to  John^s  initial  hospitalization,  his  parents  remembered  that 
Nb.  K^s  father  had  been  diagnosed  as  a  diat>etic  about  6  months  before  he 
had  died  of  a  h^^ut  attack*  I>e^ite  many  reassurances  from  the  local 
pediatrician  that  diabetes  results  from  a  complex  interaction  of  genetic, 
immunolog;ical,  infectious,  and  nutritional  factors,  Mr*  K  admits  that  for 
sevesal  months  he  had  blamed  himself  for  his  son*s  condition,,  until  he  had 
a  long  talk  with  a  friend  at  work  who  also  had  a  diabetic  son. 

John*s  parents  now  say  the  family  has  adjiisted  well,  although  they 
worry  about  how  John  will  do  in  adolescence,  especially  with  respect  to 
dating.  They  are  also  reconsidering  their  decision  to  place  John^s  care 
almost  entirely  with  the  pediatrician.  They  trust  him,  but  he  does  not  seem 
to  know  about  financial  resources  available  to  families  with  diabetic 
children.  They  would  like  to  find  someone  with  whom  they  could  also 
discuss  dealing  with  John^s  school  and  teachers,  who  still  treat  John  as 
"special.'' 

In  general,  while  Mr.  and  Mrs.  K  appeared  very  concerned  about 
John's  condition,  they  were  not  well  inibrmed  about  the  subleties  of 
diabetes.  For  example,  they  immediately  took  tight  control  of  John's  diet, 
exercise,  and  sleeping  patterns  with  a  strictness  that  seemed  motivated 
more  by  psychological  factors  than  by  medical  necessity.  A  nurse  at  tiie 
diabetes  clinic  had  noted  this  situation  and  questioned  whether  the 
importance  of  control  was  related  in  any  way  to  the  grandfather's  death. 
None  of  the  social  workers,  psychiatric  nurses,  or  psychologists  at  the 
dinic  had  discovered  what  the  parents  really  understood  about  the  illness 
and  how  that  understanding  might  have  affected  their  beliefs  about 
controlling  John's  inciiHn  levels.  The  pediatrician,  who  seemed  particular- 
ly unprepared  to  deal  with  his  diabetic  patient  and  who  perhaps  unwisely 
accepted  the  respon^bili^  for  John's  care,  also  appe^ued  unconcerned 
about  the  psychological  meaning  of  the  disorder  to  the  family. 

Spina  Bifida 

Spina  bifida  is  a  birth  defect  that  has  replaced  poliomyehtis  as  the 
major  cause  of  |5araplcgia  in  young  children.  Recent  technological 
advances  and  the  avail^ility  of  funds  formerly  earmarked  for  poliomyeli- 
tis victims  have  resulted  in  increasingly  effective  neurosurgery  for 
newborns.  Now  repeated  surgery  and  intensive  management  allow 
children  with  this  condition  to  live  into  adolescence  and  their  early 
twenties* 

Spina  bifida,  a  puzzling  multifactorial  genetic  condition,  results  from 
incomplete  closure  of  die  lower  end  of  the  bony  spinal  cord.  It  occurs  at 
the  rate  of  one  to  two  cases  per  1,000  births.  In  the  United  States,  rates  in 
white  families  of  low  socioeconomic  status  are  three  times  higher  than  in 
the  upper  socioeconomic  groups.  Rates  are  low  among  blacks,  Je^'s,  and 
Chinese  and  are  high  among  Irish  and  Sikhs. 

A  great  range  of  jAysical  handicaps  is  associated  with  spina  bifida,  with 
hydrocephalus  (accumulation  of  fiuids  compres^ng  the  brain)  at  the 
severe  extreme.  Problems  common  to  most  children  with  this  condition 
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are  bladder  and  bowel  dysfunction — including  incontinence — paralysis 
and  deformities  of  the  lower  extremities,  repeated  fractures,  tendency 
toward  obesity,  and  some  increased  likelihood  of  mental  retardation 
(although  many  children  with  spina  bifida  have  normal  intellectual 
function).  Inmiediate  surgery  was  once  performed  on  almost  all  children 
bom  with  this  defect,  but  this  practice  has  been  somewhat  modified. 
Certain  criteria  of  severity  contraindicate  surgery,  and  children  with  these 
criteria  are  allowed  to  die. 

The  treatment  of  children  with  spina  bifida  involves  a  wide  range  of 
services.  At  birth,  neurosurgery  is  performed  to  close  the  spinal  cord 
lesion.  Many,  p>os$ibly  up  to  20,  additional  operations  are  needed  to 
correct  the  common  orthopedic  problems,  which  include  p>aralytic 
dislocation  of  the  hip,  deformed  feet  and  knees,  and  brittle  bones.  After 
such  surgery,  many  children  are  able  to  walk  with  braces  or  crutches,  but 
a  large  percentage  are  confined  to  wheelchairs.  Scoliosis  and  other  spinal 
deformities  occur  frequently  in  those  children  in  wheelchairs. 

In  general,  coordinated  medical  care  is  greatly  needed.  In  addition  to 
surgery,  the  needed  services  include  genitourinary  treatment;  intravenous 
pyelograms;  blood  counts;  urinalyses;  electroencephalograms;  dermato- 
logical  treatment;  eye,  ear,  nose,  and  throat  services;  dental  services; 
brace  fittings  and  long-term  physical  therapy;  consultation  and  counseling 
with  the  parents;  primary  care;  and  acute  iQness  care  ( IS). 

Costs  of  hospitalization  and  medical  service  are  usually  reimbursed,  at 
least  partially,  through  insurance.  Expenses  not  met  by  insurance — 
wheelchairs,  braces,  home  equipment,  diapers,  and  transportation — are 
often  covered  through  Crippled  Children*s  Services,  but  the  extent  of  this 
coverage  varies  considerably  from  State  to  State. 

Given  the  likelihood  of  some  intellectual  retardation,  these  children 
generally  require  special  education  services  to  identify  and  develop  their 
learning  capacities.  Because  many  children  with  spina  bifida  are  confined 
to  wheelchairs,  special  access  to  school  buildings  and  classrooms  is 
needed. 

Spina  bifida  children  and  their  parents  have  all  the  problems  that  affect 
people  in  braces  and  wheelchairs — well-intentioned  p^ty,  assumptions  of 
inadequacy,  immobility,  the  inability  to  participate  in  active  play  and 
most  sports,  for  example.  Generally^  parents  need  a  great  deal  of  support 
in  adjusting  to  the  potentially  overwhelming  psychosocial  problems 
associated  with  spina  bifida.  Typical  problems  include  the  almost  constant 
smell  of  urine  that  accompanies  these  children,  which  is  apparently 
extremely  difficult  to  prevent;  parental  overprotectiveness;  the  child's 
obesity  (which  makes  mobility  even  more  problematic);  and  the  child^s 
extreme  feelings  of  inferiority,  which  may  be  exacerbated  upon  school 
entrance  and  can  lead  to  seiious  depression  during  adolescence. 


Case  Example 

Three-ye*rr  .>jd  Kathy  S  was  bom  with  spina  bifida  of  moderate  severity 
soon  after  her  parents  were  graduated  from  high  school.  Her  parents  grew 
up  in  lower  income  families  and  currently  live  with  Kathy's  maternal 
grar.-^-nother.  Mr.  and  Mrs.  S  had  never  heard  of  spina  bifida,  and  it  was 
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some  time  before  they  understood  and  adjusted  to  the  implications  of  the 
disorder. 

Luckily,  the  social  worker  at  the  metropolitan  hospital  where  Kathy  was 
bom  was  knowledgeable  about  the  financial  resources  available  to  the 
family.  She  referred  them  to  the  Crippled  Children*s  Agency^  which  has 
since  coordinated  the  financing  of  the  many  operations  and  orthopedic 
devices  that  Kathy  has  needed.  Because  of  the  support  available  through 
various  Federal  programs  and  through  the  local  chapter  of  the  National 
Spina  Bifida  Association,  the  family^s  problems  have  not  bee  a  financial. 
Instead,  they  have  been  practical^  daily  difficulties:  too  little  sleep^  getting 
to  the  hospital  clinic,  learning  the  skills  necessary  to  take  care  of  Kathy^s 
needs — particularly  her  frequent  urinary  tract  infections — and  coping 
with  an  imgainly,  imattractive,  and  malodorous  child  in  a  small  apart- 
ment. 

Although  iCathy's  family,  particularly  her  grandmother^  tries  to  concen- 
trate on  the  positive  aspects  of  her  development,  and  although  her  mother 
and  grandmother  share  responsibili^  for  her  care,  they  often  wish  that 
they  could  take  a  vacation  from  Kathy  or  place  her  in  a  preschool,  day 
care  service,  or  respite  facility  capable  of  caring  for  a  severely  disabled  3- 
year-old.  She  may  be  admitted  to  a  half-day  special  education  program  in 
a  nearby  university  next  year. 

Kathy^s  grandmother  is  worried  about  her  daughter's  marriage.  After  3 
years  of  stress,  her  son-in-law  is  tired,  very  depressed,  and  considering 
leaving  the  family,  **as  we  all  arc>"  she  admits.  Kathy *s  mother  is  mostly 
concerned  about  how  they  will  cope  when  Kathy  is  bigger.  She  will  need 
sturdier  and  larger  wheelchairs,  which  means  that  the  family  will  have  to 
move  to  a  new  apartment  or  substantially  modify  the  present  one.  Kathy's 
mother  also  worries  that  she  will  have  another  deformed  child  if  she 
becomes  pregnant,  although  the  hospital  social  worker  told  her  not  to 
worry  about  this  possibility. 

Neighbors  have  been  fairly  helpful,  and  the  medical  care  at  the  hospital 
has  been  adequate,  except  for  long  waiting  lines  and  minimal  information 
about  the  operations  Kathy  needs.  During  the  first  year  a  very  helpful 
nurse  came  to  the  home  periodically.  The  family  was  sorry  she  stopped 
coming  (when  the  hospital  cut  back  staff),  because  she  had  been  so 
informative  and  supportive.  The  family  certainly  has  concerns  about  their 
own  i*iid  Kathy's  futiu'e,  but  in  the  grandmother*s  words,  they  **just  live 
from  day  to  day  and  take  things  as  they  come.^ 

In  general,  this  family  seems  to  be  coping,  but  without  much  spirit  or 
guidance.  Presently,  no  one  is  available  to  explain  the  full  range  of 
treatment  Kathy  will  need  or  the  events  during  surgery.  Furthermore,  they 
do  not  have  a  regular  pediatrician  and  take  on  faith  that  all  Kathy^s  needs 
are  being  met  by  the  hospital. 


Mild  Mental  Retanlation 

Approximately  2  percent  of  all  children  are  mildly  mentally  retarded, 
scoring  between  55  and  70  on  standardized  intelligence  tests.  Most  of  the 
children  diagnosed  as  mildly  mentally  retarded  are  from  lower  socioeco- 
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nomic  liouseh<rfds  and  may  be  subject  to  environmental  conditions  that 
arc  not  conducive  to  optimal  development. 

Mildty  retarded  childrett  generally  require  few  medical  services  beyond 
primaxy  health  care,  but  they  have  diverse  social  and  educational  needs. 
The  number  and  ^pes  of  skills  that  they  can  develop  vary  widely.  The 
goal  of  **optimal  functioning**  is  particularly  relevant  for  a  nuldly  mentally 
retarded  individuaL 

More  often  than  not,  mildly  mentally  retarded  children  know  that  they 
are  significantly  disadvantaged,  comp^ed  to  other  children,  but  lack  the 
verbal  skills  to  express  their  feelings  about  this  disadvantage  or  to  ask  for 
help  in  understanding  their  predicament.  Consequendy,  behavior  prob- 
lems often  arise — impulsiveness  and  disruptiveness  or  withdrawal  and 
isolation.  These  behavior  problems  may  be  compounded  by  the  labels  of 
**retard**  or  "stupid**  that  children  reserve  for  those  in  special  education 
An  estimated  10-30  percent  of  noninstitutionalized  retarded 
^lilren  have  significant  emotional  problems  (44). 

Devdopment  of  effective  means  for  providing  emotional  support  for 
mentally  retarded  children  outside  the  family  has  been  very  diflacult. 
Different  agencies  have  different  priorities.  Some  serve  only  severely 
retarcted  children;  others  serve  only  emotionally  disturbed  children.  As  a 
result,  emotionally  disturbed  mildly  retarded  children  have  become  one  of 
the  largest  groups  who  **fall  throu^  the  cracks"  between  agencies. 

Mildly  mentally  retarded  children  place  many  demands  on  their 
families.  They  require  great  patience,  communication  at  very  basic  levels, 
and  special  protection.  Yet,  these  children  have  their  b^t  chance  of 
reaching  optimal  functionii^  within  a  caring,  mutually  supportive  family. 
Moreover,  because  few  residental  institutions  for  the  retarded  currently 
accept  mildly  retarded  children,  support  for  their  families  is  essential. 
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Ronnie  B  is  a  hefty  16-year-old  who  lives  with  his  mother  and  father  in 
a  lower  middle  class  neighborhood  in  a  fairly  large  city.  His  father  drives  a 
truck  and  his  mother  has  not  worked  outside  the  home  since  Ronnie  was 
bom. 

Ronnie  has  a  long  history  of  learning  and  emotional  problems.  He  has 
been  in  special  education  classes  during  almost  all  of  his  schooling*  Over 
the  years  he  and  his  family  have  been  in  touch  with  numerous 
professionals — a  minister,  two  school  psychologists,  a  social  worker  in  a 
community  mental  health  center,  and  five  staff  members  of  the  child 
psychiatry  outpatient  clinic  of  a  t^^^^^^g  hospital.  Repeated  evaluation 
and  testing  have  reaffirmed  the  consensus  that  Ronnie  is  mildly  mentally 
retarded  with  many  emotional  problems  that  significantly  interfere  with 
his  development  and  capacity  to  learn.  No  consensus  has  been  reached, 
however,  on  the  exact  nature  of  these  emotional  problems  or  the  best 
strategies  for  solving  them-  As  a  result,  few  attempts  have  been  made  to 
coordinate  the  services  and  support  of  the  various  concerned  individuals 
to  help  this  family.  In  particular,  the  schools  apparently  never  have  paid 
sustained  attention  to  Ronnie*s  problems  partly  because  of  extremely  poor 
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special  education  facilities,  and  partly  because  the  family  tends  to  be  very 
uncooperative. 

The  efforts  of  these  professionals  probably  have  prevented  family  life 
from  deteriorating  completely,  but  it  is  clear  that  Ronnie  and  his  parents 
have  been  facing  a  long  list  of  problems  for  some  time.  Ronnie  has  ^ever 
had  any  friends.  Instead,  he  has  a  collection  of  sticks  at  home  that  he  says 
are  his  friends  and  that  his  parents  are  afraid  to  take  away  because  he  gets 
angry.  His  mother  has  never  left  him  alone  in  the  house,  and  he  has  never 
spent  the  night  away  from  home.  The  parents  admit  that  they  have 
remained  married  for  Ronnie's  sake.  The  father  also  appears  to  have 
significant  emotional  problems.  The  mother  wants  to  get  a  job  but  believes 
she  would  have  to  learn  how  to  drive  a  car,  a  feat  that  she  deems 
impossible. 

At  one  point,  Mr.  and  Mrs.  B  became  extremely  worried  about 
Ronnie*s  violent  outbursts.  In  one  such  instance,  he  struck  his  mother  and 
knocked  her  over.  This  event,  coupled  with  the  recognition  that  he  would 
soon  have  to  begin  living  independently,  prompted  the  parents  to  inquire 
about  placing  him  in  an  institution,  a  move  recommended  by  mental 
health  professionals  several  times  in  the  past  but  vetoed  by  the  parents. 

Unfortunately,  by  the  time  they  began  to  investigate  placement 
possibilities,  Ronnie  was  too  old  for  most  of  the  institutions  for 
emotionally  disturbed  children,  although  too  young  for  adult  half-way 
houses  or  other  adult  residental  living  arrangements.  Furthermore,  he  was 
too  emotionally  disturbed  or  not  intellectually  retarded  enough  for 
institutions  that  accepted  teenagers  with  behavior  problems.  Ronnie's 
parents  did  not  have  enough  money  to  send  him  to  a  suitable  private 
institution  out-of-State. 

The  only  available  solution  was  a  State-run  therapeutic  residence. 
However,  for  funding  purposes,  it  required  that  parents  give  up  custody  of 
their  children  to  the  State— a  move  that  Mr.  and  Mrs.  B  vehemently 
opposed,  tmtil  Ronnie  hit  his  mother  again  during  one  of  his  angry 
outbursts.  The  application  was  subsequently  submitted  and  Ronnie  was 
placed  on  the  waiting  list  Apparently  there  will  be  a  place  for  him  in 
about  4  months,  just  before  he  turns  17. 

This  family  has  endured  severe  and  chronic  emotional  problems.  These 
problems  were  first  evident  to  a  school  psychologists  who  noted  when 
Ronnie  was  7  that  extreme  family  problems  were  aggravating  Ronnie's 
existing  limitations.  When  the  usual  professional  suggestions— urging  the 
parents  to  seek  counseling,  providing  ^>ecial  educational  facilities,  raising 
the  possibility  of  institutional  placement— were  largely  ignored,  the 
psychologists  turned  their  attention  to  other  students.  Because  few 
suitable  placements  are  available  for  children  like  Roimie,  he  cannot  be 
helped  readily  by  the  existing  health  care  delivery  system. 

C^ase  Studies:  Condusions 

These  three  cases  hardly  illustrate  the  full  range  of  inadequacies  of  the 
health  care  delivery  system  for  chronicaUy  disabled  children.  However, 
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they  provide  a  picture  of  the  complex  needs  of  these  children  and  their 
families,  and  the  extent  to  which  the  health  care  delivery  system  fails  to 
meet  these  needs. 

If  the  delivery  system  were  more  responsive  to  the  needs  of  the  diabetic 
child  and  fanuly^  it  would  provide  sufficient  flexibility  to  allow  different 
ways  of  working  with  dinerent  families,  information  about  resources 
available  to  the  pediatrician^  school  programs  where  teachers  could  learn 
to  cope  more  effectively  with  chronically  ill  children,  and  additional  social 
supports  for  parents  to  help  them  with  both  practical  and  emotional 
problems. 

The  family  of  the  girl  with  spina  bifida  urgently  needs  relief  from  the 
daily  stresses  of  her  care.  In  addition,  this  family  needs  a  concerned 
advocate  who  could  help  them  find  such  services  as  professional  genetic 
counseling,  primary  health  care,  and  a  source  of  information  about  the 
operations  that  are  needed  and  their  implications. 

The  care  of  the  mentally  retarded  adolescent  illustrates  one  of  the  worst 
miscarriages  of  professional  concern.  Only  by  working  together  could  the 
different  parts  of  the  health  care  system  have  provided  this  family  with 
some  chance  for  solving  its  problems. 

In  any  of  these  cases,  if  the  family  and  child  had  been  in  the  right  city 
and  found  the  right  professionals,  chances  are  that  their  needs  would  have 
been  well  met.  However,  such  situations  are  relatively  rare.  Providing  the 
full  range  of  services  when  and  where  they  are  needed  will  occur  only  with 
integrated  legislation,  coordination,  and  cooperation  among  professionals 
and  changes  in  reimbursement  patterns  and  professional  training.  Oreater 
support  for  direct  health  services  is  also  needed. 


Needed  Health  Services 

The  treatment  of  acute  illness  has  an  obvious  goal:  returning  the 
individual  to  a  state  of  healthy  fimctioning,  or  "curing  the  patient.^  Cure 
is  not  possible  for  children  with  handicapping  conditions.  Instead,  the 
goal  of  care  and  treatment  must  be  "optinwl  functioning.^  Many 
different  skills  may  be  necessary  for  a  disabled  child  to  reach  optimal 
functioning  and  to  assist  the  fainUy  in  helping  the  child  toward  this  goal. 
These  include  medical  diagnosis  and  care  (from  providers  of  both  primary 
and  special  services),  social  services,  psychological  assessment  and  care, 
physical  rehabilitation,  educational  assessment,  school  and  community 
liaison  services,  and  other  services  tailored  to  meet  the  individual  needs  of 
the  child  and  family.  Not  only  must  these  services  be  available,  but  they 
also  must  be  coordinated  in  some  reasonable  way.  Fxirthermore,  because 
of  the  long-range  and  frequently  complex  nature  of  chronic  disorders. 


^Definitions  of  optimal  functioning  will  certainly  wy  ms  much  as  the  iSefcnitioos  of  **adjustrocn  u** 
""nonnality,"*  and  **lkea]th.^  Sut  any  definition  should  encompass  at  least:  the  development  of  the  child*s 
self-help  skills  leading  toward  the  greatest  fieasible  degree  of  independence:  an  ability  to  perform  useful 
work;  a  capacity  for  participating  in  rewarding  interpersonal  relationships;  and  freedom  from 
preoccupation  with  the  disorder. 
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oommunicatioii  among  the  various  service  providers  must  be  sustained 
and  reasonable  contiiiuily  maintained  from  one  year  to  the  next. 

like  all  children,  a  handicapped  child  lives  in  a  very  complex 
environment,  any  part  of  which  can  be  nurturant»  destructive,  or  neither. 
To  aid  the  handicapped  child  toward  optimal  functioning^  the  goal  of 
health  care  professionals  must  be  to  help  ensure  that  each  area — medical* 
sociaK  educational,  financial^  and  so  forth — nurtures  the  child^s  develop- 
ment. 


Con]9>rebensive  health  care  services  for  handicapped  children  require 
understanding  what  the  child  and  family  need  to  reacii  the  goal  of  optimal 
functioning  and  develc^ing  a  fairly  comprehensive  pian  to  meet  their 
needs,  including  the  identification  of  who  will  be  responsible  for 
coordinating  care. 

Assessment  of  the  child*s  medical  status,  prognosis,  and  functional 
capabilities  is  the  first  step.  In  addition  to  establishing  a  physical 
diagnosis,  such  an  assessment  would  establish  routines  for  the  child  and 
parents  and  be  the  basis  for  reasonable  e?q>ectatioiTS  for  the  level  of 
functional  independence  that  can  be  achieved. 

Because  of  the  major  role  played  by  the  family  in  daily  management  of 
the  child,  an  assessment  of  the  family's  strengths  and  wegJanesses  suggests 
methods  for  facilitating  the  adjustment  process  and  notes  potential  trouble 
spots.  The  evidence  for  greater  disturbance  in  the  psy^osocial  function- 
ing of  handicapped  children  in  comparison  to  healthy  children  unders- 
cores the  need  for  complete  psychosocial  assessment  of  both  child  and 
family  and  the  importance  of  identifying  those  who  risk  more  serious 
problems. 

Assessment  of  communis  resources  available  to  the  family — home 
health  agencies,  timnsportation,  volunteer  groups,  and,  most  important, 
financia]  resources — is  needed.  Identifying  the  most  appropriate  educa- 
tional environment  for  the  child  is  also  of  crucial  importance.  This 
identification  requires  competent  education  specialists  and  good  liaison 
between  the  medical  and  education  systems. 
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Defects  detectable  at  birth  and  extremely  low  birth  weights  account  for 
a  lar^ge  proportion  of  chronicaUy  disabled  children  (44,  4Sy.  Recently,  the 
technology  for  medical  diagnosis  and  care  of  newborns  has  improved 
dramatically.  The  increasing  number  of  neonatal  intensive  care  units  and 
a  sophisticated  reporting  system  for  hospital  births  ensure  that  in  the 
future  an  even  larger  proportion  of  chronically  handicapped  children  will 
be  identified  at  birth  {47).  This  situation  will  provide  an  opportunity  for 
health  care  professionals  to  b^in  working  with  the  infants  and  their 
families  immediately,  to  ensure  proper  management  of  the  disorder, 
decrease  the  likelihood  of  disability  and  aid  the  family  with  psychological 
and  psychosocial  support.  At  present,  newborns  at  risk  for  disability  may 
be  identified  and  appropriately  cared  for  during  their  initial  hospital  stay, 
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but  that  contact — and  the  opportunity  for  any  necessary  foUowup 
regarding  management  of  care — is  frequently  lost  afterward  (20). 

For  those  children  whose  handici^>ping  conditions  appear  later  in 
childhood,  adequate  case-finding  requires  effective  outreach  and  commu- 
nity education  coupled  with  well-publicized  avenues  for  referrals.  Inade- 
quacies in  this  area  are  indicated  by  the  f<^owing: 

Insofar  as  Genesee  County  (Michigan)  is  found  to  be  vastly  imder- 
identifying  and  underserving  handicapped  preschoolers,  the  indict* 
ment  is  not  solely  of  the  school  districts,  but  of  the  community  as  a 
whole.  Child-related  professionals  are  not  referring  or  advocating  for 
services  frequently  enough*  parents  are  not  familiar  enough  with 
educational  entitlements  and  available  programs-  and  the  schools 
are  not  providing  enough  public  information  on  ^>ecial  education 
mandates.  (45) 

PX.  94—142  requires  States  to  outline  their  processes  for  identifying 
handicapped  children.  However,  with  the  exception  of  incentive  grants  for 
identifying  haxulicapped  children  between  ages  3  and  5,  specific  funding  is 
not  provided  to  the  States  for  this  purpose.  Under  these  circumstances,  all 
counties  may  not  have  effective  means  for  identifying  preschool  handi* 
capped  children  for  quite  some  time. 

Health  Promotkm  and  Disease  Preventkm  Strategies^ 

Society  has  long  recognized  that  chronic  handicapping  conditions 
appearing  in  chfldhood  place  multiple  burdens  on  communities,  families, 
and,  <^  <x>urse,  the  afflicted  children.  Therefore,  interest  in  the  prevention 
of  these  conditons  has  always  been  high-  However,  the  knowledge, 
strategies,  and  resources  to  mount  effective  preventive  efforts  have  not 
been  at  hand — certainly  there  are  few  such  simple  and  effective  measures 
for  preventing  handicaps  as  immunizations  for  preventing  infectious 
disuses.  Recent  advances  in  the  understanding  of  genetic  and  environ- 
mental influences  on  health  and  illness  have  changed  this  picture 
somewhat*  Preventing  chronic  and  handicapping  conditions  remains 
complex  because  of  the  great  diversity  of  conditions,  the  multiple  and 
interacting  factors — genetic,  environmental,  socioeconomic,  behavioral, 
and  others — that  contribute  to  their  etiology  and  severity,  and  the  great 
variation  in  preventive  strategies  that  may  be  devised  to  address  these 
factors. 

Primasy  prevention  includes  those  actions  taken  prior  to  the  develop- 
ment of  a  disease  or  disability  to  prevent  its  occurrence,  such  as 
immunization  or  genetic  counseling.  Schondary  prevention  includes  those 
actions  taken  to  detect  disease  in  its  early,  asymptomatic  stages  and  to 
arrest  its  progress — such  as  screening  for  incipient  hypertension  or 
providing  crisis  counseling  to  avoid  serious  emotional  problems.  Tertiary 
prevention  includes  those  actions  taken  after  the  development  of  a 
disorder  to  reverse  its  progression  or  to  minimiy^  its  effects — such  as 
administering  vitamin  B-12  to  prevent  the  recurrence  of  the  manifesta- 


^Th»  sectkn        wrinen  by  Sanh  S.  Brown  «od  Henry  Ircys. 


tBon  of  permcioaft  or  providing  r^iabiHtation  services  to  children 

widi  severe  scoliows.  (46). 

Heahb  pramotioo  is  m  generic  term  referring  to  activities  aimed  at 
inqwoving  the  qoaUly  of  life  and  fostering  Lealthy  environments.  In  its 
ImMdest  sense,  it  enoonqMsses  aU  three  leveb  of  prevention.  Important 
examples  of  each  of  the  three  levels  foUow. 

Primaiy  Prevention  Strategies 

Prenmtai  Care — Prenatal  care  is  one  of  the  best  means  for  preventing 
premature  births  and  fetal  and  neonatal  health  problems.  Prenatal  care 
plays  an  especially  significant  role  in  the  redtiction  of  the  grave 
consequences  of  prematurity*  iTK'1i«^^«g  mental  retardation  and  certain 
f^ysical  inqjairments.  It  is  particularly  important  for  pr^;nant  teenagers, 
particalarly  those  under  IS,  who  are  more  at  risk  than  older  women  for 
su^  pr^nancy  complications  as  toxemia  and  premature  labor. 

De^te  the  known  value  of  prenatal  care  for  mother  and  infant,  in 
general  it  has  not  been  employed  as  fvdfy  as  it  should  be.^  Many  women  at 
higjhest  risk  receive  little  or  no  prenatal  care. 

Every  effort  must  be  made  to  increase  women's  access  to  and  utilization 
of  quality  prenatal  care  services.  Such  efforts  should  include  educ^ation 
regarding  the  value  of  prenatal  care,  outreach  to  high-risk  groups,  such  as 
teenagers,  removal  of  financial  and  eligibility  barriers,  and  continued 
research  and  evaluation  to  improve  the  quality  of  prenatal  care. 

Prevention  of  Alcohol  Abuse  During  Pregnancy 

The  adverse  effects  of  alcohol  on  the  development  the  fetus  are  well 
known,  but  <^ten  not  recognized.  One  of  the  most  serious  clinical 
manifestations  of  the  •*fetal  alcohol  syndrome**  (FA<3>  is  mental  deficien- 
cy, including  severe  mental  retardation.  Other  mar  vl  c..A.tions  are  low  birth 
weight  and  various  abnormalities  of  the  face,  limbs.  ^  -.litals,  and  cardiac 
and  neurological  systems. 

The  extent  of  alcohol  abuse  among  women  of  childbearing  years  is 
unknown,  partiafity  becaose  various  social  factors  keep  many  of  these 
women  hidden.  But  Federal  estimates  are  that  as  many  as  1  in  2,000  births 
may  be  affected  by  FAS. 

The  potential  FAS  imJdence  among  infants  bom  to  teenagers  is 
particularly  disturbii^  According  to  figures  obtained  in  the  IS>74 
Mational  Survey  of  High  School  Students,  about  8  percent  of  teenage  girls 
drink  distilled  spirits  once  a  we^  or  more.  (Scho<^  dropouts  are  xiot 
in^uded  and  may  have  higher  drinking  rates.)  In  1974,  Z47,000  babies 
were  bom  to  fftis  17  and  under  in  the  United  States.  Thus,  a  conservative 
estimate  of  the  number  infants  bom  to  adolescent  mothers  and  who 
may  be  at  risk  for  FAS  is  almost  201,000  annually.  The  actual  number  is 
jnobal^y  considerably  hi^ier,  however,  because  studies  show  that  teenage 
inoblem  drinkers  are  also  likely  to  have  early  sexual  experience;  teenage 


^For  decab  on  tbe  it*'*—*'*  fbr.  oompoaenti  in.  aoad  utiHratinn  of  preaatal  care,  see  **A  Child's 
litgiiuiiii|^  in  Jns  wiliimf 
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pregmmcy  and  problem  drinking  may  well  be  more  than  randomly 
associated. 

FAS  prevention  strategies  revolve  primarily  around  three  options: 
pre^.  ntion  alcohol  abuse  itself — especially  in  pregnant  women — pre* 
vention  of  births  to  women  with  drinking  problems  (through  contracep- 
tion and  abortion),  and  general  health  education  directed  toward  the 
public  ar  large  regarding  the  risks  of  alcohol  abuse.  Each  of  these  options 
is  limited  in  its  demonstrated  effectiveness.  Preventing  alcohol  abuse 
remains  problematic  effective  contraceptive  methods  and  abortion  are 
not  universally  available  or  acceptable  to  American  women,  and  current 
health  education  efforts  have  limited  effectiveness.  Each  of  these  problems 
is  greater  when  adolescents  are  the  target  population. 

PrcnatiU  Diagnosis  of  Congenital  Conditions — Through  various  tests,  an 
ever-increasing  number  of  birth  defects  can  be  diagnosed  during  pregnan- 
cy with  a  hi^  degree  of  accuracy.  These  defects  include  such  severe 
conditions  as  Down's  syndrome,  neural  tube  defects,  and  Tay-Sachs 
disease.  Prmatal  detection  of  defects  permits  the  options  of  terminating 
the  pregnancy  and  of  early  preparation  for  care  of  a  severely  handicapped 
infant.  If  treatments  for  these  defects  become  available,  prenatal  diagnosis 
will  enable  eariy  initiation  of  ameliorative  measures. 

Prenatal  diagnosis  currently  has  four  major  limitations:  (1)  opposition 
to  abortion  for  genetic  disorders,  (2)  inadequate  facilities  and  personnel  to 
\  crfiorm  tests  on  all  candidates  for  the  procedures,''  (3)  the  uneven  policies 
of  third-party  payers  with  respect  to  reimbursement  for  the  costs  of  the 
tests  or  subsequent  abortions,  and  (4)  limita'ions  of  the  technology,  which 
include  false  negative  and  false  positive  results  for  some  defects  (although 
the  incidence  of  erroneous  resiilts  is  generally  low),  and  the  still  limited 
number  of  genetic  disorders  detectable  prenatally. 

Stecondaiy  Prevention  Strategies 

Early  Case-Finding — Shortly  after  birth,  neonates  may  be  screened  for 
several  treatable  inborn  errors  of  metabolism  or  endocrine  function  that,  if 
left  untreated,  resiilt  in  chronic  and  handicapping  conditions.  (Two  of  the 
best  known  are  phenylketonuria  and  hypothyroidism,  both  of  which  can 
result  in  varying  degrees  of  mental  retardation.)  Some  States  require  such 
screening  for  all  newborns,  and  others  are  considering  doing  so.  Even 
though  the  number  of  affected  infants  is  small,  the  benefits  of  early 
diagnosis  and  treatment  are  profoxmd.^ 

Provjsian  af  Social  Supports — Severe  emotional  problems  secondary  to 
chronic  disorders  can  sometimes  be  prevented  if  sufficient  social  support 
is  provided.  For  example^  piarents  with  leukemic  children  have  organized 


COTdidafCT  include  women  over  55.  identified  carriers  of  genetic  defects,  women  ^^ho  have  previously 
borne  a  ^eneticmlly  defective  chtkL  ud  others  known  to  be  at  risk. 

^or  u  rsfimstr  of  possible  savings  through  eariy  treatment  of  these  disorders*  see  **A  ChikT? 
Beginning**  in  this  volume, 
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to  bdp  other  parents  cope  with  the  stresses  involved  in  caring  for  a  child 
that  may  die.'^e  provision  of  an  appropriate  advocate  for  the  family  can 
help  in  locating  financial  resources  and  in  understanding  the  reasons  for 
and  implications  of  a  particular  medical  treatment— all  of  which  would 
help  to  prevent  stresses  that  could  result  in  maladaptive  patterns  of 
adjustment. 

Tertiaiy  Predication  Stnt^cs 

j\ppn>pMtc  SchcK^  PlMCcmenL  In  1974-75.  2.5  million  chUdrcn  with 
handicaps  were  not  receiving  an  appropriate  education  (1975  United 
States  Code:  Congressicmal  and  Administrative  News.  94th  Congress, 
First  session.  Vol  2,  1975,  pp.  1425-1508).  Presumably,  many  of  these 
children  had  had  handicappiI^s  conditions  for  some  tinae  but  had  not  been 
placed  ai^ropriately  cither  because  of  misdugnosis  or  because  they  were 
assumed  to  be  uneducable.  Appropriate  educational  placement  would 
help  «*i«*t«*iT^  the  effect  of  the  handicap  by  enhancing  the  child's  learning 
abilities  and  is  an  environmental  approach  to  preventing  unnecessary, 
fuirther  deficits  in  health  status. 


IMPLICATIONS  OF  SERVICES  NEEDED 
BY  CHRONICAULY  DISABLED 
CHILDREN  AND  THEIR  FAMILIES 

The  foregoing  discussions  of  the  health  needs  of  chronicaUy  b^di- 
capped  children  a-id  their  families  and  the  ways  in  which  the  current 
health  care  delivery  system  addresses  or  fails  to  address  them,  raise 
numerous  public  policy  issues.  Several  of  these  issues  and  their  implica- 
tions have  been  selected  for  further  discxxssion  in  this  final  chapter. 


Integrated  Legislation 

Coordination  of  P.  L.  94-142,  the  CCS  program,  and  EPSDT  would 
enhance  dramati<»Ity  the  care  of  chronically  handicapped  children  and 
their  families.  Demonstration  projects,  such  as  those  sponsored  jointly  by 
the  Department  of  Education  and  the  Office  of  Maternal  and  Child 
Health  Services,  can  provide  examples  of  different  means  of  achieving 
programmatic  integration  at  the  State  level.  For  coordination  on  a 
national  level,  however,  several  difficult  que?^'^^  remain,  including: 

•  Who  is  the  final  guarantor  of  quality  care  for  this  population:  the 
State  or  Federal  Government?  Schools  or  CCS  programs? 

•  To  what  extent  should  the  Federal  Cjovenmient  set  and  enforce 
guidelines  for  State  programs?  , 

•  What  role  might  rc^onal  offices  play  in  providing  States  with 
assistance  or  in  monitoring  State  programs? 


» t/emn.  SL,  Vaadcrtalt  Uniwaiy  Medical  Center.  Penonal  oofnmaiicatkin.  1979. 
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Financing  Necessary  Services 


Tlie  current  system  for  financing  the  care  of  handicapped  children  is 
inequitable,  capricious*  and  often  indifferent  to  psychosocial  service 
needs.  Two  arguments  suggest  that  the  health  care  system  should  be  more 
active  in  seeking  to  provide  comprehensive  care  for  this  f>opuIation:  first, 
because  medical  technology  now  lengthens  the  lives  of  handicapped 
childreru  there  is  an  obligation  to  preserve  the  qualir/  of  those  lives  by 
providing  families  with  sufficient  support  so  that  relatively  successful 
adaptation  is  achieved;  and  second,  because  our  socety  ostensibly  views 
adequate  health  care  as  a  right  of  all  individtials.  and  because  chronically 
disabled  children  need  adequate  psychological  and  social  services  as  part 
of  their  health  care^  these  must  be  provided. 

The  child  and  family  can  adjust  to  a  handicap  f^uccessr^ly  only  if  they 
have  sufficient  freedom  to  make  carefully  considered  choices,  including 
freedom  from  crippling  financial  burdens,  from  social  stigma,  from 
educational  dead  ends,  and  from  emotional  paralysis.  If  the  health  care 
system  is  to  serve  this  population  adequately,  it  must  include  financial, 
psychological,  social,  medical,  and  educational  support.  Health  care 
providers  can  act  as  consultants,  presenting  the  family  with  various 
alternatives,  providing  good  counsel,  and  supporting  the  family  when 
necessary.  But  the  family  must  be  closely  involved  in  making  final 
decisions. 


Family  Privacy 

The  com  ^rehensive  care  required  by  chronically  disabled  children 
carries  with  it  3.  major  risk  to  family  privacy*  Comprehensive  assessments 
allow  the  coUe^  ion  of  a  great  deal  of  information  about  a  family^s  medical 
history  and  the  social  and  educational  functioning  of  its  members. 
Potentially,  this  information  could  be  available  to  p>ersonnel  of  numerous 
public  or  private  agencies.  Clearly,  appropriate  safegtiards  must  be 
established  to  protect  famihes  from  misuse  of  this  information. 
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Needed  Research 

Research  directed  at  clarifying  issues  raised  by  current  legislative 
programs  should  be  undertaken,  to  help  in  their  implementation  or  to  lay 
the  groundwork  for  any  subsequent  amendments.  For  example,  as  a  result 
of  P,L-  94—142,  certain  applied  research  is  necirssary  to  develop  effective 
outreach  and  case-identification  strategies,  strategies  for  coping  with 
chronically  handicapped  children  in  regular  classrooms,  the  identification 
of  specific  links  between  evaluation  results  and  appropriate  curriculum 
goals,  and  a  means  for  predicting  which  handicapped  children  will  not 
benefit  from  mainstreaming.  Evaluation  of  the  cost  and  efficacy  of 
different  strategies  for  managing  the  care  of  the  handicapped  child,  an 
area  about  which  very  little  is  known,  should  be  of  great  assistance  to 
policymakers. 
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Because  most  hancUcapped  children  live  in  families,  research  is  needed 
on  family  adjustments  to  chronic  handicap.  Work  in  this  area  has  just 
begun,  and  improvements  in  methodolo^  are  necessary,  along  with 
additional  assessment  t<^  ols.  Methods  need  to  be  developed  to  provide 
families  with  more  information,  control,  and  decisionmaking  power  in 
medical  settings.  In  general,  to  ensure  that  chronically  handicapped 
children  receive  adequate  health  care,  more  must  be  learned  about  the 
way  families  understand  and  respond  to  disabiUty  and  to  the  health  care 
system. 

Prevention,  which  represents  an  important  means  of  reducing  the 
frequency  and  severity  of  chronic  disorders,  should  be  a  third  major  focus 
of  research.  This  research  would  encompass  a  wide  spectrum — from 
research  on  genetic  factors  in  the  occurrence  of  disabling  conditions,  to 
developing  methods  for  early  identification  and,  when  possible,  treatment 
of  disorders,  to  identifying  harmful  environmental  agents  (such  as  alcohol) 
causing  handicaps,  to  developing  stra  ies  to  encourage  preventive 
behavior,  including  the  use  of  personal  preventive  health  care  services. 


APPENmX 

Types  of  Chronic  Handicapping 
Conditions  of  Childhood 

A.  E>isorders  of  the  Central  Nervous  System 

1.  PoliomyeUtis 

2.  Cerebral  palsy 

3.  Epilep^  and  other  seizure  disorders 

4.  Spina  bifida 

5.  Spinal  cord  and  cranial  injury 

B.  Sensory  Disorders 

!•  Speech  disorders:  cleft  lip-palate,  articulation  defects,  stutterinf 
mutism 

2.  Hearing  impairment,  including  deafness 
3-  Vision  impairments 

C.  Cosmetic  Disorders 

1 .  Facial  deformities:  severe  acne,  severe  scarring 

2.  Bums 

3.  Scoliosis 

4.  E>warfi$m 

5.  Oeft  lip-palate 

6.  Many  CNS  disorders 

D.  Mobility  Disorders  (Muscular  and  Skeletal  Systems) 

1,  Various  orthopedic  disorders 
2-  Thalidomide  deformities 
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3.  Osteogensis  imperfecta 

4.  Axnptttations 

5.  Muscular  dystrophy 

6.  An  the  CNS  disorders 

E.    Systemic  Disorders 
I-  Diabetes 

2.  Hemophilia^  sickle  cell  anemia^  and  other  blood  dyscrasias 
3*  Cystic  fibrosis 

Asthma 
5.  Arthritis 

Heart  disease 
7-  Kidney  disease 

Malignancies 

1.  leukemia 

2.  Other  cancers 

G.  Mental  Retardation 

1.  Borderline 
2*  Severe 

3*  Many  CNS  disorders 

H.  Psychiatric  Disorders 

1.  Schizophrenia  and  psychosis 

2.  Severe  affective  disturbances 

3.  Personality  disorders 

4«  Long-term  behavior  disorders 

I.  Severe  Developmental  Disorders 

1.  Failure-tb-thrive  ^rndrome 

2.  Autism 

J-     Persistent  Learning  Disability 
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ACCESS  TO  CARE 


CHBLDREN'S  HEALTH  CARE: 
THE  MYTH  OF  EQUAL  ACCESS 


by 

£>iANA  B.  DimoN.  Ph-D.* 


INTRODUOnON 

Medicaid  »^  other  Federal  programs  have  resulted  in  significant  gains 
in  both  liealth  and  health  cars  among  the  poor.  Mortality  rates  for  all  age 
groups  have  declined  fairly  steadily  over  the  last  decade,  with  much  of  the 
lednction  occurring  in  r'rs*^*^  that  are  concentrated  disproportionately 
among  the  poor  (J).  The  g^>s  in  physician  utilization  rates  between  poor 
and  nonpoor  have  aiso  narrowed  significantly.  The  traditional  direct 
lelatioashxr  between  income  and  use  has  been  replaced  by  a  U-shaped 
pattern,  with  the  lowest  rates  occurring  among  middle-income  groups  (^). 
Smce  1969,  the  poor  have  actually  used  more  care  than  the  rich.  By  1975, 
the  differential  had  grown  to  1-5  visits  per  year — ^people  with  family 
incomes  below  $3,000  averaged  6.4  visits  per  year,  compared  with  4.9 
visits  for  those  with  family  incomes  of  $15,000  or  more  (5).  But  these 
gains,  while  important,  do  not  tell  the  ^iiole  stoxy. 

The  focus  of  concerns  in  health  policy  has  also  shifted  substantially 
during  the  last  decade.  As  economist  Rita  Canq>beU  has  observed,  **In  the 
opinion  of  many  well-informed  economists,  the  poor  under  Medicaid  do 
have  access  to  adequate  medical  care,  with  the  exception  of  some  rural 
poor  and  c^iildren  of  relatively  few  urban  pooi^  (4).  Reviewing  a  variety 
of  eiddence,  she  claims  to  rebut  the  argument  that  the  poor  do  not  have 
access  to  adequate  medical  care.  Other  observers  carry  the  argument 
farther,  suggesting  that  the  poor  may  use  some  services  excessively  <5,  6). 
Problems  of  ovcrutilization  now  seem  to  be  of  greater  concern  to  many 
tTian  problc-    of  undcrutilization. 

This  shiiung  focus  is  not  merely  the  result  of  increases  in  utilization 
rates  among  the  poor  such  as  those  noted  above.  Underlying  it  are  some 
larger  issues  and  related  political  agendas.  For  example,  the  niounting 
pressure  to  control  runaway  medical  care  costs  and  the  backlash  in  public 
sentiment  against  Government  programs  in  general  and  the  Great  Society 
programs  of  the  sixties  in  particular,  aU  point  toward  cutbacks  in  public 
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funding  for  health  care.  If  the  major  access  problems  are  solved — indeed  if 
the  problem  is  now  excessive  utii;:ation — then  whci.-  better  to  cut 
Government  fundirg  and  involvement  than  in  programs  for  the  poor? 

Opponents  of  universal  national  health  insurance  also  find  the  new 
utilization  statistics  to  be  valuable  political  ammunition.  The  argument  is 
straightforward:  if  access  problems  no  longer  exist,  then  the  current 
approach  has  clearly  •^worked"  and  there  is  no  need  for  a  maior  national 
program.  The  explicit  intent  of  Campbell's  review,  for  instance,  is  to 
counter  **the  traditional ...  arguments  for  compulsory  comprehensive 
national  health  insurance"  (4).  She  argues  instead  for  policies  which 
mclude  more  "personal  responsibility"  for  health,  for  the  retention— 
perhaps  with  the  addition  of  small  copayments — of  Medicare  and 
Medicaid,  and  various  forms  of  deregiilation  designed  to  increase 
**comj5etition"  among  health  providers. 

It  is  important  to  understand  the  political  context  in  which  the  "access 
question"  is  currently  being  debated,  for  the  data  (contrary  to  convention- 
al academic  wisdom)  do  not  speak  for  themselves.  Tb^y  are  amenable  to 
varying  interpretations  and  lead  to  widely  divergent  conclusions.  This 
paper  will  argue  that  access  problems  have  not  yet  been  solved, 
particularly  for  children.  Unequal  access  is  evident  in  statistics  on  use  of 
health  care,  use  in  relation  to  medical  need,  the  types  of  health  care 
sources  used,  and  the  degree  of  difficulty  involved  in  getting  care.  The 
sharpest  differences,  as  in  the  past,  are  by  income  and  race,  although  there 
is  also  significant  variation  between  rural  and  urban  areas  and  among 
different  regions  of  the  country. 

In  reaching  these  conclusion-s,  the  paper  reviews  existing  national  data 
as  well  as  findings  from  smaller  scale  studies  pertinent  to  access,  and 
provides  new  analyses  of  data  from  a  major  national  survey  (conducted  in 
1976  by  the  Center  for  Health  Administration  Studies).  It  also  presents 
new  results  from  a  study  of  different  ambulatory  care  settings  in 
Washington,  D.C.  that  allow  detailed  analysis  of  the  in^ct  of  particular 
barriers.  In  all  of  these  data  sources,  there  is  evidence  of  pervasive 
problems  in  both  the  quantity  and  qiiality  of  health  care  available  to  the 
poor  and  minorities. 


r>efiiiing  Accsess  and  Equity 

Access  can  be  measured  in  many  different  ways.  It  can  refer  to  the 
process  of  gaining  access — the  distance  traveled  to  the  provider  of  care, 
the  ease  of  getting  an  appointment,  the  office  waiting  time — or  it  can  refer 
to  the  outcome  of  this  process — the  actual  ntmiber  and  type  of  health  care 
visits  that  occur,  and  the  patient's  satisfaction  with  the  care  received. 
Unmet  medical  needs  are  another  kind  of  outcome,  indicating  inadequate 
access.  Measures  of  the  access  process  reflect  directly  the  degree  of 
difficulty  in  obtaining  care — although  the  significance  of  a  ^ven  access 
barrier  (office  waiting  time,  for  example)  varies  with  the  urgency  of 
medical  need  (7).  Use  measures  indicating  the  outcome  of  access  are  even 
more  dependent  on  medical  need  and  vary  in  relation  to  the  underlying 
distribution  of  illness. 
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Conc^ts  such  as  medical  need  and  measures  of  the  process  and 
outcome  of  access  cannot  be  translated  into  precise  empirical  terms. 
Nevertheless,  they  represent  theoretical  issues  which  are  essential  in 
defining  "^equitable  access^  to  health  care.  Even  crude  indicators  of  these 
concepts  are  useful  in  assessing  the  nature  and  magnitude  of  inequalities 
in  access. 

In  this  cofntext,  equahty,  too,  is  subject  to  varying  interpretations.  Most 
would  agree  that  equal  access  should  not  mean  absolute  equality,  with 
everyone  getting  the  same  amount  and  type  of  medical  care  regardless  of 
need.  In  health  care,  unlike  many  other  social  arenas,  there  is  a  compelling 
case  for  distributing  services  (or  at  least  the  opportunity  for  such  services) 
according  to  need  (^)*  C^rotmds  for  this  case  may  be  pragmatic — with 
health  care  viewed  as  an  investment  in  the  health  f  id  productivity  of  the 
population— or  humanitarian — with  health  care  viewed  as  part  of  society*s 
commitment  to  minima!  standards  of  re^^ecl  and  human  dignity  ( /).  On 
the  other  hand,  strong  partisans  of  free  enterprise  argue  that  health  care 
should  be  distributed  in  the  same  manner  as  other  **consumer  goods** — in 
rekttion  to  some  measure  of  individual  social  worth  (usually  income)  (P); 
but  this  seems  to  be  a  minori^  view,  Eqiial  access      care  according  to 
medical  need  has  become  a  widely  accepted  societal  goaL  This  goal  has 
been  made  explicit  for  pubhc  programs:  the  National  Commission  for  the 
Protection  of  Human  Subjects  of  Biomedical  and  Behavioral  Research 
recommended  in  its  final  report  that  **cligibihty  for,  and  the  range  of, 
health  services  provided  under  programs  conducted  or  supported  by 
DHEW . . .  should  be  determined  an  the  basis  of  the  health  care  needs  of 
the  persons  served^  ('<?)- 


THE  HEALTH  GAP:  MORTALITY  RATES 
AMD  HEALTH  STATUS  OF 
POOR  ANO  MINORTTV  CHILDREN 

It  is  worth  calling  attention  at  the  outset  to  who  the  poor  are,  for  there 
are  some  wide^read  misconceptions.^  Half  of  the  poor  are  children  under 
age  22.  Two-thh"<*s  are  white,  and  more  than  one-third  live  in  rural  areas. 
They  are  heavily  concentrate^  in  the  South,  where  Medicaid  coverage  is 
least  adequate  (i).  This  inadequacy,  along  with  problems  of  inaccessibility 
and  other  institutional  and  cultural  barriers,  is  responsible  for  very  low 
rates  of  utilization  in  the  rural  South  and  for  some  cf  the  highest  rates  of 
morbidity  and  mortali^  in  the  country. 


Mortality 

Infant  mortality  rates  remain  substantially  higher  among  nonwhites 
than  whites,  despite  improvements  for  both.  In  fact,  between  1950  and 


in  this  pmry^^  ^poverty"*  will  refer  either  to  the  Census  Bureau  deluution  of  poverty  or  to  the 
mppMumMtc  fAxxiaJy  xncotne  equivalent  of  that  level — althou^  this  may  understate  the  number  of  people 
whc  bvc  m  deprivod  coxKiitions.  For  a  review  of  weaknesses  in  the  ofTicud  measures  of  poverty,  see  // . 
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1974,  the  overall  decline  has  been  greater  for  whites  than  for  blacks 
ihiis  the  gap  has  actually  widened.  Infant  mortality  is  also  strongly  related 
to  poverty.  The  infant  mortality  rate  was  30.2  among  residents  of  poverty 
areas  of  19  large  cities  in  1 969-7 1»  compared  with  19.7  ia  the  nonpoverty 
areas  That  is,  rates  were  50  percent  higher  in  the  poor  areas  than  in 

the  more  affliient  areas.  The  compound  effects  of  both  race  and  poverty 
produce  even  larger  disparities — infant  mortality  rates  among  minority 
residents  of  the  poverty  areas  were  almost  double  those  of  white  residents 
of  nonpoverty  areas  (33.4  versus  17.4).  There  is  also  great  variation  in 
infant  mortality  rates  in  different  regions  of  the  country.  The  South,  which 
has  the  lowest  per  capita  personal  income,  has  the  highest  infant  mortality 
rates 

Despite  the  declining  infant  mortality  rates,  there  has  been  no  reduction 
in  the  proportion  of  babies  bom  prematurely  or  with  low  birth  weight  over 
the  last  25  years  for  either  blacks  or  whiles  (/4).  The  prevalence  of  low- 
birth-weighl  infants  therefore  remains  much  higher  for  nonwhites  (/5)- 
The  lower  infant  mortality  rates  without  corresponding  improvements  in 
birth  weights  may  be  due  in  part  to  the  better  medical  care  available  to 
disadvantaged  populations  through  federally  funded  maternal  and  infant 
care  programs-  Assessments  of  such  programs  and  other  evidence 

(  /7)  suggest  that  prenatal  care  does  improve  health  outcomes. 

Mortality  rates  after  infancy  also  vary  by  income  and  race.  Racial 
differences  in  mortality  rates  are  greatest  among  children  under  age  5, 
with  rates  among  blacks  ran^ng  from  1.5  to  23  times  higher  than  those  of 
whites  (see  table  1).  These  differences  exist  for  deaths  due  to  illness  as  well 
as  those  due  to  accidents,  poisonings,  and  violence.  Racial  disparities  in 
mortahty  rates  are  much  narrower  for  the  12—17  year  age  group,  and  the 
distribution  between  illness  and  other  catises  varies  with  age  (table  1). 

Income-related  differences  in  mortality  rates,  in  contrast,  appear  to  be 
greater  among  older  children,  at  least  in  aggregate  data.  (No  recent 
national  data  on  individual  mortality  rates  by  age  and  income  are 
available.)  Comparing  children's  mortality  rates  in  the  10  States  with  the 
lowest  per  capita  incomes  in  1970  and  those  in  the  10  States  with  the 
highest  incomes,  the  disparity  between  low-  and  high-income  States  was 
largest  (34  percent)  for  children  aged  5-14  years,  and  smallest  (21  percent) 
for  infants  (iS).  Poverty-related  differences  in  children's  mortality  rates 
appear  to  be  diminishing,  albeit  very  slowly.  For  adults,  however,  the 
differences  have  actually  widened  since  1960. 


Oisability  and  Health  Status 

The  best  overall  measures  of  general  health  are  disabili^  days  and  self- 
assessed  health  status.  These  measures  indicate  the  impact  of  health 
problems,  reflecting  their  perceived  severity  as  well  as  the  degree  to  which 
they  interfere  with  normal  activities. 

Both  childrenV  disability  days  and  reported  health  status  reveal  large 
differences  by  ircoine.  These  differences  become  much  more  pronounced 
with  age,  as  the  multiple  hardships  of  a  life  of  poverty — including 
inadequate  medical  care — take  their  toll  (72).  In  1977,  children  imder  6  in 
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T/IBLE 1.  Morttfljf  Mil  Dm  to  IMicii  and 
Age  (MtodSMN,  1976 
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the  poorest  families  had  ahxiost  twice  as  many  bed  disability  days  as  those 
in  the  highest  income  category,  and  a  third  more  restricted  activity  days 
(see  table  2).  Parents*  assessments  of  their  children's  health  mirror  these 
figures.  Among  the  highest  income  families,  70  percent  of  children  under 
17  were  reported  to  be  in  **exccllent**  health,  com|>ared  with  only  41 
percent  of  children  in  the  lowest  income  families  (table  3)*  Findings  from 
clinical  examinations  reveal  the  same  inverse  relation  to  income  as  do 
parental  reports.  Again  race  compounds  the  effects  of  pover^ — black 
children  were  reported  to  be  in  poorer  health  than  white  children 
regardless  ot  income  ( 19). 

Another  index  of  clinical  illness  is  hospitalization.  In  general,  the  more 
serious  the  illness,  the  more  likely  hospitalization  and  the  longer  the 
hospital  stay  (although  there  are  obviously  many  exceptions^  to  this 
general  rule).  As  table  4  shows,  patterns  of  hospitalization  are  very 
different  dep>ending  on  income  and  race.  For  instance,  the  number  of 
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TABLE  3.  ParMrts'  i 
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hospital  days  per  child  under  age  17  is  almost  four  times  as  great  for  those 
in  £he  lowest  income  group  as  m  he  highest  (66  days  versus  17  days  per 
100  chfldren),  and  average  length  :>£  stay  is  more  than  twice  as  long  for 
both  poor  and  minority  children  as  for  the  affluent  and  whitc-^  These  data, 
which  are  in  marked  contrast  to  patterns  of  ambulatory  care,  imply  that 
health  problems  are  both  more  prevalent  and  more  serious  among  poor 
and  minority  children  than  among  others. 


NutritKMial  Deficiencies  and  Unmet  Medical  Needs 

An  important  contributor  to  the  poor  health  of  underprivileged  children 
is  inadequate  nutrition  {20}.  In  1974,  a  third  of  all  black  children  were 
estimated  to  suffer  from  some  kind  of  nutritional  deficiency  compared 
with  less  than  15  percent  of  white  children  (2 J).  jL>eficiencies  in  six  out  of 
eight  specific  nutrients  varied  by  both  income  and  race:  poor  black 
children  had  more  deficiencies  than  poor  white  children  on  all  eight 
measures  Dietary  habits  were  a  likely  cause — the  daily  diet  of  black 

children  was  much  more  likely  than  that  of  white  Children  to  include 
candy^  sweetened  beverages,  and  salty  snacks  Such  habits  may  result 
not  ^Eily  11  om  lack  of  proper  dietary  information,  but  also  from  limited 
income  and  a  disrupted  family  life  due  to  the  absence  of  parental 
supervision.  Almost  two-thirds  of  children  with  family  incomes  imder 


^In  cootnsC  bMptodiziittoo  rmtes  (dtscharBcs  per  100  children),  aie  slif^tly  lo«/er  for  nonwtiitc  thmn 
white  children,  pertwpe  indicating  deiays  in  ho^cmlizAtiott.  Such  delays  may  aooount  in  part  for  the  much 
longer  averse  Ieng;th  of  stay  for  minority  cfaiktren. 
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$3,000  in  1974  were  living  in  single-parent  families,  coxzq>ared  to  less  rUs»n 
5  percent  of  children  with  family  mcomes  of  $10,000  or  more  (22). 

What  can  medical  care  do  about  nutritional  problems?  One  thing  is  to 
educate  people  about  the  harmful  health  effects  of  a  poor  diet,  but  more 
direct  forms  of  intervention  are  also  possible.  Jack  Geiger,  a  pioneering 
doctor  who  organized  a  clinic  in  a  poverty-stricken  area  of  the  Mississippi 
Delta  in  the  sixties,  sometimes  prescribed  eggs,  meat,  millc,  and  vegetables 
as  the  best  form  of  medical  care  that  he  could  offer  (-25). 

Certain  health  problems  reveal  a  direct  link  between  inadequaue 
medical  care  and  higher  levels  of  illn<>!«  among  poor  and  minority 
children.  For  example,  as  table  5  shows,  immunization  rates  for  measles 
and  rubeha  were  lower  in  poverty  areas  than  in  nonpoverty  areas,  and  the 
prevalence  of  infections  correspondingly  higher.  Comparable  differences 
have  been  foimd  between  whites  and  nonwhites  (/3).  In  a  diphtheria 
epidemic  in  San  Antonio,  Texas,  p>oor  and  minority  children  suffered  12 
times  as  much  disease  as  children  who  were  white  and  affluent  (13). 

In  addition  to  disease  prevention,  various  therapeutic  needs  of  disad- 
vantaged children  are  more  likely  to  go  unmet  as  well.  Four  times  as  many 
poor  children  under  18  reported  some  kind  of  unmet  medical  needs  in 
1974  as  the  most  affluent  (8.8  percent  versus  2.2  percent)  (unpublished 
data  from  the  National  Health  Interview  Survey).  While  these  figures 
imply  relatively  low  levels  of  unmet  need,  certain  specific  problems,  such 
as  uncorrected  vision,  suggest  that  actual  levels  may  be  higher  than  those 
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reported.  For  example,  among  children  under  6  who  needed  treatment  for 
eye  problems,  92  pment  of  those  in  low-income  families  did  not  get  this 
treatment;  in  upper  income  families,  the  figure  was  substantially  lower  (72 
percent^  although  certainly  not  ideal  (24). 

In  sum,  poverty  and  race  are  still,  as  in  the  past,  among  the  most 
inqx>rtant  risk  factors  for  illness  and  early  death.  The  joint  effects  of 
poverty  and  race  lead  to  still  greater  risk.  Assessing  the  overall  health 
needs  of  children,  Julius  Richmond,  Surgeon  General  of  the  U.S., 
commented:  **Zt  may  seem  odd  to  include  a  reconunendation  for  adequate 
income  in  a  presentation  on  health.  However,  as  has  repeatedly  been 
pointed  out,  our  major  child  health  problems — failure  to  imTniirn'w  infant 
mortali^,  undernutrition,  development  attrition,  and  development  disor- 
der?*— are  all  compounded  by  poverty^  (2S).  While  the  health  care  system 
is  not  likely  to  redistribute  income  directly,  it  could  remedy  some  of  the 
health  consequences  of  poverty.  Instead,  the  current  distribution  of 
services  tends  to  exacerbate  the  existing  pattern  of  poverty-related  health 
problems. 


UNEQUAL  HEALTH  CARE  UTEUZATION 

Physician  utilization  by  the  poor  has  increased  markedly  over  the  last 
decade,  as  noted  at  the  outset,  a  testimony  to  the  success  of  Medicaid  and 
other  public  programs  in  imf>roving  access.  Yet  many  inequaUties  remain. 
The  Wcclibood  of  receiving  care  (as  opposed  to  the  average  number  of 
visits)  is  still  somewhat  lower  for  the  poor  and  minorities  (5),  and  there  are 
substantial  gaps  evident  in  many  measures  of  children's  utilization. 


Dififerential  Use 

Both  the  average  number  of  visits  and  the  proportion  of  children  with 
visits  during  the  year  vary  considerably  by  income  and  race  (sec  tables  6 
and  7).  Despite  higher  levels  of  disability,  poor  and  minority  children  were 
less  likely  to  sec  a  physician  and  had  fewer  total  visits  than  affluent  and 
white  children,  respectively.  In  fact,  poor  children  under  6  were  almost 
twice  as  likely  as  the  most  affluent  to  have  had  no  physician  visits  within 
the  year  (12.9  percent  versus  1J5  percent,  respectively,  had  not  had  visits). 
The  difference  in  volume  of  physician  visits  by  race  is  also  striking — 2.9 
visits  for  nonwhitc  children  compared  with  43  visits  for  white  children. 
This  low  volume  of  visits  could  be  due  to  access  barriers,  discrimination, 
or  different  patterns  of  practice  for  minority  children.  It  is  in  sh;jp 
contrast  to  the  high  rates  of  hospitalization  for  such  children  mentioned 
previously,  and  may  be  one  of  the  contributing  factors. 

Table  8  distinguishes  the  effects  of  income  and  race  and  shows  that 
each  is  independently  associated  with  children's  utilization.  These  figures 
reflect  the  major  improvements  in  access  that  have  occurred  over  the  last 
decade,  yet  they  also  reveal  persisting  disparities.  In  1976,  poor  children 
were  still  less  likely  to  have  seen  a  doctor  than  nonpoor  children  regardless 
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of  race>  just  as  nonwhite  children  were  less  likely  to  have  seen  a  doctor 
regardless  of  pover^  status. 

Why  arr  ihe  differentials  in  children*s  utilization  rates  greater  than 
those  for  che  population  as  a  whole?  The  main  reason  is  probably  that 
children^'s  use  measures  are  less  confoimded  by  differential  illness  levels 
than  are  measures  of  adults*  use  because  disparities  in  illness  between  rich 
and  poor  are  generally  smaller  for  children  than  for  adults  (26).  Children's 
use  rates  are  thus  mor^  sensitive  to  the  effects  of  access  barriers  and  so 
tend  to  reflect  unequai'  distribution  of  such  barriers  by  income  and  race. 

Patterns  of  use  reflect  many  things — the  underlying  distribution  of 
illness^  the  difficuitie^i  people  face  in  gaining  access  to  the  health  care 
system^  thc.tr  motivation  and  ability  to  overcome  these  difficulties,  the 
incentives  of  physicians  to  encourage  different  kinds  of  services,  and  the 
organizational  structure  which  may  or  may  not  accommodate  given 
patterns  of  care*  The  impact  of  these  factors  varies  among  different 
measures  of  use. 

An  important  distinction  is  between  patient-controUe^  provider- 
controUed  measiu-es  of  use.  Patient-controlled  measures  include  preven- 
tive visits  and  the  initial  decision  to  seek  care  in  an  illness  episode,  while 
physician-controlled  measures  include  fbllowup  visits,  medication,  and 
hospitalization.  Patient-controlled  meastires  are  more  likely  to  reflect  the 
effects  of  organizational  and  financial  barriers  to  access  as  well  as 
patients*  attitudes  toward  health  care.  In  contrast,  physician-controlled 
measiures  are  generally  more  closely  related  to  the  severity  of  the  illness 
conditions.^  This  distinction  is  helpful  in  interpreting  differentials  in  use, 
as  it  begins  to  suggest  possible  reasons  for  such  differentials. 

The  distinction  between  patient-  and  physician-initiated  visits  is  critical 
in  assessing  the  impact  of  access  barriers,  since  these  barriers  tend  to  be 
concentrated  among  tbe  poor  and  minorities  who  also  tend  to  have  the 
highest  levels  of  illness.  >Vhen  patient-  and  ph^^cian-controUed  utilization 
are  merged^  as  in  nimiber  of  visits  per  year,  the  negative  effects  that 
barriers  have  on  utilization  are  confoimded  with  the  positive  effects  of 
illness,  obscuring  i:roth  in  the  process*  (£>^pite  this  problem,  number  of 
visits  per  year  continues  to  be  the  single  most  widely  used  indicator  of 
utilization.)  When  patient-  and  physician-controlled  use  measures  are 
distinguished,  the  effects  of  both  barriers  and  illness  are  apparent.  Patient- 
controlled  measures  generally  display  a  strong  positive  relation  to  income 
35),  reflecting  the  greater  impact  of  barriers  on  the  poor.  In 
contrast^  clinically  mandatory  procediires  and  other  indicators  of  thera- 
peutic need  usually  show  a  strong  ne^trVe  relation  to  income,  reflecting 
the  disproportionate  illness  among  the  poor  (72,  56). 

Some  might  argue  that  differential  utilization  does  not  necessarily  mean 
inadeqixate  access.  For  children,  however,  access  can  be  judged  against 
accepted  standards  of  health  monitoring.  Most  medical  authorities  agree 
that  children  should  be  examined  at  least  four  times  during  the  first  year 


*While  various  nonmedical  constderatkms  do  affect  mcuui  /W4<ir>firti»iri«£  ^27^29X  patterns  of 
Ebcnpcubc  care  are  con^tbeless  much  more  likely  than  pr  initial  decisions  to  reflect  clinical  severity 

(30-32).  Indeed,  ^'Ma  (JJ)  has  argued  that  patients*  initial  ..^^h^sM  to  seek  care  may  be  virtually  unrelated 
to  the  cliiiical  sev^  icy  of  tbe  symptoms. 
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of  life,  and  approximately  once  every  2  years  through  age  6  (37.  38y  If 
Uhiess  visits  arc  also  included,  a  conservative  measure  of  "adequate  care 
for  children  might  be  visits  within  6  months  for  children  under  age  2, 
within  a  year  for  children  aged  2-5,  and  within  2  years  for  those  aged 
6-17 

The  proportion  of  children  who  do  not  meet  this  standard  agam  van^ 
sharply  by  family  income,  educational  level,  and  race,  as  seen  m  table  9. 
The  ligest  differentials  are  by  educational  level.  Many  studies  suggest 
that  formal  education  affects  patterns  of  utihzation  mdcpcndent  of 
income  and  race,  by  enhancing  general  coping  skills,  and  by  providing 
exposure  to  various  social  insututions  and  to  mainstream  cultural  values 
about  illness  and  medical  care  (d.  39). 

Preventive  care  is  even  more  strongly  related  to  socioeconomic  status. 
For  example,  five  times  as  many  chUdren  under  17  in  the  lowest  mcome 
eroup  have  never  had  a  physical  exam  as  in  the  highest  mcome  group  (see 
fab'e  10)  Patterns  of  preventive  care  reHect  both  the  value  attached  to 
preirentivc  services  (relative  to  other  uses  of  time  and  money)  as  well  as 
die  degree  of  difficulty  involved  in  getting  care-  Financial  barriers, 
inconvenience,  and  sources  of  care  which  do  not  emphasize  prevenuon 
pose  special  problems  for  the  poor,  as  later  sections  will  show.  Especially 
for  children,  the  consequences  of  undetected  medical  problems  are 

potentially  serious.  *  -i.  *-  «r 

Dental  care  is  another  glaring  example  of  the  maldistribution  of 
preventive  services.  Among  children  aged  6^16,  18  percent  of  those  m 
families  with  incomes  below  $5,000  have  never  been  to  a  dentisU 
compared  with  3  percent  of  those  in  upper  income  famihes— a  sixfold 
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TABLE  9.  Picqnt  of  Chlldrwi  undM-  Agm  i7 

ouatoty"'  Fff«qtMnt  Pttyslctan  Visits,  by  Family  In- 
ZomZ  Education,  and  Raca:  U.S^  1975-76 


All  Children  ''^•3 

Family  Income 

Less  than  S5.0OO  ]7.9 

S5.0OO-S9.999  i^f 

SI  0.OOO-S1 4.999  I 

$15,000  or  more  ^^-^ 


Education  of  Head  of  House 

8  years  or  less  JJ"^ 
9—11  years 
12  years 
13—15  years 
16  years  or  more 


Race 
White 
Black 
Other 


17.3 
13.2 
9.5 
7.3 


13.3 
19.3 
16.1 


1  " 


■'AcJeouate  frequ«ncy -  is  <lefin«d  as  within  6  moottw  for  ^f'^'^P^ 
aSe^w5^  lyear  for  children  aged  2-5;  and  within  2  years  for  cWldreo 
a9od6-17. 

SOURCE:  unpublished  data  frow^eUs,H|alth  Interview  Survey. 


TABLE  10.  Pmvmnl  of  ChMdM  unOmr  17  Ymmn  Who  Hm 
Mmr  IM  a  HouHna  Ptifilcal  gjwwilnaMon,  by 
  F— iWy  Iwcow  and  nne  ma..  i»73 


All  cMkSran 

9.8 

FiWnRy  Inconw 

Laas  than  S3.000 

20.3 

13.7 

$10.000-S14.999 

7.1 

M  ^  MM  Arwi  rruwir 

1  a     la  B 

8.9 

pionwnffiiB 

14.8 

NOTE:  Oats  an*  a— ed  on  hoo— hold  mtarvtaws  o«  the  cMlian  noninstttu- 


90URCE:  NCHS 10: 110«  1977.  p.  27. 


difference  Dental  care  is  also  much  less  common  among  black 

children  and  iJ&ose  who  live  in  rural  areas,  especially  in  the  South 
The  health  consequences  of  these  disparities  are  evident  in  the  prev  alence 
of  dental  caries  and  also  in  the  nature  of  dental  visits.  Sixty-one  percent  of 
the  visits  of  u|^>er  income  persons  during  1971—74  Ti'ere  for  cleaning  or 
checkups  compared  with  24  percent  of  the  visits  of  the  low-income  group 
(24).  In  contrast,  the  most  common  type  of  dental  care  among  the  poor 
was  drastic  remedial  treatment  such  as  pulling  a  tooth  or  other  surgery. 
<Su^  treatments  were  five  times  as  common  among  the  poor  as  among 
the  upper  income  group.) 


Use  in  RelatioD  to  Need 

Equity'  of  access  to  preventive  care  can  be  ass^ed  directly  from  rates 
of  preventive  utilization.  Equity  of  access  to  care  for  illness,  on  the  other 
hand,  can  best  be  assessed  in  relation  to  medical  need.  There  arc  several 
ways  of  doing  this:  a  ratio  relating  use  to  need  can  be  calculated;  or  the 
effects  of  varying  levels  of  need  can  be  taken  into  account  statistically  by 
adjusting  use  rates  for  health  needs.  Other  indicators  of  use  in  relation  to 
need  include  the  proportion  of  people  who  saw  a  doctor  after  being 
advised  to  by  friends,  and  the  clinical  "necessity^  of  visits  (as  judged  by 
physicians).  All  of  these  different  approaches  reveal  discrepancies  by 
income  £  nd  race. 

One  indicator  which  was  designed  to  measure  medically  "appropriate" 
levels  of  use  relative  to  need  is  the  ^rmptoms-response  ratio  (40).^ 
According  to  this  indicator  (adjusted  for  age  and  sex),  access  to  health 
care  for  low-income  groups  has  improved  considerably  since  the  1960*3 
relative  to  high-income  groups.  In  1963,  low-income  persons  had  20 
percent  **too  few"  visits  relative  to  their  reported  syn^toms,  while  high- 


^Tlus  istk>  is  baaed  oo  the  number  of  health  care  visit*  reported  in  a  household  sizrvey  in  rrsponvr  to  tbe 
pnm,ue».  ot  15  syn^tonis..  onmpared  u>  the  number  of  visits  a  panel  oT  pliysicians  says  "should"  occur  for 
that  Bomber  and  type  of  symptoms. 


income  persons  had  4  percent  "too  many."  By  1976.  all  income  groups 
had  "too  many"  visits,  although  the  lew-income  groups  still  had  fewer 
visits  than  the  high-income  gioups  (4  perc<?nt  versus  7  percent  too  many> 
(41). 

While  these  figures  would  suggest  that  the  poor  are  no  longer  medically 
deprived,  a  number  of  methodological  problems  cast  doubt  on  the  validity 
of  the  symptoms-response  ratio  as  a  measure  of  use  in  relation  to  need. 
Since  it  is  used  fai»-ly  widely,  these  problems  are  worth  noting-  One  is  that 
it  ignores  preveurive  care  needs  (4/).  It  is  also  dependent  on  respondent 
recognition  and  reporting  of  illness  symptoms,  and  people  who  do  not 
report  symptoms  are  excluded  from  the  computations.  Further,  it  does  not 
reflect  *he  varying  severity  of  symptoms,  nor  do  the  physician  judgments 
about  ^opropriate  use  rates  account  for  the  implications  of  interactions 
among  symptoms  or  symptom-complexes  (42).  For  all  of  these  reasons, 
the  actual  degree  of  illness  among  the  poor  may  be  underestimated  by  the 
symptoms  reported.  If  so.  physician  estimates  of  "appropriate"  use  rates 
for  the  poor  are  corresj>ondingly  understated,  and  the  symptoms-response 
ratio  provides  a  misleadingly  favorable  picture  of  the  poor's  use  in  relation 
to  need. 

A  more  satisfactory  measure  of  use  relative  >  need  is  the  "use- 
disability"  ratio  (40).  In  this  ratio,  the  number  physician  visits  in  a 
given  time  period  is  divided  by  the  number  of  cusability  days  in  that 
period.  Functional  disability,  as  noted  previously,  is  the  most  comprehen- 
sive measure  of  the  impact  of  illness,  hence  the  use-disability  ratio  is 
probably  a  better  index  of  access  relative  to  overall  need  compared  to  the 
symptoms-resix>nse  ratio. 

Like  other  measures  of  access,  the  use-disability  ratio  reveals  disparities 
by  many  factors — income,  race,  region  of  the  country,  rural-urban 
location,  and  others.  Yet  poverty  is  often  the  dominant  factor.  For 
example,  comparing  the  use-disability  ratios  of  selected  income,  residence, 
race,  and  age  categories,  poverty  is  the  most  important  overall  determi- 
nant of  use  relative  to  need  (see  table  1 1).^  Race,  poverty,  and  old  age 
together  are  a  devastating  combination:  the  poor  urban  black  elderly  had 
the  lowest  use-disability  ratio  of  all  (3.55),  while  the  more  aftluent  white 
urban  elderly  had  the  highest  ratio  (21.32) — more  than  a  sixfold 
difference. 

Table  12  shows  the  use-disability  ratios  for  different  income  groups  in 
1963  and  1974—76,  based  on  two  sc^^arate  national  samples  (NCHS  and 
CHAS).  According  the  CHAS  sample,  the  relative  position  of  the  poor  has 
improved  since  1963,  although  low-income  persons  still  had  about  a  third 
fewer  visits  in  1974-76  than  high-income  persons  relative  to  need.  In 
contrast,  the  NCHS  sample  indicates  no  improvement  at  all  in  the  relative 
position  of  the  poor.  The  affluent  had  twice  as  many  visits  relative  to  need 
as  the  poor  in  1963  and  also  in  1974—76. 


*rhese  data  are  from  the  I970  survey  rather  than  the  1976  survey  because  comparable  categories  were 
not  reported  for  the  1976  data:  moreover,  all  use-disability  ratios  based  on  the  1976  data  are  reported  only 
in  age-sex  adjusted  form. 
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_Mr  109 
Poverty  Lswl  by 
CHAS,  1970 


Urban,  vvhlto.  6S  and  over  21.32 

Urban.  ¥Whlte.  undv  66  18.84 

Urban.  nonwMta.  under  65  15.45 

Rural,  white.  66  and  ovw  15.19 

Rural,  whito.  urxSer  66  14.08 

Below  poverty  level 

Urban,  nonwhite.  under  65  13.07 

Urban,  whtta.  65  arxS  ov  r  11.80 

Rural,  whtte.  undur  65  11.03 

Rural,  nomwhtte.  under  65  10.13 

Urban,  white,  under  65  9  83 

Rural,  nonwhite.  65  and  over  8.04 

Rural,  white.  65  and  over  7.15 

Urban,  r»onwhite.  65  and  over  3.SS 

SOURCE:  AOmy  ana  Amtorsen.  1 975.  p.  45. 


Vlalla  per  100  DIaahiiHy  Daya  for  Peraona  of  AO 
UA,  1063  and  1074-76   


Income  Le<*el*  100 


1974-70* 


NCHS  Low  19  20 

Middle  aO  31 

High  36  39 

CI2AS  Low  40  33 
(age  and  eex  Middle  66  41 
adjustied)B  High  _79  46_ 


«NCHS  rstars  to  National  Center  for  Health  Statistics.  U.S.  Department  of  Health  and  Human 
Servicee:  CHAS  refers  to  Center  for  Health  Administration  Studies.  University  of  ItUnois.  Chicago, 
zin^ame  orouoe  wre  defined  as  fodows: 

ijomT^    19«  -  0^.999. 1974-76 -  0^.499  <NCHS):  0-S7.999  -  both  yeara  (CH^)  ^ 

tMM:    l9S-»4.0ix>-»6.999.  1 974-76  -  S6.500-*1 2.999  (NCHS):  S8.00O-S14.999- both  years 
(CHAS) 

HkSh:       1963  -  S7.00O  + .  1974-76  -  Si 3.000  +  (NCHS);  SI  5.O0O     -  both  years  (CHAS). 
iBottt  NCHS  and  CHAS  estimates  exclude  inpatient  visits.  NCHS  estimates  include  telephone  calls  to 
physiciana  wftich  are  excluded  in  CHAS  estimates. 

*l974fbr  NCHS;  1976  for  CHAS.  .  „ oua*;  -loftf* 

•Adjusted  to  the  age  and  sex  distribution  of  the  mtddle-income  group  in  the  CHAS  saaiple.  1963. 

SOURCE:  Adapted  from  Andersen.  1978.  page  461 . 
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This  discrepancy  between  the  t\\c  samples  may  be  due  to  various 
methodological  difT,  -ences  between  the  NCHS  and  CHAS  surveys  in 
specifying  disability  days.  Most  notably,  the  NCHS  survey  included 
hospital  days  in  total  disability  days  and  the  CHAS  survey  did  not.  Since 
hospital  days  have  increased  substantially  among  the  poor  since  1963  (due 
largely  to  improved  public  coverage),  this  might  result  in  higher  estimates 
of  disability  among  the  poor  in  1974-76  in  the  NCHS  sample  than  in  the 
CHAS  sample  and,  hence,  a  lower  use-disability  ratio.  (It  might  also 
explain  why  the  CHAS  use-disability  ratios  were  lower  in  1976  than  in 
1963.)  Higher  estimates  of  disability  among  the  poor  in  the  NCHS  sample 
in  't 974— 76  might  suggest  that  the  earlier  disability  figures  were  underesti- 
mated, but  they  give  no  obvious  reason  to  doubt  the  validity  of  the 
1974—76  NCHS  estimates.  Indeed,  as  Andersen  (4/)  points  out,  less 
comprehensive  siclcness  benefits  among  low-income  workers  might  even 
cause  their  need,  as  represented  by  disability  days,  to  be  undcrstatecL 

Nor  has  the  pc  ition  of  poor  children  improved  relative  to  the  more 
afTluent,  as  reflected  in  their  respective  use-disability  ratios  (see  table  13). 
The  ratios  for  nonpoor  children  were  almost  30  percent  higher  than  those 
for  poor  children  in  1976 — exactly  the  same  as  in  1964!  According  to  this 
measure  of  access  relative  to  need,  then,  not  only  are  poor  children  and 
adults  ac  substantial  disadvantage  compared  with  the  rest  of  the 
population,  but  their  situation  has  not  measurably  improved  since  1963. 

Some  contradictory  evidence  should  be  noted.  Aday  and  colleagues  (43) 
report  use-disabihty  ratios  based  on  the  same  CHAS  1976  survey  which 
show  almost  no  differences  by  income — in  contrast  to  the  sharp  income 
gradient  in  the  ratios  reported  by  Andersen  (41)  (  ind  shown  in  table  14). 


TABLE  13.  Physician  Vtelts,  RMtrlctMl  Acttv::y  Dmy  mnd  LlM-Diaabliily  R«ilo« 
for  CMIdran  undsr  17  Y<Mrs  by  Powwty  Status:  U.8..  1964.  1973, 
and  1976 


Ymt 


tncom*  Lawal  1964  1973  1976 


Poor  Chikireff 
Visits^ 

Restricted  Activity  Days 
Use-Otsability  Ratio^ 


2.3 
8.2 
28 


3.8 
12.6 
30 


3.8 
12.2 
31 


^4onpoo^  Children 

Restricted  Activity  Days 
Use-Otsabiltty  Ratfc^ 


4.0 
11.1 
36 


4.3 
10.2 
42 


4.2 
10.6 
40 


Ratio  of  tJ9e-Oisab«ltty 
Ratios:  Monpoor/Poor 


1.29 


1.40 


1.29 


^Definitions  of  poor  and  tonpoor  are  based  on  family  income,  and  divided  at  S3.000  in  1964.  at 
$6,000  in  1 973  aod  at  S7.000  in  1 976. 

*\nmt^  include  all  ptiystcian  visits  per  year  per  child  under  1 7. 

HJae-disatwNty  ratios  are  calculated  as  ti^  ratio  of  visits  to  restricted  activity  days  times  1  CO. 

SOURCE:  Adapted  from  unp  jblished  data  from  ttie  Health  Interview  Survey.  Supplemental  tables  4 
and  7  to  Ronald  Wilson  and  Elijah  White.  "Changes  in  MortMdity.  Disability,  and  Utilization 
Dffferentiais  between  tfie  Poor  snd  Nonpoor."  MtKitca/  Care,  August  1977.  Vol.  15.  No.  8. 
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This  discrcpwrncy  appears  lo  be  due  to  several  difTerences  in  the  way  the 
ratios  were  calculated.  The  most  signiHcant  is  that  Aday  ct  ai.,  excluded 
from  their  calculations  people  who  had  no  disability  days  in  the  previous 
year  and  also  those  who  had  more  than  100  disability  days  (in  order  to 
exclude  people  whose  visits  were  likely  to  be  preventive  and  those  who 
had  chronic  activity  limi^  .tion,  respectively).  These  exclusions  eliminated 
more  than  half  of  the  entire  sample,  probably  predominantly  people  at 
both  extremes  of  the  income  range  (because  people  with  no  disability  tend 
to  be  afnuent  while  those  with  a  great  deal  of  disabUity  tend  to  be  poor).  It 
is  therefore  not  surprising  that  use-disability  ratios  for  the  remaining 
subset— which  presumably  contains  a  disproportionate  number  o;"  middle- 
income  individuals— do  not  reveal  large  differences  by  income.  ;iowever, 
it  is  not  clear  that  this  Hnding  is  as  meaningful  as  the  ratios  originally 
reported  by  Andersen,  which  are  based  on  the  full  national  sample  with 
no  exclusions  of  people  with  high  or  low  disability.  A  sample  representing 
the  full  spectrum  of  incomes  would  -eem  to  provide  a  more  appropriate 
basis  forjudging  the  overall  equity  o   'tealth  care  distribution  in  relation 
to  need.* 

Other  ways  of  measuring  use  relati'  ^  to  need  p:  vide  further  evidence 
of  differential  access.  For  example,  Oavis  and  Reynolds  (45)  adjusted  visit 
rates  statistically  to  account  for  the  m^-^e  serious  health  problems  of  the 
poor.^  For  most  age  gioui>s,  this  adjustment  led  to  a  striking  change: 
instead  of  U-shaped  utilization  patterns,  with  the  highest  rates  among  the 
poor  and  the  affluent,  visit  rates  increased  uniformly  with  income.  For 
children,  there  was  very  little  change:  both  before  and  after  adju<  ment. 


1*.  MadlcMl  S<<w»j>  incSM  by  Poverty  tjml  and  Rmcm:  CHAS  Natlonaf 
1976 


Car»/Nol  a  Lot             Cara/Cauaas  a  Lot 
of  Worry    of  Worry 


Family  income 

Less  than  $8.000  27  30 

S8.000-S1 4.999  26  26 

$15,000  or  more  33  29 

Race 

White  29  25 

Nonwhite   26  30 


SOURCE:  Adapter  ''om  A<3ay  otai..  1980.  pp  209-21 0. 


^Recent  Uau.  from  Los  Angeles  are  aIso  at  odds  with  the  national  trends  is  use  relative  to  ^  ability 
indicated  in  Laoles  12  and  "  3.  Compared  with  the  national  figures,  ihe  Los  Angeles  data  suggest  a  greater 
improvement  m  the  rcUtive  position  of  the  poor  since  1963  and  a  much  narrower  income  difTerentiaJ  in 
!977  (44).  Again,  however,  people  with  no  disability  days  ju*  excluded  from  the  calculations,  thus 
f««*«*cing  the  range  of  upper-income  individuals  represented. 

^Adjusted  vjsit  rates  for  diRerent  age  groups  were  estimated  from  regrejwion  equations  which  included 
measures  of  disability  and  chronic  conditioos.  as  well  as  income  level  and  public  assistance  (^5). 
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poor  children  had  ibc  lowest  utilization  and  visit  rales  tended  generally  to 
increaM  with  income.  (Adjustment  probably  had  a  smaUer  effect  on 
children*s  raf*-:  than  on  adults'  because,  as  noted  earhcr,  the  heaith 
differentials  between  rich  and  poor  children  are  smaller  than  between  nch 

and  poor  adxilts.)  .     ^  . 

Another  measure  of  use  relative  to  need  is  the  proportion  ot  people 
who,  having  been  advised  by  family  or  friends  to  sec  a  doctor  about  illness 
symptoms,  then  actxiaUy  saw  a  doctor.  Although  rates  for  all  groups  were 
fairly  high,  they  varied  as  usual  by  income  and  race.  People  with  family 
,  omes  below  $5,000  were  least  Ukcly  to  see  the  doctor  when  advised  (78 
pc.  ^i),  while  those  with  incomes  over  $15,000  were  most  likely  (88 
pcrcciit);  the  figures  for  nonwhitcs  and  whites  were  75  percent  and  83 
percent,  respectively.  When  asked  why  they  did  not  seek  care,  both  the 
poor  and  minorities  were  far  more  likely  than  the  rest  of  the  population  to 
cite  money  or  transportation  problems.  These  reasons  were  given  by  14 
percent  of  people  with  incomes  under  $5,000,  compared  with  less  than  1 
percent  of  those  with  incomes  of  $  1 5,000  or  more  (3).  ,  r 

Furthermore,  when  the  poor  do  seek  care,  it  is  more  hkely  to  be  for 
medically  serious  conditions  than  for  elective  care.  Data  from  the  CHAS 
1970  and  1976  national  surveys  indicate  the  medical  urgency  of  conditions 
reported  by  people*  with  physician  visits  during  the  preceding  year. 
Conditions  were  ranked  by  an  independent  group  of  physicians  from 
"elective  and  not  causing  worry"  to  "mandatory  causing  a  lot  of  worry. 
Table  14  compares  the  percent  c  "elective"  and  "mandatory"  isits  for 
the  poor  and  nonpoor  and  for  whites  and  minorities.  It  is  clca*-  that  the 
poor  and  minorities  were  gencraUy  more  likely  to  have  visits  rated 
medically  mandatory,  while  people  who  were  white  and  not  poor  were 
more  likely  to  have  elective  visits.  Further,  within  every  category  of  race 
and  residence,  the  poor  had  less  elective  care  than  the  nonpoor  and  more 
mandatory  care  (table  15).  Race,  too,  was  ac  independent  detemunant  at 
least  of  mandatory  care:  minorities  had  a  higher  percent  of  mandatory 
visits  than  whiles  for  aU  categories  of  residence  and  poverty.  OveraU,  the 
highest  percent  mandatory  care  was  for  poor  minorities  livmg  m  rural 
arSs  while  the  lowest  percent  mandatory  was  for  nonpoor  whites  hvmg  m 
urban  areas — the  classic  pattern. 


Simunary  and  a  Dissenting  View 

By  most  measures  of  utilization,  poor  and  minority  children  are  still  at  a 
disadvantage  in  comparison  to  the  rest  of  the  population-  They  have  less 
access  to  preventive  services,  get  less  care  relative  to  health  needs,  and 
have  more  serious  illness  by  the  time  they  do  get  care. 

Not  all  investigators  would  agree  with  these  conclusions.  Andersen  anU 
Aday  (4<f)  have  stated,  for  example,  that  "services  are  generally  cqmtably 
distributed  since  age  and  level  of  iUness  are  the  main  determinants  of  ^e 
number  of  services  people  receive."  But  this  is  a  minimal  criterion  by 

»Thc«c  conditiotii  were  reported  in  household  micrvxrw,  but  venfled  in  most  cases  from  the  medicml 
records.  The  ranking  procedure*  used  by  phy«a*m  vmried  somewhat  between  the  2  years  i^O.  43). 
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whicfa  to  judge  equity;'  a  more  adequate  test  would  scan  to  be  whether  or 
not  the  distribution  of  services  varies  according  to  factors  such  as  income 
or  race  in  addition  To  its  relation  to  age  and  illness.  By  such  a  test»  it  is  less 
cdear  that  services  axe  now  equitably  distributed,  ^though  income  and 
race  apparently  had  no  significant  x^ation  to  use  independent  of  various 
other  economic  factors,  income-zeiated  factors  were  strongly  associated 
with  use.  For  instance,  after  illness,  the  most  important  (and  higlily 
significant)  determinants  of  visit  rates  are  the  availability  of  a  r^^ular 
source  of  care,  having  insurance  for  doctor  visits,  and  living  in  an  area 
with  a  htgfr  physician-population  ratio — each  of  which  is  highly  dependent 
on  race,  income,  and  education.  These  findings  thus  reveal  some  of  the 
specific  factors  which  link  utilization  to  socioeconomic  status.  Rather  than 
showing  that  equity  has  been  achieved,  they  indicate  some  of  the  reasons 
why  it  hadn't! 

TWO-CXASS  MEDICAL  CARE 

Equity  of  access  involves  not  just  patterns  of  health  care  utilization  but 
also  the  nature  and  quality  of  the  services  received.  In  this  section,  we 


conoeptuBJ  problem,  tbe  imc  of  snmal  nvanber  of  fdryakian  visits  mm  m  measure  of 
.  As  noted  pnvioosly.  this  ooafoaaiJs  increBsed  atifiratioQ  doc  to  iltaess 

with  deer  jHed  ntilizKtioa  dne  to  aooess  barricn.  obacunng  bo«h  effects.  This  problem  is  most  serious  wte 
r  Aidmy  and  jXndenen  stndy.  to  mnmfytc  treads  by  raermr.  since  both  iUaees  sxkI  buries 
I  to  b£  cooceotrjited  most  heavily  among  tbe  poor. 
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ccmskirr  some  oi  the  more  qualitative  aspects  of  access  which  may 
imderiie  dilTereiitial  utilization.  Probably  the  most  important  of  these  is 
the  source  of  medical  care. 


A  Regular  Source  and  a  Regular  Provider 

Nfany  studies  have  shown  that  having  a  regular  source  increases  the 
Itkdihood  of  seeking  CAre.  even  adjusting  for  need  and  other  factors  (47). 
A  regular  primary  care  doctor  should,  in  theory,  deliver  appropriate 
preventive  care,  monitor  health  status,  coordinate  a  patient's  specialty 
medical  services,  and  in  gen^sral  provide  more  effective  care  because  of  the 
knowledge  and  trust  built  up  over  time.  I>ata  from  the  CHAS  1976 
naticmal  survey  suggest,  in  fact,  that  having  a  rtg;ular  source  of  care  is 
more  closely  r^ted  to  access  than  either  poverty  or  race  (49)  and  is  also 
more  important  in  determining  whether  medically  **appropriate**  utiliza- 
tion occurs  (40>. 

Poor  and  minori^  children  are  much  less  likely  than  other  children  to 
have  a  have  a  regular  source  of  care  (49).  Nationally,  18.1  percent  of 
children  with  family  incomes  under  S5,000  had  no  regular  source  of  care 
in  1974  compared  with  S.8  percent  of  children  with  family  incomes  of 
SlS,00O  or  more,  with  comparable  difTerences  by  race  (see  table  16). 
Further,  among  those  who  did  have  a  regular  source,  poor  and  minority 
children  were  less  likely  to  have  an  established  rdUitionship  with  a 
particular  doctor  as  the  regular  provider,  and  still  less  likely  to  have  such  a 
,  ^lationsV.ip  with  a  medical  ^>ecialisl.*^ 


DifiTerent  Sources  for  Different  CUMren 

Poor  and  minority  children  are  not  only  less  likely  to  have  a  regular 
source  of  care  than  other  chilJxen.  but  the  sources  they  do  have  are  more 
likely  to  be  hospital  clinics  than  private  doctors.  In  1974,  ho^ital  clinics 
were  the  usual  source  of  care  for  almost  20  percent  of  all  black  children 
and  for  only  3  percent  of  all  white  children  (see  table  17).  Unpublished 
data  from  the  CHAS  1976  national  survey  suggest  that  the  figure  is  even 
higher  for  minority  children  living  in  urban  areas:  28  percent  of  all 
nonwhite  children  under  18  (excluding  rural  Southern  black  children) 
were  r^x>rted  to  depend  on  a  hospital  ou^>atient  department  or 
emergency  room  as  a  regular  source.  Numerous  local  studies  have  found 
siTuflar  patterns  of  care  by  income  and  race  (49,  52,  53"). 

The  distribution  of  visits  to  various  sources  rescmWes  the  patterns  of 
regular  sources,  with  comparable  income  and  racial  difTerences  in  the  use 


•^^Thi*  m  not  to  xmply  ih*»  *II  cbiklrcn  sboctld  9oc  speombsts:  g/mcnbta*  m*y  pnTvkle  better  primary  care 

There  is  alao  cvideaac  snggestiag  tbat  mi  least  in  aome  ■»  Hiny,  iprrisKwt 
'  qaabty  care  ovenD  (5Cl  5/).  In  the  ■brooc  at coocIimiwic  evidence,  oqaity  lequires  that 
special^  minncKM — be  rdaied  to  health  needs  and  itot  ability  to  pay. 
^■udb  aooesa  tUM^  ha'vc  iayr"f         reganfless  of  its  impact  oo  health  ootoooes. 
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of  doctors  versus  ho^ital  dimes  (see  table  18).^^  These  figures  do  reveal 
an  interesting  diflerence  in  patterns  of  access  to  telef^one  contact  with 
{>hysicians:  roughly  twice  as  many  children  who  are  white  and  affluent 
had  telephone  contacts  as  those  who  are  black  and  poor.  The  vast 
ma|ority  of  poor  and  ndnori^  children,  in  fact,  have  no  telephone 
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contacts  with  providers  at  all.  Mine^-four  percent  of  all  black  children 
and  88  percent  of  low-income  children  had  no  telephone  contacts  in  1974» 
compajred  with  75  percent  and  73  percent  for  white  and  high-income 
children,  respectively  (24).  Telephone  access  provides  maximum  conven- 
ience at  minimum  cost;  not  only  is  advice  over  the  phone  usually  free,  but 
it  may  also  avert  the  need  for  a  subsequent  office  visit.  Telephone  access 
plays  an  especially  important  role  in  children's  care,  as  phone  contacts 
with  providers  are  almost  twice  as  conmion  Ibr  children's  care  as  for 
adults*  (54). 

The  use  of  different  sources  of  care  stems  from  a  long  tradition  in  the 
United  States  of  ^two-^dass"  medical  care,  in  which  ^the  poor  use  public 
clinics  and  ho^ntal  emergency  rooms  and  the  more  affluent  use  private 
doctors.  Many  hospitals  still  maintain  separate  public**  and  ^private** 
clinics,  a  vestige  of  the  days  when  hospitals  provided  charity  care  for  the 
poor.  As  a  recent  study  of  £>uke  University  Medical  Center  fbui^d, 
patients  attending  the  private  clinics  are  typically  white  and  covered  by 
private  insurance;  those  attending  the  hospital's  **public**  clinics  are 
predominantly  black  and  on  Medicaid  (55). 

Although  Medicaid  was  supposed  to  bring  an  end  to  this  dual  system  of 
care  by  {giving  the  poor  the  financial  means  to  gain  access  to  **main- 
stream''  medical  care,  in  fact  Just  the  reverse  seems  to  have  happened.  The 
use  of  hospital-based  dinics  has  been  slowly  but  steadily  increasing  (5), 
despite  the  growth  of  various  public  programs  over  the  last  decade.  The 
mass  exodus  of  private  jAysicians  from  inner  cities  along  with  the 
seemingly  inexorable  trend  toward  medical  specialization  has  left  resi- 
dents of  many  urban  communities  with  few  alternatives.  Reliance  on 
hospital  clinics  as  the  regular  source  of  care  has  incr«ised  most  sharply 
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among  children  under  age  6 — precisely  the  age  gicup  tha"^  most  needs 
regular  health  monitoring  and  preventive  care  Moreover,  the  relative 
position  of  the  poor  and  minorities  has  worsened  during  the  last  decade 
with  respect  to  access  to  nonhospital  sources*  Lx>w*income  groups  have 
had  the  largest  increase  in  overall  use  of  hospital  clinics  relative  to  other 
sources  (-2,  5),  and  minorities  have  had  the  greatest  increase  in  dependence 
on  emergency  rooms  and  clinics  as  a  regular  source  ( 12}.  Thus^  minorities 
remain  more  dependent  on  hospital  clinics  as  a  regular  source  of  care  than 
any  other  group  (/2). 


Quality,  ^VccessibUity,  and  Contmiiity 

lX>  these  different  sources  and  pat:ems  of  care  mean  that  the  pK>or  and 
minorities  receive  lower  qiiality  care?  The  answer  to  this  question  depends 
largely  on  how  ^^quality'^  is  defined.  If  the  definition  is  based  on  clinical 
standards  of  care,  the  evidence  is  inconsistent.  3ro*^k  and  Williams  (5d) 
concluded  from  a  review  of  the  published  literature  that  ^the  quality  of 
health  care  for  the  disadvantaged  is  not  strikingly  poorer  than  care  for  the 
nondisadvantaged.^  They  added,  however,  that  **in  view  of  demoxistrable 
shortcomings  in  the  quality  of  health  care  in  general,  this  is  not  viewed  as 
a  positive  statement,***^ 

If  the  definition  of  quality  is  based  instead  on  criteria  for  primary  care, 
it  is  clear  that  many  of  the  institutional  settings  used  predominantly  by  the 
poor  are  deficient.  A  report  by  the  Institute  of  Medicine  (5P)  listed  five 
attributes  of  good  primary  care:  accessibility,  comprehensiveness,  coordi- 
nation, continuity,  and  accountability. 

Accessibili^  of  health  care  has  been  a  major  problem  in  many 
disadvantaged  and  ru^al  areas.  Various  public  programs  such  as  the 
Community  Health  Center  program  and  the  Maternal  and  Child  Health 
Program  have  made  important  inroads  into  problems  of  accessibility,^"^  yet 
many  poor  communities  remain  significantly  imderserved.  Conmiunity 
health  centers  (including  migrant  health  centers)  currently  provide  care 


'^Some  recent  evidence  suggests  that  the  quality  of  care  in  certain  bo^tal-based  settingis  may  be  higher 
than  that  of  many  solo  practitioners.  For  example;  a  study  of  difTercnt  ambulatory  care  settings  in 
Washington,  D.C.  suggests  that  health  outcomes  were  significantly  better  for  children  using  pediatric 
specialty  clinics  as  a  r^ular  source  of  care — both  in  hospitals  and  in  the  prepaid  group — than  for  those 
using  private  solo  practitioners  (57>.  The  dilTercnces  were  most  likely  attributable  to  the  specialized  care 
provided  in  such  clinics,  and  to  the  supervision  of  residents  in  training  in  the  ho^ntal  settings*  Reidel  and 
Reidel  (59).  reporting  data  from  the  Connecticut  Ambulatory  Care  Study,  also  found  that  the 
perfoimance  ofho^xtal-based  general  practi^jonen  accords  more  closely  with  ^wciHed  medical  standards 
than  that  of  doctors  in  solo  practice — including  private  internists  and  pediatricians  as  well  as  general 
practitioners.  However,  there  is  no  way  of  knowinj^  nationally  how  maz^  hospital-based  doctors  conform 
to  stich  standards*  particalarly  in  cHnics  that  serve  as  sources  <^  primary  care  for  the  disadvantaged 

'^Notable  exceptions  include  **refbrmed**  hospital  outpatient  clinics,  health  department  primary  care 
centers,  and  clinics  established  under  Federal  progrucs  for  rural  and  migrant  cai^  (6Cy.  Although 
expanding  they  still  play  a  relatively  limited  role  in  the  overall  needs  of  the  poor  ano  will  not  be 
discussed  in  any  detail  here. 

'^Zn  addition  to  in^>rovxng  accessilnlity  (^/),  these  programs  have  also  hel^'ied  to  p>romote  appropriate 
patterns  of  amtmlatofy  care  use  by  the  poor,  and  some  have  succeeded  in  reducing  bo^Mtalization  and 
surgical  rates  and  improving  various  aspects  of  health  status  (/.  62,  oJ). 
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for  about  4,8  million  people,  mainly  in  the  very  poor  underserved  areas — 
but  is  less  than  oce-flfth  of  the  26  to  30  niillioii  residents  of  rural  and 
inner  cit)^  areas  estimated  to  be  without  a  regular  source  of  primary  care  in 
the  private  sector  (Office  of  the  Assistant  Secretary  for  Planning  and 
Evaluation— Health). 

When  financial  and  structural  barriers  to  access  have  been  removed, 
utilization  has  often  increased  substantially.  A  good  example  is  a  study  by 
Snyder  and  colleagues  (64)  comparing  patterns  of  use  in  migrant  workers* 
camps  in  CaUfomia  before  and  after  medical  clinics  were  established  in 
the  camps.  The  clinics  were  open  during  nonwoiicing  hours,  they  were 
close  by,  and  the  care  was  free:  access  barriers  were  essentially  eliminated. 
The  impact  on  utilization  was  dramatic.  The  percent  of  reported  illness  for 
which  care  was  received  rose  from  43  percent  before  the  clinics  were  open 
to  70  percent  afterward,  with  even  greater  increases  in  the  use  of 
preventive  care. 

Varioxis  studies  of  C3q>crimental  programs  in  which  poverty  populations 
were  enrolled  in  p»repaid  group  practices  have  shown  that,  after  initial 
surges,  use  rates  of  the  low-income  enrollees  dropped  to  levels  comparable 
to,  but  not  below,  regular  plans*  membership  (d5-67).*^  In  other  programs 
that  have  succeeded  in  eliminating  both  financial  and  organizational 
barriers,  use  rates  among  upp>er  and  lower  income  people  have  been 
generaUy  similar  (68,  69).  Based  on  the  utilization  levels  of  a  group  of 
poverty-level  families  enrolled  in  the  Kaiser  prepaid  group  practice, 
Greenlick  and  colleagues  (70)  concluded  that  "much  of  the  reported 
difiTerence  in  the  behavior  of  poverty  populations  relates  to  differential 
access  to  medical  care.** 

The  impact  of  access  barriers  is  also  evident  in  lower  rates  of  utilization 
in  settings  with  multiple  barriers — often  sources  used  predominantly  by 
the  poor.  For  example,  a  study  of  ambulatory  care  in  Washington,  D.C. 
found  that  low  use  rates  among  the  poor  could  not  be  adequately 
explained  by  financial  or  attitudinal  factors  without  considering  as  well 
the  barriers  and  other-inadequacies  in  the  health  care  settings  used  by  the 
poor  (72).  Another  study  based  on  the  same  data  identified  the  net  impact 
of  different  settings  on  patterns  of  use  (adjiisting  statistically  for  patient 
factors)  and  revealed  significant  differences  (52).  Table  19  shows  the  basic 
results  of  this  study — the  adjusted  use  rates  for  patients  with  different 
r^ular  sources  of  care.  The  boxes  highligiht  consistent  patterns  in  the 
finding.  Preventive  care  was  lowest  in  the  hospital  outpatient  depart- 
ments and  emergency  rooms,  where  access  barriers  were  substantial. 
There  were  fewest  barriers  generally  in  the  prepaid  group  clinics,  which  in 
turn  had  the  highest  rates  of  patient-initiated  preventive  and  therapeutic 
care.  The  fee-for-service  groups  had  the  highest  volume  of  followup 
services,  due  presumably  to  the  combined  incentives  of  multispecialty 
group  practices  and  fee-for-service  reimbursement. 


iSj^j  ^  pcograins  follow  th»  pattern;  data  con^aring  use  rates  of  Medicaid  and  noo-Medicaid 
enrollees  in  the  Health  Insurance  Plan  of  New  York,  a  lar^  prepaid  system,  indicated  higtier  use  rates 
among  the  non-Medicaid  (upper  ixKXMne)  members  (7/).  Lx>w  use  rates  the  Medicaid  members  might 
result  from  nonfinancial  barneis  or,  as  the  authors  note,  mi^t  reflect  a  skewed  distributioa  of  care  wicbio 
the  Medicaid  population,  with  extremely  low  use  rates  for  a  small  fraction  of  thisgrot^. 
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Some  difTerences  between  children  and  adults  in  these  results  are  also  of 
interest.  Adults*  access  to  care  was  lower  in  the  hospital  and  public  clinics 
than  in  any  other  setting,  whereas  for  children  using  such  clinics,  access  to 
most  services  was  relatively  high.  A  similar  pattern  is  also  evident  in 
national  data:  among  children  using  hospital  cUnics  as  a  regular  source  of 
care,  use  relative  to  disability  is  quite  high  (61  visits/ 100  disability  days); 
the  ratio  for  adults  using  these  clinics  is  much  lower  (23  visits/ 100 
disability  days)  (unpublished  data  from  the  CHAS  1976  survey).  As  in  the 
Washington  sample,  however,  these  national  data  show  that  rates  of 
preventive  care  were  lowest  among  children  using  hospital  clinics  as  a 
regular  source:  25  percent  reported  having  had  a  voluntary  physical 
examination  in  the  last  year  compared  with  27  percent  of  the  children 
using  private  doctors  and  29  percent  of  those  using  other  sources. 

Not  only  is  access  more  difficult  in  many  of  the  settings  used  by  the 
poor,  but  the  patterns  of  care  that  follow  are  often  disorganized  and 
uncoordinated.  It  is  not  uncommon,  for  example,  for  poor  families  to 
depend  on  one  public  clinic  for  well-child  services,  on  another  clinic  for 
maternity  care,  and-on-the  emergen<^  room  for  acute  care.  Dual  usage  of 
public  and  hospital  clinics,  as  well  as  more  complicated  patterns  of  care, 
has  been  extensively  documented  (47,  73-77),  Table  20,  based  on  an 
assessment  of  child  heedth  services  offered  under  EPSDT  and  the 
Maternal  and  Child  Health  Program,  vividly  illustrates  these  complex 
patterns.  Only  23  percent  of  the  low-income  mothers  interviewed  used  a 
single  provider  setting  for  both  sick  and  well  care;  almost  as  many  (22 
percent)  reported  no  regular  source  at  all  (or  only  the  emergency  room), 
and  40  percent  reported  using  multiple  different  providers  for  sick  and 
weU  care.  Ironically,  it  is  the  fragmentation  of  the  public  programs 
themselves  that  fosters  these  inefficient  and  ineffective  patterns  of  care. 
Particularly  for  the  poor,  who  may  lack  the  education  and  experience 
necessary  to  c<^>e  effectively  with  complex  bureaucracies,  such  patterns 
are  likely  to  be  a  major  obstacle  to  continuity  of  care. 

Coordination  and  continuity  of  care  are  especially  important  in 
facilitating  patients'  access  to  comprehensive  specialty  services  character- 
istic of  hospital-based  care,  yet  are  relatively  rare  in  such  settings.  Services 
in  hospital  clinics  are  typically  episodic  and  disease  oriented,  with  little 
coordination  among  the  various  specialty  clinics,  let  alone  with  outside 
agencies.  Continuity  may  be  equaUy  limited  in  some  pubUc  clinics,  due  to 
the  narrow  range  of  services  offered  and  to  lack  of  coordination  among 
funding  programs.  Such  patterns  are  evident  in  table  21,  which  Compares 
various  measures  of  continuity  in  different  ambulatory  care  settings  in 
Washington.  D.C.  The  proportion  of  **r^;ular**  patients  indicates  that, 
consistent  with  national  data,  hospital  clinics  are  serving  as  the  major 
source  of  care  for  their  predominantly  low-income  patient  clientele.  This  is 
no  guarantee  of  continuity,  however.  Sharing  patients — a  policy  that  often 
undermines  continuity — was  much  more  common  in  the  hospital  and 
public  clinics  (along  with  the  prepaid  group)  than  in  the  two  fee-fbr- 
service  settings.  An  overall  measure  of  continuity,  the  number  of  visits  to 
the  regular  source  as  a  proportion  of  total  visits,  also  indicates  relatively 
low  continuity  among  patients  of  the  hospital  outpatient  departments  and 
public  clinics  (and  also  solo  practitioners). 
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The  degree  of  continiiity  and  coordination  affects  not  only  the  volume 
and  types  of  services  but  other  aspects  of  care  as  well.  Continui^  appears 
to  have  a  wide  range  of  benefits,  including  fuller  understanding  of 
patients*  problems  by  physicians  (TS),  greater  patient  and  physician 
satisfaction  (79),  and  more  efficient  patterns  of  care.  Hospital-based 
pediatric  services  that  have  been  rec^anized  to  provide  (among  other 
things)  greater  continuity  of  care  have  demonstrated  such  advantages.  For 
example^  Alpert  et  al.  iSOy  reported  that  children  receiving  the  reorganized 
primary  pediatric  services  had  fewer  hospitalizations,  operations,  illness 
visits,  and  unkept  appointments  compared  with  control  children  receiving 
traditional  episodic  care;  experimental  children  also  had  more  preventive 
visits,  higher  levels  of  patient  satisfaction,  and  lower  costs.  Breslau  and 
*  Haug  studying  a  reorganized  pediatric  clinic,  also  found  evidence 

that  continuity  allows  lower  rates  of  patient  visits  (which  meant  lower 
patient  costs)  because  of  more  telephone  communication  with  physicians 
and  greater  px:tient  trust. 


Provider  Commanication  anc£  Pfttieiit  Satisfaction 

Effective  communication  between  patients  and  providers  is  an  essential 
component  of  good  primary  care,  one  that  is  frequently  lacking* 
InsufTicient  information  provided  by  doctors  is  the  third  most  common 
complaint  about  medical  care,  after  cost  and  inconvenience  C^2). 

A  precon<fition  for  effective  co.nmunication  is  adequate  time  for  patient 
visits*  Again,  the  poor  who  rely  on  hospital  clinics  are  likely  to  be  at  a 
disadvantage.  Such  clinics  are  typically  crowded  and  busy,  and  physicians 
have  little  time  to  ^pend  counseling  patients  or  offering  preventive  services 
{83^.  Visits  are  frequently  rushed.  A  study  in  Montreal  that  compared  the 
length  of  patient  visits  in  doctors*  offices  with  hospital  clinic  visits  found 
that  for  general  practice  and  internal  medicine  the  average  time  ^>ent  with 
physicians  was  almost  twice  as  long  in  the  private  offices  as  in  the  clinics 
(^4).  National  data  indicate  that  people  seen  in  hospital  emergency  rooms 
were  twice  as  likely  to  say  that  doctors  did  not  ^>end  enough  time  as  those 
seen  in  physicians*  offices  or  those  who  had  telephone  contacts  (table  22). 
The  poor  and  minorities  were  also  more  likely  to  feel  that  not  enough  time 
was  ^>ent.  Yet  the  actual  time  per  visit  (as  reported  in  the  CHAS  national 
sample)  was  sli^itly  longer  among  the  poor  and  minonucs  (see  the  right* 
hand  column  of  table  22):  more  low-income  than  high-income  people,  and 
more  nonwhites  than  whites  had  visits  that  lasted  longer  than  25  minutes. 

This  apparent  paradox  has  several  possible  e3q>lanations.  The  data 
come  from  two  different  samples  that  may  represent  somewhat  different 
groups.  The  >ICHS  data  pertain  to  experiences  at  the  site  where  acute 
conditions  were  first  treated,  whereas  the  CHAS  data  were  based  on  the 
regular  source  of  care.  On  the  other  hand,  there  may  be  no  paradox  at  all. 
The  sli^tly  longer  times  ^pent  with  the  poor  and  minorities  may  not  have 
been  adequate  to  deal  witib  their  frequently  more  con^lex  health  needs. 
Cultural  barriers  between  doctors  and  patients  from  different  social 
backgrounds  may  have  further  contributed  to  patient  perceptions  that 
doctors  ^>ent  insufficient  time  with  them. 
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interestin^y,  the  duration  of  visits  appears  to  be  a  critical  factor  in 
detennming  how  satisfied  patients  are  with  their  overall  care.  A.  study  was 
dooie  to  show  the  relationship  between  usual  duration  of  visits  and 
people's  satxsfoction  with  various  dimensions  of  access,  based  on  data 
fixxm  the  CHAS  1976  sample  People  reporting  longer  visits  were 
consistently  more  satisfied  with  every  dimension  of  access.  For  quality  of 
care,  there  is  almost  a  20-percentage  point  difference  between  those  with 
the  shortest  and  longest  visit  lengths.  Yet  even  though  low-income 
individuals  r^>orted  the  greatest  pioportion  of  loc^  visits,  as  noted  above, 
they  were  less  satisfied  on  the  average  than  people  with  higher  incomes 
about  all  aspects  of  care. 

A.  less  tangible — but  not  less  real — barrier  to  adequate  communication 
in  hosxntal  cfimcs  may  be  the  general  atmo^here:  rn  impersonal  and 
stn^nfmv  atmo^>here  can  be  detrimental  to  relauonships  between 
patients  and  physicians  (47,  5Z  S3,  85,  SSy.  In  the  Washington^  D.C. 
san^c,  the  hospital  clinics  were  umque  among  the  six  medical  settings  in 
that  not  <Hie  physician  reported  being  satisfied  with  *'most  or  alT*  patients 
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<m  various  aspects  of  personal  behavior,  and  patient  satisfaction  with 
physicians  was  also  low  (S2y.  Such  attitudes  make  effective  communica- 
tikm  unlikely. 

National  statistics  reveal  high  levels  of  patient  dissatisfaction  with 
ho^ntal  cliiiTicff,  particularly  emerg^cy  rooms.  In  the  CHAS  1976  national 
survey,  71  percent  of  people  who  used  emergency  rooms  as  a  regular 
source  of  care  were  more  **generaUy  dissatisfied'*  than  the  natioiuU 
median,  64  percent  were  more  dissatisfied  with  the  'Equality  of  care,**  and 
60  percent  were  more  dissatisfied  with  doctors*  **humaneness**  (45). 
Emergency  rooms  were  rated  lower  than  any  other  setting  on  all  three 
measures.  At  the  other  extreme  were  private  and  groi^  physicians,  with 
fewer  patients  (46  percent)  "generally  dissatisfied,**  and  fewer  dissatisfied 
with  the  quality  of  care  and  doctors*  humaneness  (about  47  percent  for 
each). 


Accoimtability 

Mutual  accountability  between  patients  and  providers  is  a  key  to  good 
primary  care,  and  may  be  especially  difficult  to  achieve  in  health  care  for 
the  disadvantaged.  Major  social  or  cultural  differences  between  patients 
and  providers  ^jiTwiT^igh  patients*  influence  over  doctors  by  means  of 
"Voice,**  and  their  limited  financial  resources  and  restricted  alternative 
sources  of  care  reduce  their  influence  by  the  threat  of  **exit**  iST).  Hospital 
clinics  in  particular  have  traditionally  been  unresponsive  to  the  particular 
cultural  values  and  ^>ecial  medical  needs  of  poor  and  minority  patients  in 
whose  communities  they  are  often  located.  InstraH,  such  setting  reflect 
the  prevailing  **culture  of  medidu&e,**  delivering  care  that  is  specialized  and 
technologically  sophisticated  and  that  requires  an  increasingly  comfriex 
bureaucratic  organizational  struct  ire.  As  Levine  i8S)  and  others  have 
pointed  out,  xnodcra  medical  care  seems  often  to  be  more  responsive  to 
the  needs  and  interests  of  professionals  and  institutions  than  to  the  nee<*s 
of  patients. 

The  failures  of  organizations  in  this  regard  are  as  varied  as  the  needs 
and  VAiues  of  the  patients  they  serve.  One  of  the  most  common  problems 
seems  to  be  inadequate  information  about  available  sources  of  care. 
Often,  the  poor  arc  simply  unaware  of  existing  sources  (59).  Yet  programs 
of  active  outreach  have  ^lown  that  it  is  possible  not  only  to  provide  better 
information  but  also  to  achieve  more  appropriate  utilization  patterns  in 
the  process  (6^5,  5^0)- 

There  is  a  delicate  balance  in  being  responsive  to  patients'  unique  social 
and  cultural  features  and  yet  not  creating  a  sense  of  stigma.  Services  that 
are  different  from  those  of  the  mainstream  medical  system  may  be  viewed 
by  some  patients  as  inferior.  Meighborhood  health  centers  are  a  good 
example  of  thiic  dilemma.  Such  centers  typically  offer  services  tailored 
^>ecifically  to  the  needs  of  their  communities  and  many  en^loy 
communi^  residents  as  staff  members.  These  policies  are  responsive  to 
local  interests,  but  they  may  also  conflict  with  beliefs  derived  from  the 
larger  culture. 
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A  study  by  Skinner  and  colleagues  illustrates  such  a  conflict  among 
patients  who  chose  to  use  a  hospital  outpatient  department  rather  than  a 
neighborhood  health  center,  even  though  the  latter  was  closer.  The  major 
reasons  that  patients  continued  to  use  the  hospital  clinic  was  its  perceived 
high  ^quality*^  of  care.  Patients  who  gave  highest  priority  to  convenience 
of  access  were  willing  to  consider  changing  to  the  nei^borhood  health 
center;  those  who  emphasized  quality  of  care  or  familiarity  with  the  site 
were  not  willing  to  change.  Yet  there  was  evidence  that  once  the  hospital 
clinic  patients  had  actually  had  personal  experience  with  a  neighborhood 
health  center,  they  were  satisfied  with  V\c  quali^  of  care  they  received* 
Thus,  attitudes  about  what  constituted  ^quali^**  medical  care  were  the 
key  issue.  Popular  attitudes  are  shu^d  by  the  prevailing  norms  in 
medicine,  and  as  the  authors  pointed  out,  **almost  all  the  information 
about  medicine  that  reaches  the  public  domain — from  educational  reports 
to  entertaining  programs — serves  to  emphasize  the  advantages  of  the 
medical  center  with  its  sophisticated  equipment  and  highly  trained  staffs 
(^9).  This  kind  of  publici^  has  a  pervasive  influence  on  public  attitudes 
about  quality  and  is  an  obstacle  to  biiilding  institutions  that  are  responsive 
to  primary  health  care  needs. 

To  recapitulate:  medical  care  in  the  United  States  is  still  in  many  ways 
a  two-class  >tem«  Poor  and  minority  children  are  less  likely  than  their 
peers  to  have  a  regular  source  of  care,  a  regular  doctor,  or  a  regular 
^>ecialist,  and  more  likely  to  rely  on  a  hospital*based  clinic  for  primary 
medical  care.  Indeed,  one  of  the  clear  failures  of  the  Medicaid  and 
Medicare  programs  has  been  in  providing  the  disadvantaged  with  access 
to  mainstream  medical  care  through  financial  means  alone:  use  of  hospital 
outpatient  clinics  is  increasing*  especially  among  the  poor  and  minorities. 
Th^e  clinics  typically  offer  care  that,  although  apparently  comparable  to 
that  provided  in  private  settings  on  a  technical  level,  is  deficient  with 
respect  to  the  goals  of  primary  care  such  as  accessibility,  continuity, 
communication,  and  accountability. 


BARRIERS  TO  CARE 

In  addition  to  using  different  sources  of  medical  care  than  the  more 
affluent,  the  p  x>r  and  minorities  also  face  greater  financial  and  organiza* 
tional  obstacles  in  seeking  care.  High  medical  expenses,  inadequate 
insurance  coverage  under  Medicaid  or  private  health  insurance,  long 
waiting  times  in  providers*  ofHces,  inconvenient  office  hours,  and  greater 
distances  to  travel  are  all  potential  barriers  to  access*  Such  factors  also 
reveal  how  difficult  the  process  of  gaining  access  is,  regardless  of  the 
utilization  that  results Some  of  these  obstacles  are  due  to  the  types  of 
settings  used  by  the  poor;  others  reflect  differential  barriers  within  the 
same  settings. 


'^n  rcspooae  to  quotjons  mbout  specific  acoeKs  hmmexs^  only  lO  percent  of  tbe  population  reported  oc»e 
or  more  proMcms  in  getting  cmre  in  1974;  by  income,  tbe  proportion  rmnged  ^Pom  14^  percent  in  tbe  lowest 
incooDc  group  to  9  percent  in  tbe  bigbest  group  (9/).  However,  tbese  relativ^  low  figoses  should  be 
interpreted  with  cautioru  as  they  are  subiect  to  the  same  bias  towmrd  positive  responses  as  satisfaction  data 
(«>- 


Financial  Barriers 


It  IS  perhaps  surprising  ihmt  fuumcud  barriers  are  stUl  an  impediment  to 
the  poor  m  getting  care,  given  the  ever-increasing  share  of  the  Federal 
budget  devoted  to  Medicaid  and  other  pubUdy  funded  health  programs. 
Vct^br  many  poor  and  minority  females.  pubUc  coverage  is  woefully 


The  high  cost  of  medical  care  is  the  major  complaint  about  medicine 
today  i9Sy,  In  1975-76,  37  percent  of  the  pc^pulation  expressed  dissatisfac- 
tion with  out-of-pocket  medical  expenses  during  the  prec^ng  year  («2). 
This  figure  is  strikingly  high  given  that  responses  to  c  uestions  about 
satisfaction  with  personal  medical  care  are  usually  vcy  positive  i92). 
Costs  are  of  special  concern  to  disadvantaged  groups— 42  percent  of  the 
poor  expressed  dissatisfaction,  as  did  43  percent  of  urban  blacks,  and  44 
percent  of  bliiBil^  Kving  in  the  rural  South  CSZ). 

Costs  wiK  ate  more  likely  to  be  a  problem  for  the  poor  in  actuaUy 
recavmg  mMu^k<smi  care.  As  noted  eariier,  many  more  low-income  than 
high-mcome  persons  said  they  did  not  get  care  for  acute  conditions 
because  of  money  or  transportation  problems.  Similariy,  costs  were  cited 
as  a  problem  in  getting  care  during  1974  more  than  five  times  as  often  by 
the  poor  as  by  the  most  affiuent  (5.1  percent  versus  0.8  petcent)  (91), 
Costs  were  also  by  far  the  most  common  reason  given  for  letting  poor 
children's  health  needs  go  unmet,  mentioned  in  almost  half  of  the  cases 
(unpublished  data  from  the  National  Health  Interview  Survey). 

Medical  caie  e3q>enditures  were  a  greater  bisden  for  the  poor  relative  to 
mcome  Uian  for  the  affluent.  Ehiring  1975,  out-of-pocket  health  expenses 
were  S223  for  persons  with  annual  Cunily  inc<MKies  below  S3.000  (or  1 1 
percent  of  income)  and  $257  for  penons  with  anntuJ  family  incomes 
above  $15,000  (or  less  than  2  percent  of  income)  (3)."^  These  f^ures 
include  people  who  did  not  receive  any  care  during  the  year  and  those 
who  got  care  but  did  not  have  to  pay  for  it  (such  as  people  fully  covered 
by  Medicaid  or  other  programs).  They  therefore  probably  underestimate 
the  role  of  coets  as  a  barrier,  because  some  of  the  poor  who  did  not  cet 
care  may  have  been  deterred  specificxaBy  by  high  costs, 

^^raig  ^.cople  who  incurred  aiedical  en>enses,  there  were  eveii  sbarper  " 
differences  in  the  distribution  of  costs  rmtive  to  income  (see  table  23). 
The  average  armual  out-of-pocket  health  expense  for  persons  with 
expenses  in  1975  ranged  fiom  1.5  percent  of  family  income  for  people  with 
the  highest  incomes,  to  17.3  percent  of  income  far  people  with  the  lowest 
incomes — a  tenfold  diflereuce  in  the  costs  borne  by  the  poor  and  by  the 
affhient.  Moreover,  because  a  sizable  propottion  of  the  poor  (65  percent) 
had  some  health  expenses,  these  disproportionate  costs  were  spread  over 
the  nu^ority  of  the  poor. 

17—         -   .  .  ,     
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As  these  ^;ures  haply^  there  are  msyor  gaps  in  both  public  and  private 
insurance  coverage  af  health  care  expenses.  Insurance  for  children's  care 
is  particularly  inadequate— children  under  17  have  less  coverage  than 
adults  for  most  types  of  expenses  (table  24>*  Fewer  than  half  of  all  children 
under  age  6  were  covered  for  ambulatory  services,  the  most  important 
form  of  care  for  children*  Moreover^  this  insurance  offered  limited 
protection,  covering  less  than  20  perc^t  of  private  expenditures  for 
«^dren"s  visits  in  1970  <P4)- 

The  proportion  of  pec^le  with  coverage  for  outpatient  visits  also  varies 
widely  by  income,  race,  and  region  of  the  country.  The  lowest  rate  of 
coverage  (38  percent)  occurs  among  p^^ople  who  are  poor,  of  Spanish 
heritage  and  Hve  in  the  Southwest,  and  the  next  lowest  rate  is  for  poor 
rural  Southern  blac^  (41  jpercent)  (45). 

Many  of  the  poor  are  dependent  on  public  programs  such  as  Nf  edicaid 
for  coverage.  The  affluent  are  more  likely  to  have  private  insurance 
coverage  (see  table  25).  I>espite  Medicaid,  however,  coverage  is  still  least 
adequate  where  it  is  most  needed — among  the  poor.  As  table  25  shows,  the 
lower  the  income  level,  the  higher  the  proportion  with  no  health  care 
coverage. 

For  children  under  18,  the  association  with  income  was  even  stronger — 
the  proportion  with  no  health  care  coverage  ranged  from  27  percent 
among  children  in  families  with  incomes  less  than  $7,000  to  4  percent  for 
children  in  families  with  incomes  of  $ 15,000  or  more* 

Overall,  it  is  estimated  that  only  about  half  of  the  poverty  population  is 
covered  under  Medicaid  at  any  one  time,  due  to  eligibility  restrictions  and 
other  fsLCtors  (/)*  This  would  mean  that  at  a  given  time  in  1978,  123 
million  poor  people,  including  5  million  poar  cbildrcn^^  were  not  covered 
under  Medicaid.  The  means  test  for  determining  eligibility  is  degrading 
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SOURCE:  Adapted  flrom  Aday  «ta£.. -1 980.  p.  87. 


**Tlii»  estimate  is  baaed  on  data  from  the  Crtww*  Bttrean  (,9Sy  od  tbe  number  oC  **Tclated**  chxklren 
under  age  IS  txving  in  fanritin  under  tbe  poverty  level  to  1978  (9,722.000>K  adjuated  for  families* 
movcaaenlam  and  ottt  of  MecBeaid  eligibility. 
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ana  probaWy  deters  maay  from  applyii^;  others  may  qualify  only  after 

their  financial  resources  have  been  depleted  by  illness.   

Medicaid  coverage  varies  widely  from  State  to  State,  reflectmg  difierent 
Stated  pcdicies  on  frnancial  eligibifity,  range  of  services  opvered,  and 
benefit  ^dts.  In  most  States,  Medicaid  does  not  cover  any  of  the  mdirecu 
iSKpcDses  related  to  iDncss,  sudi  as  the  costs  o^^'f^^^P^S^^^* 
do^oTa  babyatler  for  chfldren  left  at  home,  and  tmie  lost  from  work. 
Benefit  levds^are  lowest  in  the  South.  In 
chfld  recipient  were  S43  in  Missis^  f^^^P^'^^T^ 
(9e%.  EHcibiHty  is  also  much  more  limited  m  the  South.  Most  States  m  the 
dee»  So^  cOTcr  only  about  one-tenth  of  poor  children,  wherc^  Stat^  m 
ti^I^ortheast  cover  neariy  all  poor  auldren  and  near-poor  (those  just 
above  the  poverty  line).  Coinparing  coverage  anao^  the  poOT  hra«  m 

^rLcomVmrbiii  ar«is  aro^  the  country,  Okada  and  Wan  (5>7)  found 
that  the  percent  with  no  third-^jarty  coverage  (pabUc  <«:pn^?5  '^^^ 
from  a  Icwof  8  percent  in  Rorf>ury,  Massachusetts,  to  a  high  of  38  percent 

in  Peninsula  Charleston,  South  Carolina.  ,       ^  ,   

Levels  of  Medicaid  benefits  are  also  unevenly  distributed  among 
different  categories  of  recqrients.  For  exanq>le,  chfldren  8^* /"f**^^ 
average  benefits  thaa  adults.  Chfldren  under  age  21  coirqpnsed  almost  half 
of  aflMedicaid  rec^ents  in  1976,  yet  received  only  17  P«c«Qt  oftotal 
Medicaid  benefits  (13).  Most  of  this  difference  was  probabty 
children  were  fll  less  than  adults,  and  because  nursmg  home  care  for  toe 
dderly  is  very  expensive.  Other  differences  are  more  <Kfficult  to  explmn. 
For  iitance,  blades  get  lower  average  payments  than  ^tes  (althougji^ 
di2^>aritics  are  much  larger  among  adults  than  chfldren).  In  1974, 
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Medicaid  payments  to  persons  under  age  21  averaged  $130  for  whites  and 
$1 16  for  blacks  (/-2).  Some  of  the  largest  discrepancies  are  by  geographic 
region;  residents  of  rural  areas  get  much  lower  average  benefits  than 
urban  residents.  In  1970,  children  in  families  wit^  incomes  below  $6,000 
living  in  rural  areas  had  only  10  percent  of  their  medical  expenses  covered 
by  Medicaid,  compared  with  75  percent  for  such  children  living  in  central 
cities  (5?6).  Moreov^,  a  growing  number  of  private  physicians  are  refusing 
to  accept  Medicaid  patients*  A  recent  survey  in  Mississippi  found  that 
more  than  half  of  all  physicians  providing  direct  patient  care  did  not  see 
Medicaid  patients  (P<^).  The  reason  most  commonly  cited  was  inadequate 
fees. 

In  short,  financial  barriers  dxc  still  coxisidera.l>ie  for  mariy  of  tiie  poor  in 
large  p»art  because  Medicaid  coverage  varies  widely,  benefits  are  unevenly 
distributed,  and  eligibility  restrictions  exclude  large  numbers  of  the  poor 
entirely.*^ 


Financial  Barriers  in  Oifferent  Settings 

The  irony  of  Medicaid's  inadequate  coverage  is  that  hospital  clinics, 
used  increasingly  for  primary  care  by  the  poor,  are  among  the  most 
expensive  sources  of  medical  care.  Table  26  shows  the  average  charges  in 
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83 
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11 
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Doctor's  office 

85 

5 

10 

Hospital  outpatient  clinic 
Hospital  emergency  room 

50.69  } 
41.16  ) 

62 

19 

19 

Other  and  unknown  settings 

22.68 

62 

17" 

22 

^Adapted  from  Ad^  and  Andersen  C!378X  P-  371 ,  373.  and  ur^publlahed  data  are  from  the  CHAS 
197S  national  sample, 

^Frorn  Walden  and  Rooslter  (1979),  Table  4.  £>ata  are  from  the  Nationaf  Metfcat  Care  Experxitture 
Survey.NCHSR.  first  quarter  1977. 


AHbough  the  Medicaid  program  is  plagued  with  many  problems,  other  provisions  %r  easing  Che 
fmaTicial  btxrden  on  the  poor*  such  as  the  Hill- Burton  Act  and  State  tax  exemptions  for  **chari tabic** 
institutions  (under  section  501<cX3)  of  the  Internal  Revenue  CodeX  have  proven  equally  inadequate,  due 
to  probfems  of  enforcement*  ambiguous  standards,  and  the  absence  of  defining  regulations  (99). 
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1976  for  pediatric  visits  in  different  medical  setting^  and  the  proportion  of 
patients  with  different  types  of  financial  coverage  (including  no  coverage). 
Average  charges  in  the  hospital  outpatient  clinics  were  more  than  double 
those  in  private  doctors'  offices  ($50.69  versus  $17.28),  yet  19  percent  of 
the  patients  using  the  hospital  clinics  (almost  one  out  of  every  five)  had  no 
insurance  coverage  at  alL  Another  20  percent  were  at  least  partially 
covered  by  Medicaid  or  received  care  at  a  reduced  price,  but  probably  still 
had  to  pay  some  portion  of  the  charges  out-of-pocket.  Initial  visits  were 
often  not  covered — 38  percent  of  the  people  using  hospital  clinics  as  a 
regular  source  of  care  said  they  had  to  pay  for  the  first  visit  to  the  provider 
during  a  given  year  (unpublished  data  from  the  CHAS  1976  national 
survey).  Similar  disparities  are  also  revealed  in  local  studies  (52). 

The  cost  of  hospital  outpatient  services  is  often  exorbitant  compared 
with  private  doctors,  and,  because  many  of  the  patients  are  on  Medicaid, 
the  Government  foots  much  of  the  bill.  The  result  is,  as  Haynes  and 
McCjarvey  put  it  a  decade  ago,  that  "the  government  is  worried,  the 
private  physicians  are  dissatisfied,  the  h<>spitals  are  abused,  the  taxpayers 
are  resentful,  and  the  patients  suffer"  (JOO).  They  commented  that  **if 
some  genius  of  a  devil  had  expended  his  best  efforts  in  contriving  some 
situation  which  would  achieve  the  maximum  dissatisfaction  for  all 
concerned,  he  could  not  have  achieved  more  spectacular  results." 

The  Impact  of  Financial  Barriers  on  Access 

There  are  numerous  studies  of  the  impact  of  financial  factors  on 
patients'  use  cf  health  care  (JDJ-lli).  Such  factors  include  msurance 
coverage,  coin:>urance  rates,  deductibles,  copayments,  patients'  income 
level,  and  the  price  of  care  (physicians'  charges  or  out-of-pocket  costs). 
Regardless  of  the  models  or  methodologies  employed  or  the  types  of 
medical  settings  studied,  the  findings  with  respect  to  price  are  quite 
consistent  i^d  not  too  surprising):  higher  prices  lead  people  to  purchase 
less  medical  care.  However,  attempts  to  specify  the  "price  elasticity"  of 
demand  for  medical  care  (the  reduction  in  use  caused  by  an  increase  in 
the  price  of  care)  have  produced  widely  varying  estimates.  Smdies 
reviewed  by  Schweitzer  (/O/)  suggest  that  utilization  is  rather  responsive 
to  changes  in  price.  Research  by  Phelps  and  Newhouse  (i05,  106)  imphes 
that  use  rates  are  relatively  insensitive  to  price  changes.  In  general, 
physician  visits  appear  to  be  more  responsive  than  hospitalization  to 
chaiiges  in  price  or  coinsurance  rates  (i05,  /  /2). 

Data  from  "natural  experiments"  confirm  the  negative  impact  of  higher 
prices  on  ambulatory  care.  For  example,  when  copayments  of  about  33 
percent  were  introduced  in  the  province  of  Saskatchewan,  use  of  physician 
services  declined  by  about  6  percent  (ii3).  The  introduction  of  a  25- 
percent  coinsurance  rate  in  a  large  California  medical  clinic  caused  a 
similar  reduction  in  physician  visits  ill 4).  Even  California's  1972 
"copayment  experiment"  imposing  a  $1  charge  on  certain  Medicaid 
recipients  lowered  ambulatory  care  utilization  (i  i5).  Although  physician 
visits  declined  by  about  8  percent  in  the  experiment,  hospitalization  rates 
apparently  rose  by  17  percent,  resulting  in  an  overall  increase  in  program 
costs  iJIS). 
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.  The  protective  effects  of  msurance  also  provide  indirect  evidence  that 
medical  costs  inhibit  ntOxzation  among  those  who  are  not  insured.  For 
exAiupI^  a  recent  study  in  Baltimore  suggests  that  it  is  now  the  near-poor, 
most  whom  are  ineligiUe  for  Medicaid,  'who  have  the  lowest  rates  of  use 
C/17).  The  likeiihood  of  <^dren*s  visits  ^>pears  to  be  especially 
<iepcndent  on  insurance  coverage.  The  differential  between  those  with 
coverage  and  those  without  was  twice  as  large  for  children  as  for  adults: 
T7  percent  of  children  under  18  who  were  insured  saw  a  doctor  in  1976 
compared  with  57  percent  for  those  with  no  insurance;  the  corresponding 
^;ures  for  adults  are  79  percent  versus  69  percent  (unpublished  data  from 
die  CHAS  1976  survey).  There  were  comparable  diSerentials  in  children's 
preventive  care  as  welL 

One  would  expect  the  poor  to  be  more  sensitive  to  prices  than  the  more 
affluent  because  a  given  cost  ccmstitutes  a  larger  proportion  of  the  income 
of  poor  families.  Although  some  sociological  research  snxpports  this 
expectation  (^118%  there  ha'  been  surprisingly  little  economic  research  on 
the  issue  Ghcz  and  Grossman  (^119^  provide  some  indirect  evidence 
against  such  a  differential  effect,  but  their  findings  are  not  conclusive.^  A 
recent  repOTt  by  Barer^  Evans,  and  Stoddart  (il2)  provides  evidei^ce  that 
the  poor  are  indeed  more  price  sensitive  than  the  affluent,  based  in  part  on 
a  series  of  studies  by  Beck  (72^/22).  Analyzing  the  effects  of  the 
$1.50-S2*00  ccpayment  for  physician  visits  introduced  in  Saskatchewan  in 
1968,  Be<^  found  that  the  largest  response  (estimated  to  be  an  lS-*percent 
reduction  in  utilization)  occurred  among  aged  and  low-income  groups — 
three  times  that  of  tibe  6-pcrcent  reduction  overalL  In  fact,  visit  rates 
among  some  people  in  the  middle-income  group  actually  appeared  to  have 
increased  in  response  to  ^e  copayment  {112}.  Thus,  because  of  the 
dififering  levels  of  price  sensitivity,  the  copayments  served  to  redistribute 
services  from  the  poor  to  the  affluent. 

National  data  on  use  in  relation  to  insurance  coverage  also  suggest 
greater  sensitivity  to  prices  among  the  poor.  Both  the  insured  poor  and  the 
insured  nonpoor  had  hi^er  rates  of  use  than  the  uninsured,  but  the  size  of 
the  differentials  was  substantial^  greater  among  the  poor  for  all  three 
measures  of  use.  In  other  words,  without  the  shield  of  insurance  coverage, 
prices  had  a  greater  impact  on  the  poor.  With  insurance,  in  fact,  the 
proportion  of  people  with  physical  examina  tions  and  jdiysician  visits  was 
about  the  same  for  the  poor  as  for  the  nonpoor,  whereas  it  was  much 
lower  for  the  uninsured  poor* 

Qr^ganizadoiial  and  Time  Barriers 

The  5>oor  also  face  a  variety  of  nonfinancial  obstacles  in  seeking  care, 
many  of  which  involve  time  and  inconvenience.  The  uneven  distribution 
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of  such  barrieis  is  another  indication  of  the  present  **ts*ro-ciass"  system  of 


On  the  average,  the  poor  and  minorities  spend  long^  getting  to  the 
doctor  than  other  people,  as  do  residents  of  rural  areas.  As  table  27  shows, 
ba^  on  two  different  national  stjiq>les,  ftom  10  to  20  percent  of  each  of 
these  groups  travels  30  minutes  or  more.  Estimates  of  travel  tunes  to 
diffexent  mfdk^^  settings  varied  considerably  between  the  two  sampl^ 
probably  because  the  settings  referred  to  in  the  CHAS  sample  were  the 
regular  source  of  care  \*dieieas  in  the  NCHS  sample  they  were  the  first  site 
of  care  for  acute  illness.^' 


27.  ttmmt  Tl      to  Soum  of  '"^'"'J^^^^'^ygry^  ^g^. 


NCHS:  1973-74* 

CHAS:  197S* 

AM  parsons 

15 

9 

FatnMy  mooam 
Ijess  than  S5.00O 
SS.000-S9.999 
SlO.000-S14.999 
S15.000  or  more 

19 
17 
14 

13 

12» 

9 
6 

NoiMtfliito 

15 
21 

9 
11 

LocaMon 

UrtMn  (an  SMSA) 
Rural  nonfarml 
Rural  farm  > 

14 

23 

7 
14 

15 

M»dk:al  SetOng 
Doctor's  offlce 
Hospital  outpatient  or 
efnargency  room 
Other  dMc 

16 

13 
16 

8 

22 
8 

!iSS£SmSmS^Sv^^n^SSmB  catetfurt—  reported  In  the  CHAS  saniple:  0-S7.999: 


eee  Sauree  are  b— d  on  the  three  i 

«.000--|li.«99:  and  $15,000  or  mofe- 
SOURCE:  AdMted  from  NCHS  lO:l29.  1979.  p.  25:  and  adapted  from  Aday.  eeal..  l9eo.  p.  so. 
^^^^  andwSubllehed  data  from  the  CHAS  1976  aurve^ 


«Tliii^  in  the  NCHS  ««niple.  the  ho.pit.1  cKBies  .ervi^ 
cIo-irtitfh«id.  fa  the  CHAS  .«nple.  tbo«  that  .erv^ 

awiV  <to  whoc  p«ieat.  I««  (»  table  27  rfio«.  then  *  filth  or  the  petto 
hoary, 
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Xxn^er  tracvei  times  for  l±tc  poor  and  zninorities  reflect  various  factors — 
the  ikyenrlmoc  of  such  groups  on  less  efficient  forms  of  tran^xntation* 
jmd.  scarciQr  of  physic! am  in  poor,  inner-cily,  and  rural  areas  023— 
I2S^  When  the  affluent  tmtSk  lon^  distances,  it  is  more  likely  to  be 
in.  ocdiBE'  to  get  yyccialized  care  (,49,  127).  For  the  poor,  long  travel  times 
are  <^ten  less  a  matter  <^ choice  than  <^necessity  (128). 

1-ong  waiting  times  in  doctors*  ofiBces  are  another  nugor  inconvenience, 
and  a  source  <^  considerate  pnbHc  discontent.  In  a  recent  national 
survey,  28  percent  esqpressed  dissatisfaction  with  dns  aspect  of  their 
medical  care  dming  the  past  year  (82).  The  hi^iest  lev^  of  dissatisfaction 
with  wBxtii^  times  axe  generally  found  among  the  poor  and  minorities  (S). 
Prcrfonged  waiting  times  were  the  foremost  complaint  of  the  patients  using 
the  cBnxcs  <^a  traching  ho^ntal  in  Mew  Jersey  (129).  (The  authors  of  this 
study  also  noted  that  patients  often  equate  quality  of  care  with  rapridity  of 
services.)  That  the  poor  and  minorities  are  dissatisfied  with  waiting  times 
makes  a  good  deal  of  sense:  as  table  28  shows,  they  are  more  than  twice  as 
likciy  as  others  to  wait  an  hour  or  longer  at  their  regular  source  of  care 
(CHAS  sanq^X  ^^t^  they  also  wait  considerably  longer  to  get  care  for 
acute  conditions  (NCHS  sample).^ 

TABLE  2S.  <Mlo»  WaMhiy  Tim  by  FiMnMy  Incenw  and  Itecac  1873-74  and 


ffw'cul  wOh  omen  WaMng  Tbna  of 
1  Hour  or  Mora: 


rondHf  Ineomo  and  Raco  NCH8:  1973-74*  CHAS:  197ff> 


21 

13 

Lmm  than  S5.00O 

27 

21» 

S5.000-99.000 

21 

StO.O00-S14»000 

21 

12 

S15«00O  or  mora 

17 

9 

Nofwvliit0 

20 
26 

12 
22 

NCHS  sample  is  bmmd  on  wfga  annual  Incidence  of  madteally  attandad  acuta  condtttons 
nnWi  icnoain  omom  mamu  ijj  llin aa  at  alta  of  firat  madfcal  contac tt,  U-S^  1973-74. 

*nii»  CMj^aampla  tajaaa  m  aampta  or  tha  US.  population;  data  on  offica  waiting  Uma  wara 
vapotta^t  about  ttta  Indt^rtdoal^a^  fajouta^aouroa  df  cafau 

Ihaaa  flOMa  ara  baaad  on  ttia  thraa  mooma  catayoilaa  raportad  In  ttw  CHAS  aampla:  0-«7«999: 
WwOOO  ai4j09Qc  and  S1S*000 ormofaL 

SOURCE:  NCHS»  10c  129, p,  2Sc  and  adapM  Itam  Ad^.  ae  at,  1960.  pp.  ^ 


Cooacil  C22>  amibmod  tfa»  scarcity  first  to  lack  of : 

.  tail  al»o  to  plQfaaGsaair  rtor  oTpcnooal  violesice^  tl^ 
i  oCtkLwObn  living  in  powr^*  and  tlM 


waited 
wore  probably 
than  mt  their 
tend  to  i 
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Waiting  times  also  vaxy  sobstantiaUy  amoz^  difTerent  medical  settings. 
Avear^e  waitoig  times  raided  fiom  over  an  hour  in  hospital  oa^>atient 
^iwArg  euieigency  rooms  to  41  minutes  in  doctors*  offices  and  private 
dimes  to  32  ^*w*i"t^  in  company  or  school  clinics  (table  29,  rig^t-hand 
cohmmX  difierences  in  waiting  times  among  settings  have  been 

reported  in  local  studies  as  well  (52;  129). 

The  length  of  waiting  times  depends  in  large  part  on  the  use  of 
scheduled  appointments.  As  tabic  29  shows,  the  proportion  of  pati«its 
seen  by  appointment  varies  considerably  among  settings,  and  waiting 
times  are  generally  longer  in  settings  that  have  fewer  scheduled  appoint- 
ments. In  addition,  waiting  times  within  most  settings  were  much  shorter 
for  visits  by  appointment  than  for  walk-in  visits.  Yet,  even  though  a 
number  of  studies  have  shown  that  appointment  systems  can  cut  patient 
waitii^  time  substantially  (151,  I3Z),  many  ho^tal  clinics  still  use 
«*block^  iq>p<»ntments  rather  than  imfiyidually  scheduled  visits.^ 

Waiting  and  travel  time  can  be  viewed  as  a  Idnd  of  nonmonetanr 
'••pfice**  that,  like  actual  price,  may  be  a  barrier  to  access  008,  13S-1S7).^ 
Some  research  indicates  that  distance  plays  a  primary  role  in  choice  of 
provider  but  has  less  influence  on  volume  of  care  (S4,  HQ,  139,  I40f). 
Other  evidence  suggests  that,  particularly  for  nonurgent  services,  distance 


66 

39 

61 

43 

Doctor's  office  or  pilwate 
Cnnc 

37 

58 

41 

68 

Company  or  sctxx>l  clinic  ) 

33 

32 

32 

23 

53 

Other  publicly  supported  clinic  ( 

45 

70 

Hoapit^  outpatient  clinic  or 

72 

enMTSency  room 

41 

65 

83 

 1980.  p.  66.  tiniifl  on  the  CHAS  national  sampla:  ofllca  waiting  ttmaa 

about  the  incMduaTs/oguteraouroe  of  car»^ 

or  cave  Cm*  Aday.  aCof.,  1980.  p.  277). 


«Ooe  tatiooalc  'i—  given  for  noc  hsviiig  sdwdoled  appowitmmte  m  health  care  aettmsi  with 

pndoBdaMnOy  poor  oc  ethnic  patients  is  tbeir  aDeged  inability  or  unwiOingaess  to  keep  appointments.  A 
wiety  of  f JUT' fur"*-  ■Arrp'^  to  impcow  appotntmeat-keeptng  behavior  have  challenged  this  notion. 
l^SS^mstitntionrf  efforts  can  be  key  in  lo,««^ 


ilSI,  133,  MM). 

2^  ad^tioB  to  bans  ■  deterrent  to  patients,  long  oBice  wasting  times  may  also  give  plg^siaanM  an 
.  to  schednle  fewer  followi^  visits,  if  patient  Io«i«  are  heavy  and  doctors  fed  oveTbim»ened<J3»X 
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dom  inhibit  udlization  (/07^  141,  142}.  Both  Simon  and  Smith  il43y  and 
Acton  (^I3Sy  found  that  distance  was  a  stronger  deterrent  to  sbart 
physician  visits  than  to  longer  visits,  perhaps  because  the  short  visits  were 
less  urgent  ilOiy 

Much  of  the  economic  r^^»^  on  the  role  of  time  factors  assumes  that 
time  is  less  valuable  to  the  poor  because  the  ••opportunity  costs'*  (the  value 
of  opportunities  foregone  during  that  time,  usually  measured  by  the 
individual's  wage  rate)  are  lower  than  those  of  the  well-to-do.  This 
assumption  implies  that  the  major  constraints  on  behavior  are  economic, 
and  ignores  nonfmancial  constraints  such  as  the  difficulty  of  getting  a 
babysitter,  taking  time  ofif  from  woiic,  or  arranging  transportation.  Such 
n<w  financial  constraints  may  impinge  more  sharply  on  the  poor,  increas- 
ing the  (noneconomic)  opportunity  costs  of  their  time.  (Even  in  economic 
terms,  the  poor  may  be  more  dqiendent  on  wages  lost  in  talcing  time  off 
work.)  Several  studies  suggest,  as  do  the  findings  presented  in  section  VE, 
that  in  contrast  to  the  ••opportuni^  cost**  theory,  travel  times  have  a 
greater  deterrent  effect  on  the  poor  than  on  the  affluent  (/44,  /45). 

Another  flaw  in  the  economic  analysis  of  time  costs  is  its  implication 
that  the  poor  •Voluntarily^  choose  to  pay  time  costs  rather  than  financial 
costs.  In  reality,  they  may  have  little  choice  about  either.  As  noted 
previously,  he^th  care  options  are  severely  limited  in  many  poor 
communities,  and  the  real  ^oice  may  be  not  between  time  and  money  but 
between  care  and  no  care.  To  assume  that  the  poor  rationally  ^choose**  to 
travel  farther  and  wait  longer  to  get  medical  care  ignores  such  constraints 
and  verges  on  **victim-blaming*** 

OfBce  Hoars^  Appotntments,  and  Off-Hours  Onrerage 

Various  organizational  policies  regarding  office  hours,  coverage  ar- 
rangrments,  and  appointnoents  may  significantly  affect  the  accessibility  of 
care.  Individual  appointments  are  relatively  uncommon  in  hospital  clinics 
compared  with  other  settings,  as  has  been  discussed.  Lead  times  for 
appointments  (whether  individual  or  block  appointments)  also  tend  to  be 
longer  in  hospital  clinics  than  in  other  settings — in  1976,  ^ey  averaged  13 
days,  compared  with  5  days  in  doctors'  offices,  and  2  days  in  other  settings 
(unpublished  data  from  the  1976  CHAS  survey). 

Not  being  able  to  get  an  appointment  ^as  soon  as  needed^  was  the  most 
commonly  Tiam<*H  problem  in  getting  medical  care  in  a  1974  national 
survey  (Pi)*  On  the  average,  the  affluent  schedule  appointments  farther  in 
advance  than  the  poor,  but  these  appointments  are  also  more  likely  to  be 
for  preventive  or  elective  care,  which  may  require  less  immediate 
attention.  In  fact,  problems  making  an  appointment  were  reported  less 
often  by  the  affluent  than  by  the  poor.  Among  people  who  made 
appointments,  10  percent  of  those  with  incomes  below  $5,000  reported 
having  problems  compared  with  7  percent  of  those  with  incomes  above 
$15,000  (J).  There  were  comparable  diSerentiais  by  race. 

The  convenience  of  office  hours  is  another  important  determinant  of 
accessibility.  For  example,  it  may  be  difficult  for  some  working  adults  and 
for  mothers  with  small  children  to  see  providers  who  hold  office  hours 
only  between  9  ^      and  5  p.m.  weekdays.  In  addition,  coverage  during 
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mmofiRce  hours  and  house  calls  for  emergency  needs  indicate  the 
availability  of  care  under  unusual  circumstances.  Again,  we  find  the  usual 
pattern  of  disparities  by  race  and  income  (table  30).  The  poor  and 
minorities  are  less  likely  than  those  who  are  affluent  or  white  to  use 
providers  who  hold  office  hours  on  we^  nights  or  Saturdays  or  who  make 
house  calls.  House  calls  are  twice  as  common  among  whites  as  nonwhites. 
These  di^>arities  are  due  in  part  to  the  more  freqiient  use  of  hospital- 
based  clinics  by  the  poor  and  minorities;  as  table  30  shows,  Saturday 
office  hour,  und  especially  house  calls  were  much  less  common  in  such 
clinics  than  in  doctors'  offices.  (There  are  also  income-related  disparities 
within  settings,  as  discussed  below.) 

The  lack  of  office  hours  on  week  nights  or  weekends  appears  to  be  more 
than  just  an  inconvenience  for  the  poor.  For  both  poor  and  nonpoor,  use 
rates  were  generally  higher  among  people  using  providers  who  offered 
weeknight  office  hours.  However,  the  difTcrentials  were  greater  among  the 
poor,  suggesting  that  their  utilization  was  more  dependent  than  that  of  the 
affluent  on  the  availability  of  weeknig|it  hours. 

Adequa.te  coverage  during  nonoffice  hours  is  an  in^x>rtant  element  of 
the  qustUty  of  health  care,  allowing  access  for  emergency  needs  il'4S), 
Office  hours  and  arrangements  for  off-hours  coverage  vary  markedly 
among  different  health  care  settings.  Table  31  compares  six  different 
ambulatory  care  settings  in  Washington,  D.C  and  reveals  patterns  of  care 
that  are  probably  fairly  typical.  Off-hours  access  was  poorest  in  the  public 
clinics,  which  were  open  mostly  enuring  working  hours  yet  had  no  special 
arrangements  for  ofT-hours  coverage  (38  percent  had  no  provisions  at  all). 


TABLE  30l  AvattabiUty  of  PravMars  by  PattonCs'  Family  Incoma,  Raca,  and  Mad- 
Ical  OatMiiy.  CHAS  HaBowal  Sampia.  t976  


Parcant  Uahtg 
Piowld>ra  Who 

Family  Incocwa,  Raoa             Offiica  Hours     Ofiica  Houra  Houaa 
and  M«dlcrt  OaHlntf              Waak  NIgMa    on  Salurdaya  Calia 

All  persons 

30 

65 

26 

Income  * 

21 

Under  S8000 

22 

69 

S8000-S1 4.999 

32 

78 

25 

S15.000  or  more 

34 

79 

31 

Race 

White 

30 

66 

28 

Nonwhite 

29 

63 

14 

Modicat  Sotting 

67 

28 

Doctor's  office 

30 

Hospital  outpatient  or  emergency 

31 

53 

2 

room 

Other  clinic 

34 

36 

10 

SOURCE:  UnpublishAd  data  from  the  CHAS  1976  nationat  survey. 
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Distribution  of 


to  hospital 


by 

doctors  in  same 
or  other  practice 

Number  of 
organizations 


38 

43 

63 

41 

34 

168 

21 

6 

O 

38 

0 

O 

8 

O 

0 

0 

0 

O 

26 

0 

O 

62 

100 

100 

45 

94 

100 

0 

0 

0 

TO 

15 

3 

16 

4 

1 

Duttofv  unpubWahetf  cteta. 


Many  sok>  doctors  also  had  limited  hours  and  poor  coverage  arrangc- 
ments*  The  bo^ital  emergency  room  offered  Twa-Hmum  access,  with  24- 
hoor  covera^.  The  prepaid  group  practice  was  also  quite  accessible,  with 
some  evening  and  weekend  hours  and  regular  coverage  during  ofF-hours 
by  doctors  in  the  practice.^ 


Beyond  Tivo-Class  Care:  Unequal  Barriers  Widdn  Settings 

Because  the  poor  are  much  more  likely  than  the  nonpoor  to  rely  on 
hospital  clinics  and  other  public  settings  for  primary  care»  they  must  c<^>e 
with  the  sometimes  considerable  fiT^ffyi<^fl|  and  organizational  barriers  of 
such  settings.  The  problems  do  not  end  there,  however.  Within  each 
setting,  too,  the  poor  often  face  greater  obstacles  than  the  nonpoor. 


to  note  in  tbeae  data  that  the  fi^equency  oT  T^r^tral  ^'needB**  repogted  Auirtg^ 
(fem  6  pun.  to  8  ajBi.)  was  sDoce  uuwigly  related  to  patient^  eoocioauc  status  than  u> 
About'  20  pcrecnt  oT  the  pewrtnminantly  losF-incomc  pftttmtf  tsnis  the  ptiblic  and 

howm  compared  with  abotit  33  percrat  at  the 
The  more  sflhirfif  wme  apparently  leas 
i  die  poocv  ft  y  I'dli  ti  oT  which  i 


they  tised»  iKsjifc  stere:13lccfx  to  9My  ihmy  had  no  dT-hoors  * 
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Whether  this  is  because  the  poor  use  different  providers  or  because  they 
arc  treated  differently  by  the  same  providers  is  diffictilt  to  say;  most  likely* 
both  are  true.  The  inequities  are  real,  and  in  some  cases  sub^antial. 

Data  from  the  CHAS  1976  national  survey  reveal  unequal  barriers 
within  three  major  types  of  ambulatory  settings  (doctors'  offices,  hospital 
clinics,  and  public  company  and  school  clinics).  In  all  three  settings,  low- 
income  patients  were  most  likely  to  have  no  insurance,  to  wait  longest  in 
the  provider's  office,  and  to  have  the  longest  trip  to  the  provider. 
Oenerally,  in  fact,  the  higher  the  income,  the  lower  the  barrier.  For 
example,  waiting  times  in  doctors'  offices  declined  steadily  with  patient 
income — from  51  minutes  for  low-income  patients  to  41  minutes  for  those 
with  middle  incomes  to  36  minutes  for  those  with  high  incomes.  The 
proportion  of  patients  with  no  insurance  coverage  varied  even  more 
sharply  by  income  in  all  three  settings.  Insurance  coverage  is  especially 
important  in  hospital  clinics  given  their  high  charges,  yet  more  than  a 
quarter  of  low-income  patients  using  these  clinics  had  no  protection  at  all. 

Similar  income-related  differences  are  also  evident  in  data  from 
Washington,  E).C.  (table  32).  Poor  patients  waited  longer  in  the  provider's 
office  than  nonpoor  patients  in  every  setting — almost  twice  as  long  in  the 
fcc-for-scrvice  group  practices.  The  poor  generally  had  to  travel  farther  to 
get  to  their  regular  providers,  and  it  took  them  longer  to  reach  aD  settings 
except  public  clinics. 

On  the  other  hand,  delays  in  getting  an  appointment  were  generally 
shorter  for  the  poor  in  most  settings-  The  one  exception  was  hospital 
emergency  rooms,  but  as  mentioned  before,  this  was  probably  because  the 
affluent  are  more  likely  than  the  poo-  to  use  emergency  rooms  for  truly 
urgent  problems  that  require  immediate  attention.  The  poor  also  tended  to 
use  providers  who  charged  lower  fees,  althoug}i  again  there  was  one 
exception:  poor  families  used  higher  cost  hospital  outpatient  departments 
than  those  used  by  the  more  affluent.  In  fact,  the  average  charges  in  the 
hospital  clinics  used  by  the  poor  were  second  only  to  charges  in  the  fee- 
for-servicc  group  practices  used  by  the  affluent.  Because  many  hospital 
clinic  patients  have  inadequate  insurance  coverage,  such  charges  may 
have  presented  a  significant  financial  barrier  to  access. 

Convenience  factors  also  favor  the  affluent  within  most  settings-  The 
CHAS  1976  survey  compared  the  availability  of  week  night  and  Saturday 
office  hours  and  house  calls  to  patients  of  different  income  levels  within 
different  ambulatory  settings.  Again,  although  the  settings  themselves  vary 
with  respect  to  such  factors,  there  are  also  some  notable  disparities  within 
settings.  Even  in  doctors'  offices,  where  one  might  expect  ^ditional 
patterns  of  practice  to  be  more  uniform,  the  convenience  of  services  varies 
according  to  patients'  economic  status:  providers  used  by  low-income 
patients  were  least  likely  to  have  office  hours  week  nights  or  Saturdays  or 
to  make  house  calls.  This  pattern  is  unfortunate  given  the  apparently 
greater  dependence  of  the  poor  on  the  availability  of  office  hours  at  times 
other  than  during  the  work  week. 

Discriminatory  patterns  of  care  also  persist  within  some  settings.  For 
example,  a  study  by  Perkoff  and  Anderson  (130)  suggests  that  normiedical 
factors,  such  as  the  patient's  race,  influenced  the  decisions  of  emergency 
room  phj^icians  concerning  hospital  admission.  Another  study  of  surgical 
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Poor  6.18  6.09     prepaid  free  8.58  8.0O 

Nonpoor  6.46  9.97     prepaid  free  6.84  8.0O 


to  provider  (miles) 

Poor  3.1  4.2  5.0  1.6  3.5  1.0 

Nonpoor  3.3  3.5  4.2  1.9  2.7  0.7 


travel 
time  to  provider 
(minutes) 

Poor  20  26  33  17  27  12 

fiionpoor  18  20  24  18  20  9 


in  office  to 
provider  (minutes) 

Poor  27  46  24  51  49  34 

Nonpoor  25  26  20  43  42  29 

days 


for  appoint  FT^ff'^t 


3  1  7  17  5  5 

Nonpoor  4  7  13  18  6  3 


Total  number  of 
pMieniB  repre- 

setting  842  311  359  768  615  166 
Poor  153  16  21  276  286  56 
Nonpoor  ^  ^  ^  ^1  ^8  115 

nndex  is  b— ed  on  averaoe  of  chargeg  for  pedtatite  exam,  traatmeot  of  ear  (nfectlon.  urinalysis, 
tosoieglatoin.  and  throat  cuKura. 

SOURCE:  CXmon.  unpuUahad  data. 

care  in  a  large  teaching  hospital  found  that  race  and  economic  status  were 
important  determinants  of  the  type  of  care  received:  Uacks  and  patients 
on  Medicaid  were  from  two  to  four  times  as  likely  as  whites  to  be  under 
the  care  of  surgical  residents  still  in  training  rather  than  staff  surgeons 
(/47).  Moreover,  this  racial  pattern  has  remained  imo:T«^ypgif<f  over  the  past 
two  decades.  Various  studies  have  also  documented  the  fact  that  the  poor 
and  minorities,  often  those  on  public  assistance,  are  more  likely  than  other 
patients  to  see  foreign  medical  graduates  {148-150). 
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Smmnary 

Obtainixig  health  care  involves  both  finaTirial  and  nonflnancial  costs — 
money,  tune«  inconvenience,  and  various  kinds  of  emotional  stress.  All  of 
these  arc  potential  barriers  to  access,  and  some — provider  fees,  office 
hours,  the  distance  patients  must  travel — have  a  disproportionate  impact 
on  the  poor.  Moreover,  the  poor  and  minorities  also  face  more  of  these 
barriers  other  groups.  They  spend  a  considerably  larger  fraction  of 

their  incomes  on  health  care,  travel  farther  to  get  to  their  usual  providers, 
wait  longer  in  providers'  offices,  have  more  trouble  making  appointments, 
and  have  less  access  to  week  night  office  hours  and  house  calls.  These 
barriers  reflect  the  inadequacies  of  public  and  private  health  insurance 
coverage  as  well  as  the  greater  r^iance  of  the  poor  on  hospital-based 
clinics.  Yet  even  within  the  same  settings,  there  are  disparities  between  the 
barriers  faced  by  poor  and  nonpoor  patients  and  some  evidence  of 
different  standards  of  care. 


THE  IMPACT  OF  BARRIERS  AND  OTHER 
SYCTEM  FEATtJRES  ON  PATIENTS'  ACCESS: 
NEW  FINDINGS  FROM  A  STUDY 
IN  WASHINGTON,  D.C 

Patterns  of  use  reflect  the  impact  of  barriers  to  access  along  with  a  host 
of  other  factors — patients'  demographic  and  socioeconomic  characteris- 
tics, the  underlying  distribution  of  illness,  organizational  aspects  of  the 
medical  setting,  and  physician  features  such  as  background,  training  and 
current  medical  attitudes.  Many  studies  indicate  that  one  or  more  of  these 
factors  may  affect  patterns  of  patient  utilization,  but  few  investigations 
encompass  all  of  them.  As  a  result,  it  is  often  difficult  to  assess  the  impact 
of  specific  barriers  apart  from  other  provider  and  system  features  and 
patient  attributes  that  also  influence  utilization.  Further,  a  number  of 
studies  have  dealt  only  with  one  or  two  different  ambulatory  care  settings, 
and  it  is  not  clear  how  applicable  the  findings  arc  to  other  settings. 
Although  there  is  now  wide^read  recognition  that  the  organization  and 
financing  of  health  care  have  a  major  impact  on  patterns  of  utilization, 
many  uncertainties  remain  concerning  the  role  of  particular  factors. 

This  section  presents  new  findings  from  a  study  of  ambulatory  care  in 
Washington,  D.C-  that  seeks  to  clarify  the  impact  of  various  kinds  of 
access  barriers  on  patient  utilization.  This  study  extends  the  findings  of 
earlier  research  that  demonstrated  significant  differences  in  the  net  impact 
of  different  ambulatory  care  settings  on  patterns  of  use  (reported  in  table 
19).  It  identifies  the  specific  barriers  and  other  system  features  that 
comprise  this  net  impact  and  provides  estimates  of  their  relative 
importance.  Although  the  study  is  based  on  a  single  city  with  an  atypical 
racial  composition,  and  on  calculations  that  are  in  part  exploratory,  the 
findings  nevertheless  help  to  identify  a  number  of  important  issues  that 
deserve  investigation  in  other  settings. 
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The  results  addr^s  four  major  questions:  (1)  How  do  different  types  of 
ambulatory  care  settings  compare  with  respect  to  the  patients  served, 
financial  and  organizational  t>arriers  to  access,  and  types  of  physicians 
employed?  (2>  What  are  the  most  important  financial  and  organizational 
barriers  to  use?  (3)  Do  such  barriers  affect  children's  and  adults*  use 
differentially?  (4>  What  is  the  combined  impact  of  the  access  l>djmcrs 
faced  by  the  poor  in  hospital  ou^>atient  departments  compared  with  those 
faced  by  the  nonpoor  in  private  settings? 

Multiple  measiires  of  use  are  analyzed^  including  both  children's  and 
adults*  tise  and  distinguishing  between  patient-controlled  measures  such 
as  preventive  care  and  initial  illness  visits,  and  physician-controlled 
measures  such  as  foUowup  visits  and  medication.  Although  long  recog- 
nized as  important  (/5/),  the  distinction  between  patient  and  physician 
control  is  often  ignored  in  empirical  research*  It  is  essential  in  analyzing 
the  factors  that  impinge  on  different  measures  of  use  because,  as 
mentioned  before,  patient-controUed  use  is  most  vtilnerable  to  financial 
and  organizational  barriers;  physician-controlled  measiues  are  more 
closely  related  to  the  clinical  severi^  of  illness  as  weU  as  the  incentives 
and  constraints  that  influence  physicians*  practice  patterns*  The  findings 
are  based  on  a  multiple  regression  model  of  use  that  includes  both  patient 
characteristics  and  also  provider  and  system  features.  The  relatively  large 
sample  size  and  diverse  group  of  providers  and  ambulatory  care  settings 
permit  calculations  of  the  independent  effects  of  difTerent  access  barriers 
while  controlling  statistically  for  the  effects  of  both  patient  and  provider 
characteristics. 


Data  and  Metfaods 

The  data  reported  here  are  from  a  household  interview  survey  and  a 
survey  of  providers  in  Washington,  D.C  in  1970-71,  carried  out  under  the 
auspices  of  the  Institute  of  Medicine  (i52).  The  household  survey  was 
conducted  in  two  geographic  areas  of  Washington,  O.O  to  obtain  a  broad 
range  of  income  levels  and  sources  of  health  care.  It  included  a  random 
sample  of  hous^olds  with  children  betweeu  the  ages  of  6  months  and  1 1 
years,  stratified  by  ^pe  of  usual  source  of  care.  The  completion  rate  was 
85—90  percent*  The  present  study  deals  with  a  subset  <roughly  half^  of  the 
original  sample,  consisting  of  all  p.?rsons  who  had  a  regular  source  of 
health  care  and  whose  data  were  complete  firom  both  the  household 
interview  and  their  regular  provider.  It  included  681  families,  containing 
1,623  adults  (12  years  old  or  more)  and  1,435  children,  and  closely 
resembled  the  ori^nal  sample  on  key  characteristics. 


^This  reduction  was  due  primarily  to  Tm«ing  datft  from  regulv  providers  who  hmd.  not  been  included  in 
the  provider  sorvey»  Fewer  tlum  lO  percent  of  persons  in  the  original  smn^le  were  cfiminated  because  they 
did  not  name  a  regular  source  of  care. 
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The  provider  survey  included  all  regular  sources  of  children's  medical 
care  mentioned  in  the  household  interviews.^  The  providers  identified 
were  medical  institutions,^  particular  professionals  within  institutions, 
and  solo  practitioners*  The  survey  obtained  information  on  the  organiza- 
tion of  the  practice  as  a  whole  and  also  on  individual  physicians  in  the 
practice.  The  response  rate  was  80-85  percent.  The  subsample  of 
providers  analyz/^  in  the  present  study  included  70  solo  practitioners,  16 
fee-for-service  groups,  three  prepaid  group  clinics  (all  belonging  to  a  single 
pref  «id  plan),  four  hospital  pediatric  outpatient  departments  (OFO's),  one 
emergency  room  (HR),  and  16  public  clinics  (city  and  volimteer  well-child 
and  family  clinics). 

Because  the  study  was  conducted  in  Washington,  about  90 

percent  of  the  study  families  were  blac^  Although  the  regression  analyses 
distinguished  the  effects  of  race  from  other  factors  that  might  aHect 
patterns  of  use,  the  results  may  still  reflect  some  patterns  that  are  more 
characteristic  of  black  than  of  white  populations.  With  respect  to  income 
distribution  and  use  rates,  the  sample  was  quite  similar  to  national  urban 
averages  (Z  95).  The  sample  of  providers  representing  the  six  health  care 
settings  also  appeared  to  be  quite  similar  to  national  averages  for  many 
characteristics,  such  as  number  of  years  of  practice  and  specialty  status 
(755),  although  it  contained  a  much  higher  proportion  of  black  physicians 
than  the  national  average  of  2  percent  (154). 

Measures  of  use  are  based  on  information  reported  in  the  household 
survey-  Two  types  of  patient-controlled  use  are  analyzed:  preventive  care^ 
indicated  by  health  checkups  for  respondents  and  children;  and  initiation 
ofcare^  indicated  by  one  or  more  visits  to  the  usual  provider  in  the  last  6 
months  for  children  and  for  all  family  members,  (nonschool)  vision  and 
hearing  tests  for  children,^  and  consulting  a  doctor  for  children*s  ear 
problems.  Measures  of  physician-controlled  use  include  the  number  of 
fbUavntp  visits  for  all  persons  with  one  or  more  visits  in  the  last  6  months, 
and  prescribed  medication.  FoUowup  visits  are  based  on  the  **episode  of 
medical  care*^  concept  (  /55).  AppencUx  A  lists  the  coding  and  mean  values 
of  these  measures,  and  also  shows  the  proportion  of  total  vaHation 
explained  by  each  estimation  equation.^^ 


™A  single  usual  provider  was  identified  for  each  family  member,  based  on  infonnaiioii  ooaceming 
regular  sources  of  care  and  utilization  reported  in  the  bousebold  interview.  When  more  than  one  r^;ular 
sottiee  was  listed,  the  provider  seen  moss  oflen  during  the  last  6  months  was  defined  as  the  usual  provider. 
Although  people  may  have  seen  other  prai^ders  as  welL  use  of  the  identified  usual  providers  generally 
eonatituted  a  large  proportion  of  total  use.  For  cxsmplr,  axnottg  persons  with  visitt  during  the  6  months 
prior  to  the  survey,  more  than  95  perocnt  had  seen  their  usual  provider  at  least  once  and  80  percent  has 
seen  only  their  usual  provider* 

^'Wben  an  institution  was  identified  as  the  regular  source  rather  than  a  particular  f^ysician,  only  the 
physicians  in  the  institution  who  regularly  cared  for  children  were  included  in  the  sample,  and  their 
rripon»es  were  averaged. 

^^hrhe  correlation  of  vision  mikd  bcarixkg  tests  with  eye  and  ear  problems,  respective^,  was  positive, 
suggesting  that  the  purpose  of  these  tests  was  primarily  diagnostic  or  therapeutic  rather  than  preventive. 

^'Although  these  levels  are  similar  to  or  higher  than  those  in  most  analyses  based  on  individual 
observatiofis,  they  indicate  that,  despite  the  wide  rmngjc  of  variables  included  in  the  regression  model, 
much  of  the  variation  in  use  rates  retnains  unexplained.  The  credibility  of  the  significant  relationships 
rttimiiTT^  is  not  necessarily  diminished  by  a  low  proportion  of  explaii»ed  variation,  however;  valid 
estimates  are  most  dependent  on  the  inclusion  of  relevant  (and  potentially  coi^ounding)  variables. 
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Fbr  each  of  the  10  use  measares*  a  multiple  r^ression  equation  was 
estinuited  whicii  contained  both  patient  characteristics  as  well  as  provider 
M-nA  system  fcaturs^^  Considerable  previous  research  suggests  that 
patimt  characteristics  aififect  patterns  of  use  (IS7,  158).  Appendix  B  lists 
the  patient  factors  included  in  the  present  study. 

Provider  and  system  features  included  various  access  barriers  and  also 
niritf iprfff'fhf  |*hyi»*^*****  characteristics.^  Among  the  access  barriers  were: 
<1>  fs^»*^»i  baixiers,  represented  by  fees  chained  for  sheeted  services;  (2) 
tune  barriers,  represented  by  the  distance  patients  traveled  to  their  regular 
provider,  and  the  time  patients  ^>ent  waiting  in  the  provider's  office;  (3) 
organizatMOxuU  barriers;,  reflecting  various  organizational  policies  which 
affbct  die  convenience  of  care — the  use  of  prescheduled  appointments,  the 
lead  time  required  to  get  an  appointment,  office  hours,  the  adequacy  of 
off-hours  coverage,  and  physicians*  arrangements  for  sharing  patient  care; 
and  (4)  practice  patterns^  represented  by  the  proportioii  of  patients  who 
were  **regular"  users  of  that  source  and  the  general  economic  level  of 
patients.  The;  effects  of  both  charges  and  distance  were  estimated 
separateiy  fbr  the  poor  and  non-^>oor  to  test  for  their  possible  differential 
inqpact  on  the  poor.  The  physician  characteristics  incduded  demographic 
fartfyrs  -*™"^'^E^^"4  ^'Ty'?^*''^^^^  current  medical  attitudes  preventive 
orientation  and  general  satisfactioii  with  practice),  ^ipendix  C  lists  the 
coding  and  meai:  values  of  all  of  these  measures. 

The  regression  lesults  indicate  the  **directf*  links  between  access  barriers 
and  odhzation — rslHtionah^»  that  are  statisticalty  independent  of  one 
another  and  also  of  provider  and  patient  characteristics.^  These  results 
arc  also  used  to  illustrate  the  inq>act  of  access  barriers  typically  faced  by 
the  poor  and  the  nonpoor  in  hospital  outpatient  departments  and  solo 
practice,  respectively.  To  provide  a  basis  for  comparing  the  effects  of 
barriers  in  the  two  settings,  a  partial  estimate  of  the  probability  of  visits 
fbr  a  hypothetical  6  year  <^d  female  child  was  first  calculated,  using 
average  values  fbr  aU  patient  and  ph3rsician  characteristics  (but  not 
including  the  barriers).^  Fff^mf»»*r»  of  the  incremental  effects  of  each 
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barrier  were  then  calculated  by  multiplying  the  average  values  for  the 
barriers  in  each  setting  times  their  respective  regression  coefficients.^ 
Final  probability  estimates  for  each  setting  were  obtained  by  adding  the 
initial  partial  estimates  and  all  of  the  incremental  efTects  of  the  barriers. 
These  two  estimates  compare  a  given  typical  child's  likelihood  of  visits  to 
two  different  regular  sources  of  care — settings  that  were  identical  in  all 
respects  except  that  one  had  the  financial,  time  and  organizational 
barriers  typical  of  a  hospital  outpatient  department  and  the  other  had  the 
corresponding  barriers  epical  of  solo  practice. 


Flmliiigs 

(1)  How  I>o  the  Six  DifTerent  Ambalatory  Care  Settings  Compare? 

Piadent  Groups 

The  patient  groups  using  different  regular  sources  of  care  for  their 
children  differed  considerably,  especially  along  economic  lines  (see  table 

33)  .  The  average  income  of  families  using  the  thr^  ^^private^  settings  (fee- 
for-service  solo  practice,  grotxp  practice,  and  the  prepaid  group)  was 
almost  twice  as  high  as  that  of  families  using  public  clinics  and  hospital 
outpatient  departments  (OPD*sX  with  incomes  of  families  using  emergen* 
cy  rooms  (HR*s)  falling  between  these.  More  than  half  of  the  OPD  families 
reported  public  assistance  coverage  compared  with  only  a  quarter  of  the 
BR  families^  and  even  fewer  of  the  families  using  the  three  ^private^ 
^stems.  Reported  illness  was  quite  comparable:  adtilts  in  the  fee-fbr- 
service  groups  and  children  in  the  prepaid  group  had  ihf^  highest  reported 
illness  levels^  but  none  of  the  differences  among  settings  was  statistically 
significant  (p<;0.05)-  There  was  also  little  variation  across  settings  in 
respondents*  attitudes  toward  health  care,  average  family  size^  or  length  of 
residence  in  the  Oistrict  of  Columbia. 

Patterns  of  use  varied  markedly  among  settings*  with  the  highest  rates 
occurring  in  the  three  "private**  settings.  The  differences  were  greatest  for 
preventive  care:  88  percent  of  the  prepaid  group  children  had  regular 
health  checkups  compared  to  only  16  percent  of  the  children  using  an  £R 
as  a  regular  source. 

Pbysicmn  Characteristics 

The  characteristics  of  physicians  in  the  six  settings  also  differed  (table 

34)  .  Women  physicians  were  most  common  by  far  in  the  public  clinics — a 
national  pattem  (/59) — and  also  in  the  fee-for-service  and  prepaid  group 
practices  where  they  were  more  likely  to  have  salaried  positions.  The 
proportion  of  black  physicians  was  fairly  high  in  all  settings  compared  to 

^^Tbe  aven^  values  of  barriers  in  these  rwo  settmgs*  respective^,  were:  provider  charge  iiidex«S8.58, 
S6.46;  distance— 3^,  33  miles;  olBce  waiting  time-49,  25  minutes;  percent  of  patients  seen  by 
appointment— 34.  54  percent;  days  waited  for  j^ypointment  —  5, 4;  total  hours  per  week  — 34. 38;  adequacy 
of  olT-bours  coverage  — 2.0.  2^;  coordination  of  physicians*  practices  —  2J2,  proportion  of  regular 
sonree  patients  —  IOOl  75  percent;  low-income  clientele  only—  lOtX  O  percent. 
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the  national  avera^  ranging  firom  6  percent  in  the  OPO's  to  71  percent  of 
the  physicians  in  solo  practice.  The  average  nnmber  years  of  practice 
langed  &om  13  years  for  physicians  in  the  OPD's,  where  almost  all  of  the 
physicians  in  training  were  located,  to  26  years  for  sc^o  practitioners.  Of 
the  six  settings,  the  prepaid  groi^  had  the  most  highly  specialized 
l^xysicians,  as  indicated  by  years  of  residency,  number  of  specialists,  and 
physicians*  preventive  medical  orientation.  OPD  and  BR  physicians  had 
the  shortest  average  residencies,  although  many  of  the  OFD  physicians 
had  not  yet  conq>leted  training.  Physioans*  general  satisfaction  was 
highest  in  the  ER  and  the  prepaid  grotq>,  and  lowest  in  the  hospital  OPD 
and  public  clinics. 

Potcntml  Access  Barriers 

Various  potential  barriers  to  access  are  shown  in  table  35.  IHnaiicial 
barriers,  represented  by  the  average  fees  enlarged  for  selected  services, 
were  higjiest  in  the  fee-for-servdce  gror:^  practices,  followed  by  the 
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hos|»ital  OPD's  aad  ER*s.^  For  the  predominantly  poor  patients  using 
these  two  hospital-based  settings,  high  charges  may  have  been  a  problem. 
As  noted  previously,  between  half  and  three-quarters  of  these  patients 
were  not  covered  by  Medicaid;  16  percent  of  the  ER  families  had  no 
insurance  coverage  at  alL  At  the  other  extreme  in  terms  of  financial  access 
were  settings  where  services  were  available  free  of  charge,  as  in  the  public 
clinics  and  (after  enrollment)  in  the  prepaid  group. 

There  was  conmderable  variation  both  within  and  across  settings  with 
regard  to  time  and  ofganizational  barriers.  Hospital  emergency  rooms  and 
public  clinics  were  the  most  accessible  in  terms  of  distance,  for  example, 
but,  along  with  the  hospital  OPD's,  had  much  longer  office  waiting  times 
than  the  three  private  settings.  Conversely,  the  prepaid  group  practice  had 
the  shortest  office  waiting  time  (20  minutes)  and  the  longest  average 
distance  traveled  (4.4  mOes).  Delays  in  getting  an  appointment  ranged 
&om  a  low  of  3  days  in  the  BR  (for  those  patients  ^o  made 
«^>pointments)  to  18  days  in  the  public  dinics,  probably  reflecting  the 
uxgen^  of  conditions  seen  as  well  as  the  availability  of  appointments. 
Office  waiting  times  appear  to  vaiy  directly  with  the  extent  of  scheduled 
a{^pointments;  patients  waited  substantially  longer  in  hospital  ER*$, 
OPD's,  and  public  dinics  where  appointments  were  least  common.  The 
advantages  of  access  on  short  notice  in  these  settings  is  thus  balanced 
against  the  disadvantages  of  longer  office  waiting  times. 

Organizational  accessibility  also  depends  on  the  convenience  of  office 
hours  for  patients,  the  adequacy  of  coverage  arrangements  duriug  non- 
office  hours,  and  perhaps  also  the  general  atmosphere.  As  discussed 
previously,  the  public  clinics  and  some  of  the  solo  doctors  had  limited 
hours  and  inadequate  arrangements  for  ofif-hours  coverage.  The  OPD's  as 
weU  had  relatively  short  hours  and  poor  ofif-hours  coverage,  despite  a  high 
degree  of  coordination  with  other  physicians*  practices.  The  general 
atmosphere  in  many  of  the  hospital  rfiriig^  which  are  typically  busy  and 
impersonal,  may  also  have  been  a  psychological  barrier  to  access  for  some 
patients. 

Summary:  Comparisons  of  the  Six  Settings 

There  were  sharp  divisions  along  economic  lines  among  the  patients 
using  different  ambulatory  settings  as  a  usual  source  of  care:  the  majority 
of  affluent  families  used  one  of  the  three  **private"  settings — fee-for- 
service  solo  or  group  practice,  or  the  prepaid  group;  poor  families  were 


^FittUKtal  aocoB  depends  <m  both  tbe  relative  pciec  oraervioec  snd  the  extent  of  petientK*  inmuice 
coverage  aad  other  eoonooiie  rcaoarces.  Hovwver.  only  in  the  ftvpmid  sioup  is  insarasce  oovcrage  an 
aspect  of  the  system  structure  itsdf:  in  the  other  settings,  it  is  a  matter  oTpataeot  discretaon  and  economic 
levd.  Because  tbe  intent  hoe  is  to  assess  tbe  iii^MCt  of  system  fieatufes  rather  than  patient  decisions,  the 
focuses  on  physician  fees.  So^  fees  are  likely  to  be  a  detcRcnt  for  people  -mrbo  do  not  have  full 
coverage  for  ambuUtory  care,  wiuA  probably  iacdndes  the  nuqari^  of  patients  with  private  health 
insurance  (because  mort  policies  have  a  sizable  deductible  and  also  copayments).  Further,  any  dtlutxn^t 
eflect  that  insurance  coverage  may  have  on  the  impact  of  prices  is  aoooonted  for  to  some  extent  by 
inchKling  measttics  of  private  insurance  and  public  assistsnce  in  the  r.^ressioo  aUiJyses. 


ERIC 


412 


/6' 


likely  to  use  a  public  dinic,  ho^tal  outpatient  department,  or 
cuiemieucy  room.  The  tyfr^  r  '^ysicians  also  varied  considerably  among 
settings:  more  than  half  c  *  |>>.%b?ic  clinic  doctors  and  a  third  of  the  fee- 
fbr-servioe  groi^  doctors  -  •  '  "-iv^sley  and  most  of  the  solo  practitioners 
wcfe  black.  More  than  h,*  •  ^  vi«t:  OPD  doctors  were  still  residents  in 
training.  Physicians  in  thr  prqpaid  group  were  the  most  ^>ecialized  and, 
along  with  the  sok>  practitioners,  had  been  in  practice  the  longest. 

The  hospital  OPD's  and  HR*s  generally  had  the  greatest  barriers  to 
af^tOT,  as  many  studies  have  found;  most  notable  were  costs,  office 
waiting  times  and.  in  the  OPD's,  limited  hours  and  poor  off-hours 
covcmge.  The  public  clinics  had  no  financial  barriers,  but  did  have  a 
number  of  organizational  barriers  such  as  limited  hours,  long  office 
waiting  times,  and  firagmentation  of  care.  Considering  both  financial  and 
organizational  barriers,  the  pn^Mid  g^oop  was  probabfy  the  most 
accessible  setting,  although  the  two  fee-for-service  settings  were  somewhat 
men  accessible  in  organizational  terms. 


(2)  What  Are  the  M^K"*  Fmancial  and  OrgsnliaHonai  Barriers  to 

Use? 

The  regression  results  (tables  36-40)  provide  estimates  of  the  relative 
impact  of  various  barriers  on  patient  utilization.  Positive  estimates 
indicate  factors  that  are  associated  with  increased  utilization,  and  n^ative 
estimates  indicate  factors  that  may  inhibit  utilization.  The  statistical 
significance  of  the  estimates  is  indicated  in  the  tables. 

Financial  and  Time  Barrias 

For  both  upper  and  lower  income  groups,  higher  charges  were 
i^pparently  a  deterrent  to  all  types  of  use  (table  36).  Although  not  all  of  the 
estimates  are  significant,  they  are  uniformly  negative — striking  evidence  of 
(he  efiect  of  prices  on  ambtdatofy  care  utilization.  The  rdative  strength  of 
this  eflfect  varies  according  to  the  type  of  use  between  the  poor  and  the 
nonpoor:  for  preventive  care  and  initiation  of  care  the  impact  was 
generally  greater  »mnn^  the  poor  (estimates  for  the  poor  were  more 
mtmn^ty  n^ative  than  for  the  noiq>oor);  for  f(d]owiq>  care  and  medication 
the  rmpact  was  greater  among  upper  income  patients.  This  pattern 
suggests  that  the  poor  tended  to  respond  to  higher  prices  by  cutting  back 
on  preventive  services  and  on  initiation  of  illness  care;  afHuent  patients 
were  more  likely  to  cut  back  on  followup  care  or  medication.  Affluent 
patients  may  have  had  greater  discretion  over  the  amount  of  followup  care 
than  the  poor  due  to  less  severe  illnesses,  or  they  may  be  less  subject  to 
control  by  providers  than  the  poor  as  might  be  suggrated  by  the  high  rates 
of  '•unnecessary*'  surgery  reported  in  some  Medicaid  populations  (/60). 

Table  37  ^lows  the  estimated  efifects  of  two  barriers  that  involve  time 
costs— distance  to  the  provider  and  <^ce  waiting  times.  As  expected,  the 
effects  of  distance  also  vary  by  income.  For  the  poor,  distance  appears  to 
have  been  a  significant  deterrent  to  preventive  care  and  a  weak  deterrent 
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to  imtiation  <^  illness  care.  For  the  nonpoor,  on  the  other  hand,  distance 
had  no  significant  relation  to  any  ^pe  of  use.  Indeed^  for  all  measures  but 
one  (ear  escaminatioinsX  the  estimates  for  the  poor  are  more  negative  (or 
less  positive)  than  those  for  the  nonpoor,  and  five  of  these  differences  are 
at  least  weakly  significant. 

Office  waiting  times  also  appear  to  have  had  a  generally  inhibiting 
jmjt^i^  on  patient  use:  7  of  the  10  estimates  are  negative^  As  with  dtsfancr, 
the  strongest  inqmct  was  on  preventive  care,  the  most  discietiouaxy  type 
of  use.  I^beidings  are  mixed  for  initiation  of  care  and  fcdlowi^,  periiaps 
because  patients  had  less  discretion  in  avoiding  long  waits  when 
synq>toms  were  urgent  or  when  followup  visits  were  recommended  by 
their  i^iysicians. 
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The  use  of  sdiedaled  appointments,  potentially  an  access  CMuner* 
ap|Kar*  in  flwgt  to  have  been  associated  with  yeattenmlrration:  Scrf'tbe  lO 
positive  (see  table  38).  (Note  diat  these  fmdings  are 
of  the  shorter  office  waitLuq^  times  that  are  hkeiy  to  result 
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from  scheduled  appointments.)  Another  potential  barrier— long  lead  times 
to  get  an  appointment — ^had  no  consistent  relation  to  use  that  was 


TaUe  39  shows  the  estimated  efTects  of  office  hoars  and  ofT-hours 
coverage.  Longer  hours  and  better  off-hours  coverage  apparently  facilitat- 
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«d  patient  acoe«s;  the  meet  «ignificmif  estimates  for  both  variables  are 
positive;  as  are  S  of  the  10  estimates  for  coverage. 

Certain  practice  patterns  may  also  affect  accessibility.  The  degree  of 
coordination  among  plysicians*  praetioe  arrangements*  the  proportion  of 

patterns  ofpatiettt  care.  The  estimated  eflfectsofthesefiictois  on  measures 
of  use  are  i^Momn  in  taUc  40l  Coordination  of  piiysicians*  practices  Mpears 
generafiy  to  have  been  associated  widk  lower  use  rates,  cspecii^y  for 
initiation  of  care.  B^animum  coordination  (defined  as  sharmg  patients 
a  iiimig  pbysicnms)  mi^  prevent  patieirts  from  forming  a  stable  relation- 
t^top  wim  a  regular  "^personaT*  phyncian*  thereby  d  isc^iHirsgwg  utilization. 
The  proportioa  of  n^^ular  patients  in  die  practice  had  no  consistent 
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rdntkm  to  individual  patients'  patterns  of  at   _ 

economic  status  of  patients,  however,  had  a  very  impoittnt  eOect:  people 
seeing  physicians  with  cxclusiv^  low-income  patioit  dientdes  had  lower 
nttnT^use  (often  significantly  lower)  on  every  use  measure  but  one 
fmedication).  Because  the  patients'  own  income  levrfs  were  taken  mto 
account  in  these  estimates,  along  with  many  other  p^^it  and  ^y^^ 
factors,  the  differentials  presumably  reflect  the  efiects  of  being  m  a  "poor 
people's''  practice.  Possible  causes  inchade  poor  communication  with  Jow- 
i222—  piitients  il6t\  different  '^clinical  policies'*  that  evrfve  m  low- 
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xncomc  practices^  negative  attitudes  on  the  part  of  professionals  C<^. 
1^—164),  or  additional  stroctitral  barriers  to  access. 

Sktmaiaryr  Ala/ior  Barriers  to  Access 

Among  variorx?  tfnancial,  orgaiuzational,  and  time  factors  that  affect 
access,  the  mc<si  important  factor  seems  to  be  the  economic  composition 
of  the  patient  Clientele.  Patients  of  physicians  with  **poor  people's** 
practices  had  lower  rates  of  almost  all  types  of  use»  regardless  of  their 
individual  economic  status  or  other  personal  characteristics  and  indepen- 
dent ot  other  system  barriers  and  physician  characteristics.  These  lower 
rates  mi^  result  from  different  "clinical  policies**  that  evolve  in  low- 
income  practices  or  from  the  effects  of  other  barriers  in  such  practices  not 
represented  in  the  ?iata. 

In  addition  to  practice  patterns,  financial  and  time  factors  such  as 
cbaiges,  office  waiting  time,  and  distancr  traveled,  also  played  a 
significant  role  in  limiting  access.  Their  impact  was  generally  greater  on 
patient-controlled  use — preventive  care  and  initiation  of  care — than  on 
pirysician-oontrolled  use.  The  rede  of  organizational  barriers  was  less  dear. 
Appointment  lead  times  had  no  conastent  relation  to  patients*  use, 
although  longer  hours  and  better  oflf-hours  coverage  were  generally 
positively  related  to  most  patient-controlled  use  measures.  Scheduled 
appointments,  jn^wid  of  limiting  access,  may  actually  have  made 
easier  (even  controllmg  for  the  associated  reductions  in  office  waiting 
times>*  Coordinatiott  of  physicians*  practices— often  involving  sharing 
patients — appeaxs  to  have  had  a  strong  negative  effect,  particularly  on 
patients^  initiation  of  care. 

Certain  barriers  had  a  disproportionate  impact  on  the  poor*  Both 
di^anr^  and  provider  fees  had  a  greater  deterrent  effect  on  the  poor  than 
the  nonpoor  with  respect  to  patient-controlled  use.  For  physician-con- 
trolled use,  in  contrast,  the  impact  of  fees  was  greater  among  the  nanpoor, 
suggesting  that  they  were  able  to  retain  more  control  than  the  poor  over 
amount  of  followup  care.  Such  control  may  have  been  possible  due  to  less 
severe  illnesses  among  the  nonpoor  or  to  less  domination  by  providers. 

(3>  Do  Access  Banriers  Affect  Cbfldren^s  and  Adults  Use 

ConqMumg  Ae  results  for  children  and  adults  shown  in  tables  36-^40,  it 
appears  that  children's  access  is  somewhat  more  sensitive  to  a  number  of 
barriers*  For  example,  both  distance  and  a  low-income  patient  clientele 
had  a  stronger  det^rent  cfifect  on  ^iildren*s  preventive  care  and  initiation 
of  illness  care  than  on  corresponding  care  for  adults.  High  provider  fres 
also  reduced  the  firequency  of  children's  preventive  care  more  than  that  of 
adults^— ahfaou^  h^gh  ^larges  discouraged  adults'  initiation  of  illness 
care  mcMre  than  children's  (table  36).  Simila^,  a  high  proportion  of 
**Tyg^Tlf^T^  patients  in  the  practice  seemed  to  promote  preventive  care  for 
<ji£ldren  but  not  adults*  Ota  the  other  hand,  office  waiting  time  apparently 
afifected  adults  more  strongfy  than  children^  significantly  inhibiting  bo^ 
preventive  and  synqrtomatic  care  for  adults  but  not  duldrm. 
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(4)  What  b  tbe  Cbmbined  Impact  of  the  Access  Bairieis  Faced  by 
the  Poor  in  Hospital  OutpatSent  Departments? 

To  give  an  idea  of  the  combined  impact  of  the  multiple  barriers  in  a 
typical  hospital  outpatient  department,  table  41  compares  a  given  typical 
child*s  likelihood  of  visits  to  two  different  regular  sources  of  care:  one 
with  the  fins%n£risi\^  time  and  organizational  barriers  typical  of  a  hospital 
outpatient  department  (OPD)  and  the  other  with  the  corresponding 
barriers  typical  of  solo  practice.  The  final  probability  of  visits  to  the 
setting  with  the  barriers  of  an  OPZ>  was  037,  compared  with  0.62  to  the 
setting  with  barriers  characteristic  of  solo  practitioners.  (Differences  were 
even  greater  comparing  OPD*s  and  prepaid  group  practice;  the  final 
estimated  probabihty  of  visits  was  0.67  assuming  barriers  typical  of  the 
prepaid  group.)  In  other  words,  if  all  other  factors  were  equal,  the 
estimated  probability  of  visits  would  be  40  percent  lower  in  the  OPD's 
tfian  in  solo  practice  due  simply  to  differences  in  access  barriers  between 
the  two  settings.  There  were  comparable  differences  for  children's 
preventive  examinations. 

Table  41  also  shows  how  each  barrier  contributed  to  the  final 
probability  estimates  in  the  two  settings,  indicating  their  relative  impact 
on  access.  Of  the  OPD  barriers,  the  two  which  reduced  the  probability  of 
visits  by  the  greatest  amount  were  distance  and  the  low  economic  status  of 
the  practice  clientele  (each  reduced  the  initial  partial  estimate  by  17 
percent).  Provider  charges  and  coordination  of  ph3rsicians*  practices 
(involving  sharing  patients)  were  also  important  deterrents,  reducing  the 
initial  estimate  by  7  percent  and  10  percent,  respectively.  (Again,  there 
were  veiy  ^amHai-  results  for  children's  preventive  examinations.)  Although 
various  other  aspects  of  OPD's  are  clearly  less  conducive  to  patients' 
access  than  those  of  solo  practice,  the  above  four  barriers  were  apparently 
largely  responsible  for  the  lower  likelihood  of  visits  due  to  barriers  in  the 
OPD's. 


CoDciusioiis 

Although  thiQ  study  is  based  on  ambulatory  care  settings  in  a  single  city, 
the  findings  are  consistent  with  a  wide  range  of  evidence  discussed  in 
earlier  parts  of  the  paper.  They  sxiggest  the  following  tentative  conclu- 
sions: 

(1)  The  poor,  relying  predominantly  on  hospital  outpatient  'depart- 
ments, emergency  rooms,  and  pubhc  clinics  for  primary  care, 
bear  the  brunt  of  current  deHciencies  in  medical  care  financing 
and  organization.  Study  results  suggest  that  the  multiple  access 
barriers  typical  of  outpatient  departments  reduced  the  likelihood 
of  visits  by  40  percent  compared  with  the  barriers  typical  of  solo 
practice  (and  by  even  more  compared  with  prepaid  group 
practice).  Thus,  ironically,  it  is  those  with  the  greatest  medical 
need  who  are  likely  to  face  the  greatest  barriers  to  access. 

(2)  The  present  "two-class"  medical  care  system  in  which  some 
sources  of  care  are  used  almost  exclusively  by  low-iacome 
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patients  leads  to  further  inequality.  There  is  evidence  that 
patients  in  such  low-income  practices  have  significantly  lower 
rates  of  almost  aU  types  of  services,  regardless  of  their  own 
economic  status.  In  fact,  being  in  a  practice  scrvmg  exclusively 
low-income  patients  appeared  to  be  the  single  most  unportant 
cause  of  lower  utilization  among  all  of  the  financial,  organiza- 
tional, and  provider  factors  considered.  This  may  reflect  ^e 
effects  of  additional  access  barriers  or  different  behavior  by 
providers  or  patients— but  it  is  unlikely  to  reflect  reduced 
medical  need.  In  short,  separate  does  not  ^>pear  to  be  equal. 
(3)  Fee-for-services  reimbursement,  despite  both  pubUc  programs 
and  private  insurance,  creates  a  financial  barrier  whose  impact 
varies  inversely  with  income  level  (and  probably  directly, 
therefore,  with  medical  need).  Even  taking  many  other  factors 
into  account,  higher  fees  are  associated  with  lower  rates  for  all 
types  of  care  regardless  of  family  income  leveL  However,  higjier 
feSwere  a  stronger  deterrent  to  the  poor  than  to  the  nonpoor  for 
all  use  measures  involving  patient  discretion,  notably  children  s 
preventive  care.  Although  the  financial  barrier  created  by  fee- 
for-service  is  certainly  not  the  only  obstacle  to  equalizing  access, 
its  unequal  impact  on  the  poor  contributes  to  unequal  patterns  of 


caxc  — 
(4)  Various  structural  features  such  as  distance  to  the  source  of  care, 
office  waiting  time,  and  sharing  patients  among  physicians  a^ 
act  as  barriers  to  access.  The  impact  of  distance  is  greater  £or  ^e 
poor,  probably  because  of  their  more  limited  mobibty.  Sched- 
Jiled  i>pointments,  often  not  offered  in  hospital  and  chmc 
settings,  tend  to  reduce  office  waiting  times  and  to  promote 
access.  Sharing  patients  is  more  common  in  pubUc  settings  and 
seems  to  discourage  patient-initiated  care.  In  Ught  of  such 
structural  terriers,  particularly  in  hospital  settings,  a  stiicfly 
financial  approach  to  improving  access  for  the  poor  such  as 
Medicaid  is  clearly  inadequate.  .  -    ,     ,  ^ 

C 5)  More  generally,  the  findings  call  attention  to  the  critical  role  of 
finan<^,  organizational,  and  professional  arrangement  m 
determining  patterns  of  utilization,  a  role  that  has  often  been 
neglected  in  past  research.  A  better  understandmg  of  the 
impUcations  of  alternative  arrangements  is  unportant  for  the 
crucial  policy  decisions  that  lie  ahead. 


SUMMARY  AND  IMPUCATIONS 

Data  reviewed  in  this  paper  indicate  that  there  is  stiU  a  significant  gap 
between  the  health  status  of  poor  and  minority  children  compared  with 
Se  rest  of  the  population.  Although  it  is  clear  that  there  has  b^  some 
improvement  iiTaScess  to  medical  care  services  for  disadvantaged  &ou^ 
it  is  equaUy  clear  that  many  disparities  remam.  Poor  and  rmnority 
childrS  are  less  likely  to  see  a  doctor  than  other  children  (especially 
relative  to  medical  need),  and  they  are  more  seriously  ill  when  they  do  get 
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care.  They  are  less  likely  to  have  a  regular  physician,  and  even  less  so  a 
specialist  physician. 

One  of  the  principal  reasons  for  persistent  ineqiiaUties  appears  to  be  a 
dual  system  of  medical  care  in  which  the  poor  and  minorities  use  various 
"public**  settings — often  hospital  clinics — for  primary  medical  care  and 
the  more  affluent  use  private  providers.  During  the  last  decade,  in  fact, 
increasing  numbers  of  j>oor  and  minority  children  have  come  to  rely  on 
hospital  clinics  and  emergency  rooms  for  regular  care.  Such  clinics  are 
often  ill-equipped  to  provide  coordinated  primary  care  services,  and  many 
present  substantial  financial  and  organizational  barriers  to  access. 

In  part  because  of  this  dual  system,  the  poor  and  minorities  face  greater 
financial  and  organizational  obstacles  in  seeking  care.  They  have  the 
highest  out-of-pocket  average  medical  expenses,  despite  public  programs 
such  as  Medicaid.  The  process  of  obtaining  care  is  more  time-consuming 
and  inconvenient:  it  takes  the  poor  and  minorities  longer  to  get  to  their 
regular  providers,  they  wait  longer  in  offices,  and  they  are  less  likely  to 
have  access  to  weeknight  or  weekend  office  hours,  house  calls,  or 
telephone  contacts.  Furthermore,  even  within  the  same  practice  settings, 
the  disadvantaged  often  face  greater  barriers  than  the  more  affiuent  and 
receive  a  different  standard  of  care. 

Although  these  observations  arc  certainly  not  new,  they  take  on  special 
significance  in  the  current  political  setting.  The  dominant  concerns  now 
arc  cost  control,  cost-effectiveness,  and  reduction  of  overutilization.  As 
noted  by  the  Carnegie  Council  on  Children  (165),  issues  of  equity  and 
access  have  an  old-fashioned  ring,  barkening  back  to  the  1960's.  In  the 
1980's,  we  have  supposedly  moved  beyond  such  issues  to  other  concerns. 

At  least  one  major  foundation  (the  Robert  Wood  Johnson  Foimdation) 
has  removed  access  as  its  principal  program  priority  as  of  1980. 
Conferences  focxis  on  such  topics  as  "wellness,"  lifestyle,  and  behavioral 
risks.  I^eading  investigators  on  access  issues  now  claim  that  "services  are 
generally  equitably  distributed"  (46).  There  are  even  those  who  have 
begun  to  challenge  the  significance  of  income-related  differences  in  health 
status.  For  example,  Michael  Grossman  and  colleagues  (i66)  contend, 
based  on  an  econometric  analysis  of  children's  health,  that  "overall, 
income  is  not  an  important  factor  for  explaining  health  variations  among 
the  children  in  this  [national]  sample."  They  conclude  therefore  that  "the 
present  tendency  to  base  Government  child  health  programs  on  simphstic 
notions  that  income  is  the  primary  source  of  differences  in  children's 
health  will  not  lead  towards  fruitful  or  successful  public  policy  regarding 
children's  health." 

This  conclusion,  like  the  claim  that  access  problems  have  been  solved, 
can  be  disputed.^  Both  seem  to  behe  the  data,  yet  nonetheless  appear  to 

^Crossman-^  conclusion  is  based  lazsely  on  the  finding  that  income-rdated  difiercnces  in  health  result 
fiom  a  constellation  of  factors  awwriated  with  poverty  and  not  just  from  income  alone.  However,  this  docs 
not  mean,  as  Grossman  suggests,  that  neither  increased  spending  on  access  nor  income  redistribution  wiU 
be  effective  in  improving  the  health  of  the  poor.  Indeed,  it  is  not  clear  what  the  reUtionship  of  income  to 
tttness  independent  of  other  correUtes  of  poverty  even  means,  so  long  as  these  correlates  (such  as 
environmental  hazards  and  educational  deprivation)  remain  correlated.  Althou^  it  is  true  that  in  order  to 
eliminate  the  link  between  income  and  illiaess.  the  entire  consteUation  of  factors  must  be  attacked,  there  is 
no  agreement  about  the  best  method  for  such  an  attack,  and  C3rossman*s  research  does  not  directly 
address  this  issue. 
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be  gaining  increasing  acceptance.  What  accounts  for  the  growing  rhetoric 
of  equali^  in  the  face  of  continuing  evidence  of  inequality? 

Most  fundamentally,  the  answer  to  this  question  probably  has  as  much 
to  do  with  conditions  in  the  larger  society  as  with  health  care  itself.^  The 
last  decade  has  been  one  of  growing  disUlusioi:.  To  many,  high  inflation 
rates  and  declining  economic  productivi^  have  impliod  the  need  for 
**Iowered  expectations^  and  reduced  Government  commitments,  especial- 
ly to  programs  for  the  disadvantaged.  In  health  care,  soaring  medical  care 
costs  have  lent  added  irrgen^  to  this  perceived  need  for  retrenchment* 
Priorities  in  health  policy  have  shifted  accordingly  and  have  led — almost 
imperceptibly — to  a  redefinition  of  social  **reahry*'  (^I68X  involving  new 
**facts**  (access  is  no  longer  a  problem  for  the  poor)  and  new  interpreta- 
tions of  old  data  (there  is  only  a  minor  link  between  income  and  illness). 

The  new  reality  is  thus  political  as  well  as  social;  shifting  political  and 
economic  constraints  lead  to  a  new  agenda  for  research  that  leads  to  new 
implications  for  pohcy.  As  problems  are  redefined,  new  ^^cts^  are 
accumulated  whose  influence  on  our  collective  understanding  may  be  less 
dependent  on  validi^  than  on  their  congruence  with  the  prevailing 
political  climate. 

Certainly,  the  new  rhetoric  of  equality  is  well  matched  to  the  current 
iiiood  of  fiscal  austerity.  For  example,  if  income-related  differences  in 
health  are  relatively  minor,  the  income  transfers  such  as  those  advocated 
by  the  recent  Carnegie  Council  on  Children  (i65) — as  Grossman  and 
colleagues  point  out — would  do  little  to  improve  the  well-being  of 
children.  Also  unnecessary  are  proposals  {165,  169,  170)  that  aim  to 
eliminate  differential  access  through  universal  coverage  of  prenatal  and 
pediatric  services.  Such  conclusions  suggest  a  conservative  approach  to 
health  care  involving  rer'.aced  pubhc  spending  on  problems  of  equity  and 
access.  The  only  drawback  is  that  this  vision  of  reality^  however  politically 
appealing,  happens  to  be  an  illusion.  De^ite  the  growing  belief  that 
access  problems  have  been  solved,  most  of  the  evidence  instead  indicates 
that  they  have  not.  In  moving  beyond  concerns  of  equity  and  access,  that 
is  to  say,  we  have  left  the  facts  behind. 

The  new  conservatism  evident  in  many  recommendations  for  health 
care  policy  is  presumably  rooted  in  concerns  of  efficiency  rather  than  of 
eqixity.  Yet,  in  the  long  run,  it  is  probably  as  inefficient  as  it  is  inequitable 
to  neglect  the  health  of  disadvantaged  children.  Short-nm  savings  in  the 
costs  of  public  health  care  programs  are  likely  to  be  trivial  compared  to 
the  long-run  costs  of  lower^  productivity  dtie  to  impaired  health  and  the 
costs  of  caring  for  later  medical  complications.  In  this  new  era  of  cost- 
consciousness,  it  becomes  more  important  than  ever  to  distribute  health 
care  according  to  medical  need.  Concerns  of  efficiency  and  equity 
converge. 

Increasing  access  to  care  for  the  disadvantaged  clearly  remains  an 
important  national  goal.  This  is  not  to  suggest  we  should  ignore  other 
shortcomings  of  the  present  health  care  ^stem,  many  of  which  have  been 
discussed.  Nor  do  I  mean  to  inmly  that  the  health  problems  of  the  poor 


^^^Thc  foQawtng  aigtunent  was  suggested  by  the  interpretation  olTered  in  P.  R.  Lec,  O  L.  Estes,  and  S. 
SoIkowitz(/^7). 
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are  attributable  to  lack  of  medical  care  alone.  The  multiple  condrtions  of 
poverty — inferior  housing  and  sanitation,  poor  nutrition,  environmental, 
and  occupational  hazards,  educational  deprivation,  and  various  forms  of 
stress — undoubtedly  play  a  far  more  important  role.  Yet,  better  medical 
care  can  alleviate  some  of  the  health  problems  resulting  from  adverse 
social  circumstance.  Likewise,  better  health  research  can  suggest  more 
effective  strategies  for  dealing  with  such  problems.  Today's  poKcy 
decisions  concerning  children's  health  care  will  influence  the  well-being  of 
the  next  generation.  They  should  not  be  based  on  the  myth  of  equal 
access. 
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Silber,  and  George  Silver  for  many  helpful  comments  and  suggestions  on 
an  earlier  draft  of  this  paper;  John  Butler  and  Lee  Schorr  for  general 
guidance  and  encouragement;  and  Natalie  Fisher  and  Kathy  McFadden 
for  expert  typing  and  technical  support.  Assistance  in  obtaining  new 
analyses  ^f  data  from  the  Center  for  Health  Administration  Studies  was 
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HE14L,TH-RELATEX>  PREVENTIVE, 
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SERVICES  FOR  CHILDREN  AND 
PREGNANT  WOMEN 

by 
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and 
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INTROOUCnON 

The  organization  of  primary  health,  preventive,  psychosocial,  and 
support  services  can  be  used  to  further  two  stated  objectives  of  the  Select 
Pand  for  the  Promotion  of  Child  Health: 

•  Overcoming  g£^  in  access  to  health  care  for  medically  under- 
served  children  and  pr^nant  women 

•  Ensuring  provision  of  health-related  preventive,  psychosocial,  and 
support  services  to  aH  children  and  pregnant  women 

Solutions  to  gaps  in  service  and  the  provision  of  adequate  services 
greatly  rest  in  the  organization  of  primary,  or  entry  level,  services  provided 
by  individual  physicians;  groi^  practices;  ho^tal  outpatient  departments 
'  (OPIXs)  and  emergency  rooms  (ER^s);  health  departments;  health 
maintenance  ocganizations  (HMO's);  the  National  Health  Service  Corps; 
communis  and  migrant  health  centers;  the  Early  and  Periodic  Screening, 
Oiagaosts  and  Treatment  (EPSDT)  program  and  similar  screening  efforts; 
Head  Start;  and  some  mental  health,  school  health,  family  planning,  and 
disease  control  programs. 
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Essential  primaiy  cue  services  for  children  and  pregnant  women  have 
fisted  by  the  Fanel  as  follows: 
(I)  Healdi  Services 

•  Primary  and  Preventive  Services 
— Famfly  ptotming 
— ^Prenatal  and  postnatal  care 
— Wdl-baby  care 


-^Preventive  d» 

— Screeatng>periodic  examinations  for  hearing,  vision,  acute, 

and  chronic  diseases 
— Diagnostic  laboratory  services 


 ^Ambolatcny  surgical  treatment  for  minor  conditions 


— Dental  examinations  and  treatment 
— Referral  for  ^lectaMi^atient  care  when  appropriate 
(2)  Heaith-Reiated  Services 

•  Health-Related  Preventive  Services 

— Counseling  as  part  of  prenatal  care 


— Nutrition 

 Parent  and  child  counseling  on  environmental  hazards 

(accidents,  poisons) 
— rVMT*»^^*»g  at  periodic  examinations 

•  Siqiport  Services 

— Outreadb,  e^iecialty  to  children  and  pregnant  women  who 

have  no  r^^ular  source  of  care 
— Tran^xntation 

— Social  services  when  economic  or  social  problems  affect 
bealtn 

— Service  coordination  and  linkage 

— Day  care  to  facilitate  health  services 

— Home  health  and  homemaker  services ' 

— Environmental  intervention  (sewage,  water,  home  safety) 

•  Psychosocial  Services 

 Screening  for  language,  developmental,  learning,  and  emo- 
tional problems 
— Crisis  intervention 

— Primary  mental  health  services,  including  family  counseling 
and  family  therapy 

 Services  for  abused  or  neglected  children  and  their  parents 

Ti  c  organizational  division  between  primary  and  preventive  health  and 
health-related  services  is  not  dearcut.  For  example,  many  of  the  settings 
for  primary  health  care  services  for  underserved  populations  also  provide 
health-related  services,  and  may  succeed  because  they  combine  both. 
Furthermore,  in  examining  models  of  organization  for  the  health-related 
services  it  is  inqKwtant  to  include  providers  who  undertake  these  services 
alone,  or  in  conjunction  with  certain  preventive  health  services,  such  as 
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immunizations,  screenings  family  planning,  or  a  full  range  of  primary  care 
services. 


HOW  CAN  WE  OVERCOME  GAPS  IN  ACCESS  TO 
PRIMARY  AND  PREVENTIVE  HEALTH  SERVICES 
FOR  CMDLDREN  ANO  PREGNANT  WOMEN? 

Lack  of  access  to  primary  and  preventive  health  services  remains  one  of 
the  Mation^s  most  pressing  health  problems.  Some  observers  believe  that 
the  single  most  important  child  health  goal  should  be  to  make  these  basic 
health  services  available  to  every  child  and  pregnant  woman. 

In  •Xaiildren'^s  Health  Care:  The  Myth  of  Equal  Access^  (see  chapter 
II IX  Diana  £>utton  argues  that,  despite  substantial  ii^ipr^vements  in 
insurance  coverage  and  the  apparent  narrowing  of  utilization  gaps  for 
low-income  people,  certain  groups  of  children  and  pregnant  women  (the 
poor,  minorities,  and  rural  residt^ts)  still  lack  adequate  access  to  primary 
care  services.  Moreover,  the  gaps  in  access  and  nonmedical  factors  such  as 
housing*  sanitation,  and  nutrition  still  contribute  to  lower  health  status. 
Some  poignant  exan^>les  of  continuing  problems  associated  with  under- 
served  areas  and  population  groups  follow: 

•  The  black  infant  mortality  rate  has  decreased  over  the  last  decaJe, 
but  it  is  still  23.6  per  1,000  live  births,  nearly  double  that  for  whites 
(/). 

•  Poor  and  nonwhite  children  are  hospitalized  twice  as  much  as  all 
other  children  (2). 

•  Persons  in  medically  underserved  rural  areas  have  45-percent 
higher  hospital  utilization  and  22  percent  more  chronic  limitations 
than  those  in  all  urban  areas  (3). 

Who  Lacks  Access  to  Primary  Care? 

A  substantial  proportion  of  the  poor  and  near  poor  cannot  pay  for  care 
and  have  no  insurance  coverage.  Many  of  them  (and  others)  have  no 
primary  care  providers  either  in  the  areas  where  they  live,  or  within 
reasonable  travel  time,  or  they  find  that  the  providers  in  their  areas  do  not 
accept  them  as  patients,  i^proximately  27  milllion  persons — half  of  them 
are  children— can  be  said  to  lack  access  to  a  regular  source  of  private 
sector  primary  careJ 

Need  Estimated  From  Survey  Data 

One  method  to  estimate  need  from  surv^  data  is  to  calculate  the 
number  of  children  who  la^  a  r^;ular  source  of  care  or  who  rely  on 
ho^>ital  OPIXs  or  public  clinics. 

•  In  1974,  53  out  of  67  million  children  cited  a  private  physician  as 
their  regular  source  of  care«  Six  million  were  receiving  care  in  a 


^Meafty  half  are  reoeiviiig  care  from  one  of  the  fe^  type*  of  planned,  tiihtiffrred  pnmaiy  care  piuggams. 
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hospital  OPD  or  public  clinic,  and  7  million  had  no  regular  source 
of  care.  This  last  group  is  considered  underscrvcd  because  without 
comprehensive  primary  care  programming,  their  care  is  likely  to 
be  fragmented,  episodic  and  often  too  late  in  the  c^cle  of  illness 
«  5).  Thus*  13  million  children  can  be  called  underscrvcd  (6)? 

•  This  figure  is  confirmed  by  the  results  of  a  more  recent  study 
funded  by  the  Robert  Wood  Johnson  Foundation  which  estimat- 
ed from  household  survey  data  that  26  million  persons— approxi- 
mately half  of  them  were  children— lack  a  regular  private  sector 
primary  care  physician  (7) 

Need  Esdmated  by  Geographic  Oustering 

The  organizational  solution  to  these  access  gaps  depends  largely  on 
attraction  of  a  physician  or  establishment  of  a  program  to  provide  primary 
care  in  a  specific  geographic  area.  Thus,  it  is  also  useful  to  estimate  need 
based  on  a  geographic  clustering  of  persons  in  an  area  that  lacks  sufficient 
primary  care  providers  to  meet  their  needs  according  to  an  agreed  upon 
ratio.  However,  this  method  is  not  sufficiently  refined  to  identify  many 
areas  where  providers  will  not  accept  low-income  Medicaid  patients. 

Although  somewhat  different  populations  are  sure  to  be  counted  by 
using  the  geographic  versus  the  survey  method,  the  estimates  of  needs  are 
very  similar. 

The  ratio  most  often  mentioned  is  1  primary  care  provider  to  every 
2,000  persons.  This  ratio  is  fairly  conservative— higher  than  that  found  in 
HMO's  (1: 1,500  for  a  population  that  is  typically  healthier  than  persons  in 
imderserved  areas)  or  proposed  by  experts  (e.g^  1:1,750  suggested  by 
Schonfeld  (*)),  and  similar  to  those  suggested  for  nonpoor  rural  areas 
( 1 :2,000  cited  by  Bridgcrs  (9)  in  Alabama). 

By  using  the  ratio  of  1 :2,000,  28  million  residents  of  rural  and  iimer  ^Xy 
areas  lack  access  to  a  regular  source  of  primary  care— roughly  half,  ^  *^ 
million  of  them,  are  children.  This  estimate  is  derived  by  calculating  v 
number  of  primary  care  providers  necessary  to  bring  all  rural  counties  ^d 
all  high-poverty  urban  census  tracts  up  to  the  target  ratio.  Currendy 
14,000  additional  providers  are  needed  to  serve  those  persons  without 
access  to  primary  care.  If  one  assumes  that  future  physicians  will  locate 
voluntarily  in  underscrvcd  areas  in  the  same  proportions  as  they  do  today, 
increased  overall  supply  will  reduce  the  need  figures  to  13,000  additional 
primary  care  providers  to  serve  26  million  persons  in  1990  (/O). 

The  population  geographically  defmed  as  medically  undcrscrved  can  be 
further  subdivided  according  to  the  characteristics  of  the  areas: 

•  High-Poverty  Underscrvcd  Areas.  Twenty  million  persons— 10 
million  children— live  in  rural  and  irmer  city  areas  that  are  not 
only  medically  underscrvcd  but  where  at  least  20  percent  of  the 
population  is  imder  the  poverty  level.  These  areas  share  the 
following  characteristics: 

—Low-birth-weight  infants  and  hi^  infant  mortality  rate 
—A  high  prevalence  of  activity-limiting  chronic  conditions 


^Ua|niblisbed  daU  compiled  by  Kovar. 
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— Hi^  rates  of  illiteracy 

— Prevalence  of  poor  housing,  inadequate  water  and  sanitation 
systems,  and  poor  nutrition 

— Prevalence  of  poor  bousing,  inadequate  water  and  sanitation 

systems,  and  poOT  nutrition 
Lack  of  access  to  care  is  most  intractable  in  these  high-poverty 
areas.  It  is  particulaxiy  difiicttlt  to  encourage  the  location  of 
providers  in  multiproblem  communities  that  may  be  unattractive 
places  to  live  and  are  largely  tmable  to  support  a  private  medical 
practice.  Families  in  these  areas  often  do  not  have  resources  to 
travel  for  medical  attention.  Finally,  poor  living  conditions 
coupled  with  an  ignorance  of  good  health  practices  curtail  the 
effectiveness  of  medical  care. 
•  Other  Underserved  Areas.  Approximately  8  million  more  per- 
sons— 3  or  4  million  children — live  in  rural  underserved  an^as 
where  some  of  the  same  conditions  are  present  although  the  level 
of  pover^  is  not  as  higfh.  In  these  areas,  environmental  problems 
may  be  less  severe  and  a  greater  proportion  of  the  peculation  has 
financial  resources  that  enable  them  to  seek  care  elsewhere. 
However,  these  areas  stUl  ladk  providers  because  of  their  geo- 
graphic isolation  and  the  lack  of  a  sufficient  peculation  base  to 
suppcHt  a  standard  medical  practice. 


How  Are  We  Meeting  Primary  Care  Needs? 

Of  the  13—14  million  children  without  access  to  a  regular  source  of 
private  sector  care,  between  6  and  7  million  will  be  -served  in  1981  by 
subsidized  ^x^grams  sponsored  by  Federal,  State,  or  local  governments; 
naaprciit  agencies;  and  community  groups.  We  have  divided  these 
subsidized  programs  into  four  groups,  identifying  overlap  where  possible. 

First,  Federal  {Kograms  will  serve  4  million  children  in  FY  1981.  They 
include  community  and  migrant  health  centers,  independent  national 
health  service  corps  sites,  and  maternity  and  infant  care  and  children  and 
youth  projects.  Most  programs  are  comprehensive  in  nature  and  provide 
health-related  preventive  services  and  support  as  well  as  some  psychoso- 
cial services  and  primary  health  care. 

Second,  health  departments  in  cities  of  over  100,000  population  provide 
primary  care  to  roug|hly  500,000  children  (//).  Some  health  departments 
receive  Federal  primary  care  funds,  and  the  degree  <^  overlap  with  the 
first  group  is  unknown. 

Third,  a  number  of  inner  city  hospitals  serving  as  **family  doctors**  for 
the  poor  have  taken  steps  to  convert  their  OPD's  to  comprehensive 
primary  care  centers  or  group  practices.  SiTwHay  to  local  health  department 
programs,  some  ho^ntal-based  projects  receive  Federal  primary  care 
funds,  including  60  ho^ntal-based  community  health  centers,  and  50 
maternity  and  infant  care  and  children  and  youth  projects.  Children 
served  in  these  prof  ects  are  included  in  the  4  million  children  previously 
cited  who  are  receiving  federally  ^xmsored  health  services.  Also,  the 
Robert  Wood  Johnson  Foundation  sponsors  85  OPE>  'demonstration 
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prcMects.  However,  informatioa  is  unreliable  regarding  liow  many  children 
are  served  by  these  or  other  reforaed  OPD's  that  are  not  federally  ftinded. 

Over  1,000  innovative  rural  primary  care  profects  are  subsidized  by  the 
Fedetal  Oovemment,  the  States,  private  foundations,  and  communities. 
About  half  receive  Federal  primary  care  funds  and  are  included  in  the 
first  group  mentioned  earlier.  Non-Federal  rural  projects  roughly  serve  2 
million  additional  children  ( 12). 


Federal  Primary  Care  Programs 

Federal  involvement  in  comprehensive  primary  care  began  in  the  1960*s 
when  first  the  Department  of  Health.  Education,  and  Welfare  (DHEW) 
Children*s  Bureau  and  then  the  Office  of  Economic  Opportunity  funded 
demonstration  centers  with  a  broad  range  of  health,  health-related, 
economic-development,  and  employment-related  objectives.  A  discussion 
of  three  Federal  primary  care  programs  follows. 

Community  and  Migrant  Health  Oaitcrs 

Community  health  centers  were  first  funded  by  the  Office  of  Economic 
Opp<Htunity  in  1966.  A  similar  public  health  service  program  began  in 
1968;  in  1973,  all  program  authority  was  given  to  the  Public  Health 
Service.  Approximately  150  early  centers  were  funded  by  project  grants  to 
community  groups  and  were  characterized  by  user-majority  boards; 
employment  of  commxmity  residents;  fairly  large  size,  significant  capital 
investment;  and  provision  of  a  full  range  of  preventive  and  support 
services  as  well  as  basic  medical  intervention. 

Two  variations  from  the  original  model  occurred  diuing  the  mid-1970's. 
First,  new  centers,  known  as  "Urban  and  Rural  Health  Initiatives,-  were 
restricted  to  a  narrower  medical  approach  to  care,  and  health-related 
services  were  also  reduced  in  existing  centers.  Pro-am  administrators  and 
beneficiaries  criticized  the  narrower  range  of  services  and  in  1978  were 
successful  in  obtaining  legislation  that  required  that  most  of  the  services 
be  restored.  Second,  new  centers  were  smaller  and  less  capital  intensive. 
This  departure  from  the  original  model  was  received  positively  because  it 
provided  greater  flexibility  for  meeting  the  needs  of  small  communities. 

Despite  attempts  by  the  executive  branch  to  cut  back  the  program  in  the 
early  and  mid- 1970*8,  continued  Congressional  interest  helped  maintain 
growth  in  small  increments.  Between  1977  and  1981,  the  executive  branch 
and  Congress  supported  expansion.  Funding  increased  more  than  60 
percent  and  capacity  has  doubled.  In  FY  1981  roughly  l,00O  *^--mmunity 
and  migrant  health  centers  will  serve  nearty  6  million  persons,  including  3 
million  children,  at  a  grant  cost  of  $398  million-  Nearly  all  current  efforts 
are  in  very  poor  imderserved  areas. 

The  average  riiral  center  today  has  operating  costs  of  $400,000  and 
employs  4  primary  care  providers;  the  average  urban  center  has  total 
operating  costs  of  $1  million  and  cmplojrs  6-10  primary  care  providers. 

These  centers  are  still  funded  through  project  grants,  and  nearly  all 
have  user-majority  governing  boards  and  are  required  by  statute  to 
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;  provide  most  primary  health  care»  transportation,  and  some  support 
services.  Home  health,  dcntai^  tnlingual  and  outreach  services,  and 
health— nutrition  education  must  be  provided  if  a  need  has  been  demon- 
strated; envircmmental  and  psychosocial  services  are  optional  and  often 
siqiported  by  other  grants, 

Msacmity  and  Infant  Care  and  Children  and  Youth  RrqfC€:ts 

The  Federal  Government  also  funds  primary  care  projects  for  children 
and  pregnant  women  indirectly  throu^  the  Maternal  and  Child  Health 
(MCH)  program  of  formula  grants  to  States. 

These  programs  were  originally  funded  through  direct  project  grants  in 
1962  by  the  Cliildren^s  Bureau  of  what  was  then  DH£W.  Children  and 
youth  prefects  resembled  the  early  community  heal^  centers  in  their 
range  of  services,  but  focused  on  the  particular  care  needed  by  children. 
Maternity  and  infant  care  p:.-oject  grants  focused  on  hig^-ri^  pregnancies 
and  newborns  although  some  primary  care  was  provided.  Both  projects 
had  user  advisory  boards,  as  distinguished  from  user-governing  boards. 

Starting  in  1974,  funds  for  children  and  youth  and  maternity  and  infant 
care  projects  were  incorporated  into  the  State  formula  grants  of  the  MCH 
program.  States  were  required  to  maiTitain  at  least  pre- 1974  levels  of 
service,  and  it  was  hoped  that  they  would  further  replicate  these  projects 
in  areas  that  still  lacLed  access  to  care.  However,  with  no  increases  in 
funding,  most  States  chose  to  continue  their  other  MCH  activities  rather 
than  to  increase  the  projects  they  regarded  as  federally  imposed. 

In  FY  1981,  88  xnaterrity  and  infant  care  projects  with  $62  million  in 
Federal  grant  funds  will  serve  about  450,000  mothers  and  300,000  infants, 
r^inely-six  children  and  youth  project^  will  serve  about  600»000  individu- 
als with  $65  miUion  in  grant  funds* 

Tae  National  Health  Service  Corps 

The  Kational  Health  Service  Corps  had  a  slightly  different  origin  from 
the  other  programs,  but  it  is  now  operated  as  an  integral  part  of  the 
Federal  primary  care  system.  It  ^s  responsible  for  d^loying  health 
professionals,  some  of  whom  hr~  e  service  obligations  because  of  scholar- 
ships received  in  training  in  un^  ^rserved  areas. 

When  the  Isational  Health  Service  Corps  was  initiated  in  FY  1971,  most 
physicians  were  placed  in  independent  sites  and  many  were  placed  in 
areas  with  the  potenti^  I  for  self-sufficiency  in  health  care.  This  placement 
occasionally  led  to  conflict  with  physicians  in  private  practice  and  left 
very  poor  areas  unserved  by  either  private  or  public  providers*  The  current 
^^CTiphagfg'  is  on  combining  provider  placement  with  the  broader  services 
availaUe  in  primary  care  centers  in  an  attempt  to  better  meet  the  multiple 
problems  of  so£it  areas. 

In  1981,  the  Federal  Government  will  deploy  2,500  primary  care 
jnactitioners  at  a  field  cost  of  $87  miUion.  About  65  percent  of  these 
practitioners  will  be  placed  in  community  and  migrant  health  centers.  The 
remaining  600  will  serve  in  270  independent  practice  sites  that  comprise  a 
idi^tty  different  model  of  health  care  deliveiy.  Heal^*related  preventive, 
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sapporU  and  psychosocial  services  are  not  as  likely  to  be  provided,  and 
most  independent  sites  are  located  outside  of  very  poor  underserved  areas. 

>i  Fedcrsd  Primsry  Care  Model:  Jackson^Hinds  Comprehensive 
Heaitii  Center,  Jackson^  MississippP 

The  Jadkson-Hinds  Center  provides  an  example  of  a  Federal  primary 
care  program  operating  at  its  best*  The  Jaclcson-fJinds  Center  was  initially 
funded  by  the  Office  or  Economic  Oj^ortonity  in  1970  to  provide  health 
and  medical  services  m  Jackson,  Mississippi,  and  rural  Hinds  County.  The 
program  consists  of: 

m  A  central  facili^  located  in  a  predominantly  black  section  of 
Jackson  offering  a  comprehensive  range  of  services  to  about 
15,000  patients 

•  A  rural  satellite  project  at  Utica  serving  af^or'^ately  4,000 
patients,  most  of  whom  are  black 

•  An  adolescent  health  project  at  Lanier  High  School  in  Jackson 
m  Another  adolescent  health  prefect  serving  students  at  the  local 

Utica  high  school  and  junior  coUege  campus 

Fundings  The  Jackson-Hinds  Center  has  a  FY  1980  budget  of  $2.7 

minion.  This  budget  includes: 

m  A  $1.9  million  Federal  commimity  health  center  ^ant 
m  Expected  revenues  from  contracts  and  third-party  reimbursements 
totaling  $779,000  from: 

— $529,000  in  Medicaid  and  Medicare  reimbursements  C^3 
percent  of  tbe  center  patients  are  Medicaid-Medicare  benefi- 
ciaries) 

— $250,000  in  other  revenues  from  contracts  with  the  State  Board 
of  Health  <certification  of  WIC  beneficiaries),  the  State 
Medicaid  agen<^  (EPSDT  screening),  and  the  State  Tide  XX 
feeding  pnrogram  for  the  elderly 

S^Tvfces^  The  Jackson-Hinds  Center  has  retained  many  features  that 
characterized  the  eaiiy  OfSce  of  Economic  Opportunity  programs: 

m  An  active  outreaxh  program  using  community  residents  trained  by 
the  center 

•  A  strong  emphasis  on  innovative  programs  designed  to  meet  the 
total  medical,  social,  and  environmental  health  care  needs  of  the 
target  population 

In  addition  to  basic  primary  medical  care,  the  center  offers  a 
comprehensive  range  of  ambulatory  health  services  including  pediatric 
care,  dental  services.  X-ray,  laboratory,  mental  health  services,  a  pharma- 
cy, and  nutrition  coonseling.  The  program  also  supports  a  variety  of 
supplemental  health  care  services  that  have  made  it  possible  to  intervene 
^effectively  in  the  cycle  of  poverty  and  poor  health.  Anvrng  these  services 
are  tran^>ortation;  a  cbild  enrichment  program  providing  education  and 
recreational  services  to  high-risk  infants  and  young  children;  and  a 


^r>tJCAipcion  from  site  visit  and  p^wiMt  cotnmunicmtkm  with  Aarom  Shirley*  M.O*,  Director* 
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Dcpartmeiit  of  Agriculture  WIC  supplemental  feeding  program  for  needy 
pn^;nant  women,  infants,  and  children  under  5  years  of  age. 

The  Jackson-Hinds  Center  is  also  consider^  a  pioneer  in  developing 
effective  environmental  health  services.  Over  one-third  of  all  Hinds 
County  residents  haw  no  running  water;  one-third  have  no  indoor  tcOets* 
fhe  rural  Utica  satellite  operates  a  model  environmental  health  program 
under  the  direction  of  a  Public  Health  Service  sanitarian  that  uses  very 
simple  measures  such  as  building  privies,  improving  drainage^  and 
delivering  pure  water  in  i>irrels  to  reduce  the  adverse  health  effects  of 
poor  sanitation. 

StafE  Dr.  Aaron  Shirley,  the  Center^s  director,  is  also  president  of  the 
Mississippi  branch  of  the  National  Medical  Association  and  is  a  member 
of  the  Select  Panel  for  the  Promotion  of  Child  Health.  A  native  of 
Jackson,  E>r.  Shirley  attended  medical  schoo!  under  a  grant  arrangement 
with  the  State  of  Mississippi  whereby  he  agreed  to  return  to  Mississippi  for 
5  years  to  fwactice  medicine.  He  became  the  first  black  ph3rsician  to  serve 
as  a  resident  at  the  University  Hospital  where  he  specialized  in  pediatrics. 
He  has  helped  arrange  medical  training  for  a  number  of  other  Mississippi- 
ans  who  have  returned  to  the  area  to  practice. 

The  Jackson-Hinds  Center  employs  130  health  personnel  and  adminis- 
trative ^{^K>rt  staff  including  the  satellite  projects.  Among  these  person* 
nel  are  five  physicians  (one  National  Health  Service  Corps),  five  nurse 
practitioners  (four  National  Health  Service  Corps),  three  dentists,  a 
sanitarian,  three  environmental  health  managers,  a  nutritionist,  three 
nutritional  health  aides^  five  outreach  workers,  and  two  social  service 
workers- 

-Senace  Linkages.  Service  linkages  with  other  sources  of  care  have  been 
built  slowly,  in  part  because  of  what  the  Jackson-Hinds  Center's  staff 
consider  remaining  racial  and  economic  discrimination.  The  center 
maintains  its  own  mental  health  services  because  the  area^s  only 
community  mental  health  center,  on  the  opposite  side  of  town,  is 
unsympathetic  to  the  poor  and  minority  groups.  The  Jackson-Hinds 
Center  has  no  obstetrician,  but  can  arrrange  for  prenatal  care  and  delivery 
at  the  University  Hospital.  Inpatient  care  arrangements  with  their  other 
m^or  hospital,  St.  I>ominic^s»  are  not  as  strong.  That  institution  has 
refused  to  grant  admitting  privileges  to  new  physicians  on  the  Jackson- 
Hinds  Center's  staff  althou^  new  physicians  in  other  group  practices  are 
automatically  granted  these  privileges  if  an  existing  member  of  the  group 
is  on  the  ho^ntal  staff. 

Primary  Care  Programs  Sponsored  by  Urban  Health  Departments 

Health  departments  in  the  United  States  originated  during  the  mid- 
nineteenth  century  in  response  to  epidt^mic  fears  and  in  reaction  to 
demands  by  the  poor  and  underserved  for  improvements  in  environmental 
conditions  and  in  circumstances  of  neglect.  Their  tT^^tial  goals  focused  on  ■ 
sanitation  and  public  health  protection^  and  reached  targeted  populations 
with  discrete  personal  health  services  usually  provided  in  clinics  or 
dispensaries. 
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Some  of  today's  health  departments  have  continued  the  emphasis  on 
public  health  and  discrete  personal  health  services. 

However,  health  departments  vary  more  in  the  scope  of  services  and 
orientation  rV^^n  is  generally  recognized.  Some  urban  health  departments 
have  provided  comprehensive  primary  care  for  the  underserved  popula- 
tion for  many  years.  Others,  partly  stimulated  by  the  Federal  involvement 
in  primary  care  during  the  1960's,  began  to  operate  more  comprehensive 
primary  care  centers  diiring  the  last  decade  (7/)-  Three  types  of  health 
department  programs  have  been  identified  (  i5): 

•  Urban  health  departments  delivering  comprehensive  primary  care 
in  health  centers  and  satelUte  clinics 

•  Urban  health  departments  offering  discrete  services  (e.g.,  screen- 
ing, family  planning,  and  well-baby  clinics)  through  outreach, 
mobile  clinics,  and  satellites.  These  services  may  also  serve  as 
entry  points  to  other  available  programs. 

•  Rural  health  departments  offering  somewhat  less  comprehensive 
primary  care  to  a  large,  sparsely  populated  area.  The  delivery 
model  may  be  sateUites  or  mobile  clinics.  A  discussion  of  rural 
delivery  models  follows. 

Health  departments  also  vary  in  sources  of  funding.  The  larger  rural 
health  departments  found  mostly  in  the  Southeast  United  States  are 
heavily  State  supported  while  urban  health  departments,  especially  in 
New  England,  rely  primarily  on  local  support  (/4).  Those  departments 
providing  comprehensive  care  are  usually  either  direct  recipients  of 
Federal  primary  care  funds  (e.g.,  Denver,  Cincinnati),  or  have  created 
networks  including  Federal  programs  are  funded  from  their  own 

sources  (e.g.,  Boston).  ^        ,     -» < 

By  using  a  rough  extrap>olation  of  existing  data,  approxunately  2.5 
million  children  get  care  from  public  health  clinics  <6);  about  500,000  of 
these  may  be  getting  more  comprehensive  primary  care  from  larger  urban 
health  departments  {22}. 

A.  Health  Department  Model:  Denver  Neighborhood  Health  Pro- 
grant,  Denver,  Colorado* 

One  exemplary  model  of  health  department  primary  care  is  the 
Neighr«3rhood  Health  Program  operated  by  the  Denver  Health  and 
Hospi  .als  Agency.  This  program  includes: 

•  Two  comprehensive  health  centers 
«  Seven  satellite  health  stations 

•  Ten  well-baby  clinics 

The  Neighborhood  Health  Program  recorded  343,000  patient  visits 
during  the  year  ending  June  30,  1978,  including  84,000  pediatric  visits  and 
34,000  maternity  and  infant  care  visits. 

Funding,  The  Neighborhood  Health  Program  had  a  budget  of  about  $12 
million  in  FY  1980.  It  receives  Federal  fimds  from  the  community  health 

••Dessipti^ftoin  «  case  study  by  Moos  and  MiDer  (/J)  and  personal  communication  with  Arden 
Miller.  M.D. 
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center  program  and.  for  maternity  and  infant  care  and  children  and  youth 
prcgects  (total  S90Q»000>»  Medicaid  reimbursement  ($3^  millionX  wd 
Medicare  reimbursement  ($2^  milHon). 

The  State  <^  Colorado  reimburses  the  £>enver  Health  and  Ho^tals 
Agency  for  50  percent  of  die  costs  incurred  by  those  clients  witib  no 
alternate  payment  mechanisms.  The  City  of  Denver  pays  the  remainder  of 
the  costs. 

Services.  The  two  comprehensive  health  centers  provide  a  fvH  range  of 
primary  care  services^  including  adult  medicine,  maternity,  femily  plan- 
ning, gynccc^ogy,  pediatric,  and  dental  care.  The  smaller  satefiite  stations: 
offer  many  of  these  services  but  th^  will  refer  clients  to  a  con^>rehensiv^ 
center  or  to  the  hospital  for  some  specialized  treatment.^ 

Staffl  The  Denver  Health  and  Hoqjitals  Agency  is  headed  by  Abraham 
Kauvar,  M.D.,  who  is  credited  with  having  recruited  high-quality  staff, 
integrating  ambulatory  care  into  a  citywide  network,  and  attracting 
noi^>oor  patients  who  previously  used  the  fee-fbr*service  sector  into  the 
system- 
Staff  in  the  Neighborhood  Health  Program  total  550.  Nurse  practition- 
ers are  primary  providers  of  care,  and  indigenous  neighborhood  aides 
work  with  social  workers  to  manage  caseload  and  develop  a  family- 
oriented  approach.  Primary  care  staff  at  satellite  stations  usually  includes 
two  pediatricians,  two  child  health  associates  or  pediatric  nurse  practition- 
ers, a  part-time  physician,  and  a  nurse  practitioner  for  obstetrics. 

Service  Unk^ges.  The  Neighborhood  Health  Program  is  fully  ir  t45grated 
with  the  traditional  pubhc  health  activities  of  the  I>enver  I'^tealth  and 
Hospitals  Agency.  For  subspecial^  and  inpatient  services  the  385-bed 
Denver  General  Hospital  and  its  ou^>atient  clinics  are  also  part  of  the 
network. 

Clinical  social  workers  assist  clients  in  obtaining  other  services,  and 
field  nurses  provide  extension  of  ambulatory  care  services  through  home 
health  visits.  Mental  health  services  administration  is  separate  from  the 
Neighborhood  Health  Program,  but  a  psychiatrist,  a  psychologist,  social 
workers,  and  psychiatric  nurses  (federally  funded  through  the  National 
Institute  of  Mental  Health)  provide  services  at  the  two  comprehensive 
health  centers* 

^OCefonned^  Hospital  Ontpatient  Departments 

A{^>roximately  4  million  children  receive  care  in  traditional  hospital 
outpatient  departments  and  emergency  rooms  that  have  been  character- 
ized by  numerous  uncoordinated  specialty  clinics,  lack  of  patient-oriented 
case  records,  long-waiting  times,  and  excessive  use  of  emergency  facilities. 

However^  recent  changes  in  some  traditional  hospital  outpatient 
services  have  occurred  for  several  reasons.  First,  utilization  of  outpatient 
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:  oCtbeae  satdUle  9t»t>Qos  has 


the  u*e  oT  less  oompcdienztve  wdl-baby  clinics. 
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departments  and  emergency  rooms  has  increased  substantially.  From 
1952  to  1977,  emergency  room  visits  rose  from  10  million  to  62  million 
(i^-  From  1962  to  1975,  annual  outpatient  visits  rose  from  45  million  to 
128  million  {16).  It  is  now  estimated  that  as  many  as  25  percent  of  all 
physician  visits  occur  in  outpatient  department  and  emergency  room 
settings  iI7)^  Second,  at  various  Crovemment  levels  and  among  philan- 
thropic foundations  the  realization  has  been  that  hospitals  are  the  only 
^axnily  doctor^  that  many  {>ersons  have  and  must  therefore  be  included  in 
designing  improvements  in  health  care* 

Information  on  expenditures  and  number  of  persons  served  in  ^re* 
formed'"  outpatient  departments  is  extremely  limited.  Two  major  changes 
have  occtured. 

Primely  Care  Centers 

Mot^  .tal  outpatient  departments  have  been  converted  to  primary  care 
centers  providing  comprehensive  services  through  staff  physicians,  nurse 
practitioners,  and  other  health-related  personneL  These  progrms  are 
supported  by  city.  State,  Federal,  and  institutional  resources.  Of  the  1,000 
Federal  community  and  migrant  health  center  grants  in  1981,  60  will  be 
hospital  based.  In  addition,  16  of  88  maternity  and  infant  care  projects 
and  34  of  the  96  children  and  youth  projects  are  operated  by  hospitals. 
Finally,  of  the  85  hospital  primary  care  projects  fimded  by  the  Robert 
Wood  Johnson  Foundation,  roughly  one-third  are  primary  care  centers. 

Group  Practices 

Hospitals  have  helped  to  develop  and  have  affiliated  >vith  group 
practices  for  all  or  part  of  the  outpatient  care  for  which  they  are 
responsible.  These  programs  are  supported  by  public  and  private  funds* 
They  vary  according  to  proximity  to  the  hospital^  popiilation  served, 
organizational  structure,  and  staff.  Some  of- the  group  practices  provide 
fewer  health-related  services  than  hospital-based  primary  care  centers. 
About  two-thirds  of  the  hospital  primary  care  projects  sponsored  by  the 
Robert  Wood  Johnson  Foundation  are  of  this  type. 

A  Reformed  Outpatient  Oepartment  Model:  San  Francisco  General 
Hospital^s  Di^rision  of  Outpatient  and  Community  Services,  San 
Francisco^  California^ 

Originally  aided  by  an  Office  of  Hconomic  Opportunity  Outpatient 
Improvement  Orant,  the  San  Francisco  Oeneral  Hospital  has  instimted 
major  changes  in  its  outpatient  department  to  iirq^rove  efficiency, 
flexibility^  and  accessibili^  to  the  communi^.  The  program  uses  a  family* 
oriented  comprehensive  care  team  approach  in  the  outpatient  department 
and  three  community  satellite  clinics.  In  1979,  203,000  outpatient  visits 
were  made;  48,000  visits  were  to  the  sateUites  and  the  remainder  were  to 
the  hospital. 


^Descriptiaii  from  personal  communication  with  OonaJd  Fi&k,  Nf.D^  former  Director. 


FMUK&sg,  The  total  Imdgct  for  1979  was  $3.77  million  of  which 
approximately  $2.6  million  were  funded  by  the  city^  $800,000  were  third- 
party  payments,  $150^000  were  direct-patient  payments,  and  the  remain- 
der were  from  Federal  soorces,  including  the  community  health  center, 
family  planning,  and  Title  XX  social  service  funds. 

Staffl  Physicians  firom  the  University  of  California  Medical  School 
contract  with  the  hospital  to  provide  services  in  the  satellites  and  the 
outpatient  department.  Staff  in  the  three  satellite  centers  includes  eight 
residents,  two  family  health  woricers,  a  nurse  practitioner,  nutritionists, 
and  a  social  worker.  These  settings  are  also  training  sites  for  residents, 
nurse  practitioners,  and  other  professionals. 

Services^  The  San  Francisco  program  provides  pediatric,  maternity,  fa^oily 
planning,  adult,  and  family  and  nurse  midwife  care.  Oental  and  mental 
health  services  have  also  been  included  at  the  satellite  clinics,  and  health 
woxkers  at  these  facilities  provide  outreach,  fbllowup,  social  services, 
health  education,  translating,  and  patient  advocacy. 

Service  f  tytir^^«  Links  with  other  hospital  services  are  maintained 
through  an  interdisciplinary  team  that  includes  physicians,  nurses,  and 
business  staff.  The  program  has  developed  a  mental  health  program 
together  with  the  hospital  and  a  transportation  system  to  bring  patients 
from  satellites  to  the  hospitaL 
External  linkages  include: 

m  Referral  arrangements  with  community  mental  health  centers 

•  Coordination  with  city  public  health  nursing  for  special  and 

general  pediatric  services 
m  Community  linkages,  including  referral  arrangements  with  schools 
(e.g.9  for  family  planning  and  adolescent  pr^nancy  programs) 
and  community  organi2:ations  (eg.,  for  child  and  sexual  abuse) 

Ibnl  Hea&  Delivery  Projects 

Because  the  most  serious  gaps  in  access  to  primary  care  occur  in  rural 
areas,  a  variety  of  health  delivery  projects  siQ>ported  by  State  and 
nonprofit  sources  predated  most  of  the  other  subsidized  programs 
discussed  in  this  paper.  For  example,  the  Frontier  Nursing  Service  was 
cstabhsfaed  in  1925  to  provide  jprimary  health  care  in  remote  areas  of 
Kentucky  ilSy^  Construction  and  operation  of  rural  health  centers  has 
been  supported  by  private  four  '  ons  like  the  Commonwealth  Fimd,  and 
some  centers  have  been  supported  in  conj  unction  with  State  health 
departments  (i5^).  Similar  programs  were  ^x>nsored  by  labor  unions  such 
as  the  United  Mine  Workers  for  their  members. 

Today  subsidized  rural  health  care  is  provided  by  a  variety  of  frimilar 
programs  as  well  as  federally  funded  centers  and  rural  ho^itals  (-20)- 
Recently  the  Department  of  Health  and  Human  Services  (r>HHS),  in 
confunction  with  the  Robert  Wood  Johnson  Foundation  and  the 
University  of  North  Carolina,  undertook  a  major  evaluation  of  subsidized 
rural  projects.  The  first  phase  of  diis  evaluation^  recently  completed,  is  an 
attempt  to  quantify  and  describe  the  scope  of  such  projects*  Oata  are 
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available  for  sLppraxsmat^y  1,000  of  1,100  projects  that  ^*ere  found  to  be 
of  several  types. 

Federally  Funded  Rural  Pransay  Care  Centers 

Of  the  1,000  rural  projects  for  which  data  arc  available,  approximately 
half  areSfcderally  funded.  These  projects  were  previously  described  in  this 

Ncm^FederaJ  Rural  Health  Delivery  Projects 

The  remaining  500  rural  projects  are  not  federally  funded.  They 
include: 

^  Freestanding  primary  care  centers  that  provide  most  of  the  health 
and  some  of  the  health-related  services  required  in  federally 
funded  pr<>grams.  A  large  proportion  of  these  projects  are  funded 
or  operated  by  State  or  local  health  d^>artments. 
•  Subsidized  physician  practices  that  usually  provide  traditicnal 

primary  health  care  services. 
m  Smal!  satellites  staffed  by  nurse  practitioners  that  provide  an  entry 
point  into  a  system  of  care  and  arc  affiliated  with  hospitals  or 
physician  practices. 
Together,  these  non-Federal  rural  projects  serve  4.8  million  persons, 
over  2  million  of  whom  are  children*  The  median  number  of  physicians 
per  pvqject  is  three.  The  average  cost  per  project  is  $270,000.  One-third  of 
the  revenues  for  non-Federal  projects  are  direct  payments  from  patients; 
one-fourth  are  from  Medicare  and  Medicaid;  one-fourth  are  from  private 
insurance;  and  the  remainder  are  from  grants,  donations,  and  other 
sources. 

A  Rural  Delivery  Model:  Morth  Carolina  Rural  Health  Services^ 

The  North  Carolina  program  was  initiated  in  1973  to  increase  the 
availability  of  primary  care  in  underserved  rural  areas  of  the  State. 
Communities  initiate  requests  for  aid  in  establishing  a  rural  center  and  are 
judged  on  the  following  criteria: 

m  T4eed  for  primary  medical  care  (and  certain  other  community 

characteristics) 
«  Oegree  of  communis  siq>port  for  the  program 
m  AvailabOi^  of  physician  badci^  for  the  health  center  team 
m  Ability  to  recruit  physicians*  assistants  or  family  nurse  practition- 
ers 

m  A  viable,  efficient  management  plan 
Currently,  27  centers  exist;  most  are  in  towns  wi&  populations  of 
50O- 1,000  and  serve  an  estimated  80,000  people. 


Dcjcripciop  from  personal  commiimcation  with  James  Bemstexn,  Director,  Nortb  Carolina  Office  of 
Rural  Health  Services. 
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Funding.  North  Carolina  gives  the  communis  up  to  $25,000  for 
construction  and  renovation  of  a  facility.  The  commuiuty  is  required  to 
match  the  amount  by  20  percent  contributed  from  a.  minimum  of  750 
families  to  indicate  their  interest.  The  State  also  provides  training 
assistance  for  nurses  and  physicians  who  will  provide  the  services.  The 
State  expects  each  clinic  to  become  self-siifficient  (usually  over  3  years) 
through  patient  fees*  private  third-party  payments,  and  Federal  reim- 
bursement,* 

Steffi  The  typical  clinic  includes  one  or  tv/o  physicians^  assistants  or 
family  nurse  practitioners,  a  one-half  day  a  week  backup  physician 
(usually  within  15-20  miles  of  the  clinic),  ^d  a  receptionist  who  may  both 
perform  laboratory  tests  and  be  responsible  for  bookkeeping.  For  jaany 
areas  that  have  no  physician,  the  training  of  a  local  resident  as  a  nurse 
practitioner  who  will  return  to  the  area  has  been  quite  successftil.  The 
University  of  North  O^rolina  Family  Nurse  Practitioner  program  assists 
in  providing  staff  for  the  rural  clinics.  However,  the  program  also  includes 
physician  group  practices  where  they  are  preferred  by  the  community  and 
where  physicians  can  be  recruited. 

Servi  ces.  Clinic  staff  provide  basic  primary  care  services,  including 
treatment  of  minor  injuries  and  illnesses,  physical  exams,  checkups,  health 
information,  and  monitoring  of  chronic  conditions.^  Where  physician 
group  practices  exist,  more  extensive  primary  care  services  are  offered. 

Service  Linkages,  The  rural  health  clinics  use  community  health  centers 
and  Appalachian  Regional  Commission  programs  for  referrals,  as  well  as 
private  physicians,  hospitals,  and  area  health  education  centers. 


How  Can  We  Close  Oaps  in  Access  to  Primary  Care? 

Issues  and  Options 

The  following  issues  are  relevant  for  ensuring  adequate  access  to 
primary  care  for  children  and  pregnant  women: 

•  Which,  if  any,  of  the  organized  primary  care  settings  previously 

described  should  be  expanded,  and  what  should  be  the  relative 

emphasis  eacli  ^ype  of  program  receives? 
m  What  should  be  the  relationship  between  grant  fundin/;  and 

insurance  revenues  to  support  organized  primary  care  programs 

and  what  level  ol  Federal  funding  is  appropriate? 
m  What  adn  inistrative  arrangements  are  most  likely  to  translate 

Federal  funding  into  effective,  efficient  primary  care  services? 


AHbov^  vM9X  ciuuc9  are  not  in  extrvmicty  poor  areas,  between  4  and  15  percent  of  the  patients  have  no 
rambitfsemcnt  sotuxe;  therefore  self-s«ijTiciency  is  a  problem  for  some  clinics, 

awi  postnatal  care  and  mzitcmjty  services  are  not  provided  directly* 
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Captions 

y^^r-Ti  of  the  programs  described  earlier  can  be  considered  an  appropri- 
ate model  to  be  used  to  close  gaps  in  access  to  primary  care*  Because  they 
are,  by  definition^  innovative  attempts  to  solve  certain  problems  not  dealt 
with  by  the  private,  nonsubsidized  sector,  they  all  possess  certain  desirable 
attributes  for  primary  care  organizations.  However,  th^  vary  in  the 
deg^ct.  to  which  they  meet  specific  criteria  and  can  be  evaluated  according 
to  these  variations. 

Criteria,  far  Decision 

Criteria  for  evaluating  the  different  types  of  subsidized  primary  care 
orpgmms  include  the  absence  of  access  barriers,  con:q>rehensiveness  of 
jmmary  health  and  health-related  services^  continuity  of  cajre,  k  iks  to 
other  levels  and  sources  of  care,  participation  and  satisfaction  of 
consumers,  clinical  effectiveness,  and  efScient  <^>eration  at  reasonable 
cost.  The  first  five  items  are  gim^lar  to  those  listed  in  a  report  by  the 
Institute  of  Medicine  (2iyz  the  sixth  and  seventh  reflect  empirical  evidence 
of  how  well  programs  are  woridng. 

More  evidence  exists  about  federally  funded  primary  care  centers  than 
about  other  programs*  This  condition  may  appear  to  bias  the  presenta- 
tion; however,  if  characteristics  of  the  other  programs  are  similar,  it 
should  be  possible  to  assume  that  they  would  share  the  attributes  of 
federally  funded  centers. 

Eliminating  Access  Barriers.  Substantial  evidence  suggests  that  federally 
funded  primary  care  programs  eliminate  a  variety  of  access  barriers. 
According  to  recent  figures,  80  percent  of  the  humlies  served  have 
incomes  under  150  percent  of  the  poverty  leveL  Most  pay  nothing  for  care 
although  those  with  family  incomes  above  the  poverty  level  are  charged 
on  a  sliding  fee  scale.  Eigh^  percent  of  those  served  are  black  or  Hispanic 
(212).  Moreover,  the  programs  are  usually  placed  in  areas  with  substantial 
shortfalls  of  prunaiy  care  providers.  Some  complaints  have  been  voiced 
r^arding  conq>etition  with  private  physicians  or  State  and  local  govem- 
ment  efforts.  However,  studies  indicate  that  a  majority  of  urban  users  of 
Federal  primary  care  centers  previously  received  care  from  hospital 
outpatient  departments  and  emergency  rooms  (-23—25).  In  addition, 
evidence  suggests  that  both  urban  and  rural  centers  have  increased  the 
utilization  of  health  services  (26—28). 

Rural  health  delivery  projects  are  aimed  at  overcoming  some  of  the 
most  serious  geographic  barriers  in  the  Nation.  Thus,  focusing  on  the  poor 
and  minorities  is  important  but  in  some  areas  it  may  be  a  secondary  focus. 
Accc  ding  to  one  survey  more  than  75  percent  of  users  in  non-Federal 
rural  projects  are  white  (DHHS-Robert  Wood  Johnson-University  of 
North  Carolina).  The  fact  that  abou^  60  percent  of  costs  are  covered  by 
patient  pajrments  or  private  insurance  indicates  a  large  nonpoor  popula- 
tion. 
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Hospital  outpatient  departments  and  health  department  clinics  also 
lower  certain  access  barriers  by  their  location  in  underserved  areas.  This 
fact  is  evidenced  by  the  high  prc^x>rtions  of  the  poor  and  minorities 
currently  served.  Of  the  6  million  children  served  in  1974,  60  percent  were 
poor  or  nearly  poor;  50  percent  were  minority  (6)*  However,  unless  the 
outpatient  departments  are  reformed  along  one  of  the  models  suggested 
earlier,  the  lack  of  org^ni2:ation  and  insensitivity  to  needs  of  the 
underserved  are  barriers  to  patient-initiated  use.  Thus,  care  may  be 
firagmented,  and  important  preventive  services  may  not  be  provided  in 
sufficient  volume  «  29)* 

Comprehensiveness  of  Services.  The  range  of  health  services  offered  by  a 
health  organization  can  be  an  important  determinant  of  qiiality.  In 
addition^  the  range  of  health-related  services  offered  by  an  organization 
can  be  essential  in  overcoming  access  barriers-  For  example,  support 
services  such  as  outreach,  provision  of  a  bilingual  staff,  transportation, 
health  education,  and  environmental  intervention  may  be  necessary  to 
bring  the  poor  and  underserved  to  the  clinic  and  maintain  effective  care 
for  them  (13).  The  provision  of  psychosocial  services  with  primary  health 
care  is  an  important  TP<r^^^  of  reaching  those  who  need  basic  mental 
health  care  (SO).  Health-related  counseling  and  education  are  essential 
components  of  preventive  services  (3/)* 

Federally  funded  primary  care  centers  emphasize  preventive  and 
health-related  support  services  and  must  provide  funds  to  many  as  a 
statutory  requirement.  This  provision  is  a  major  strength;  it  helps  them 
reach  populations  that  otherwise  might  not  t>e  reached  and  adds  to  the 
effectiveness  of  health  care.  Evaluations  of  the  Federal  programs  often 
credit  the  range  of  services  for  success  in  overcoming  access  barriers  and 
ensuring  appropriate  care.  For  example.  Birch  and  Wolfe  (52)  compared 
pregnant  women  who  used  community  centers  with  outreach  services^ 
traditional  hospital  outpatient  departments,  and  Medicaid  physicians  and 
fotmd  that  the  women  who  used  health  centers  were  most  likely  to  be 
satisfied  with  their  obstetric  and  pediatric  care  and  most  likely  to  make 
postnatal  visits* 

However^  controversy  regarding  the  range  of  required  services  exists. 
Some  health  departments  consider  the  Federal  service  requirements 
uimecessarily  rigid  and  believe  that  some  of  the  required  treatment  and 
many  of  the  support  and  psychosocial  services  arc  unnecessary  luxuries  in 
a  primary  care  setting.  Hospital  outjjatient  departments,  on  the  other 
hand^  maiy  include  a  variety  of  medical  and  possibly  psychosocial  services 
because  of  their  past  orientation  to  specialty  clinics,  but  they  may  not 
always  perceive  the  need  for  health-related  preventive  and  support 
services.  Rural  delivery  projects  may  simply  lack  the  population  base  to 
support  a  broad  range  of  services,  or  they  may  be  located  in  areas  that  are 
better  off  economically,  making  certain  support  services  less  necessary. 

Few  studies  have  focused  on  the  differential  effectiveness  of  primary 
care  that  less  comprehensive  than  the  Federal  modeL  More  research  is 
needed  to  determine  which  services  are  essential  and  the  degree  to  which 
linkages  can  substitute  for  single-site  delivery.  The  DHHS-Robert  Wood 
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ohnson-University  of  North  Carolina  rural  health  evaluation  may  answer 
some  of  these  questions. 

Continuity  of  Care.  In  some  ways,  the  concept  of  continuity  of  care  is 
difficult  to  distinguish  from  that  of  the  range  of  primary  care  services 
offered  in  a  partictilar  facili^.  However,  continui^  relates  less  to  the 
presence  of  certain  services  than  to  how  the  care  is  organized  for  an 
individual  child  and  his-her  family.  A  single,  complete  medical  record,  an 
identifiable  person  responsible  for  case  management,  and  appropriate 
foUowup  are  presumed  to  be  essential  to  quality  care.  Continmty  in  a 
clinic  or  group  setting  can  be  furtho*  improved  by  assigning  a  child  or  a 
family  to  the  same  team  of  providers  for  every  visit. 

Morehead^s  studies  of  clinical  management  and  quality  of  care, 
measured  by  recordkeeping,  indicate  that  Federal  primary  care  programs 
are  at  least  equal  and  sometimes  superior  to  other  established  providers 
including  private  physicians,  and  that  health  department  primary  care 
programs  are  superior  to  private  physicians  and  outpatient  departments 
(53-35).  Many  Federal  primary  care  centers  pioneered  the  team  approach 
as  well  and  have  found  it  very  effective  i3S-37), 

Health  d^>artment  programs  are  placing  increasing  emphasis  on 
identifiable  case  managers  and  central  recordkeeping,  but  may  still  need 
improvement.  The  team  approach  is  often  difficult  for  health  departments 
because  of  the  persistence  of  supervisory  structures  along  functional  lines. 

Hospital  outpatient  departments  experience  the  greatest  problems  with 
continuity  becatise  of  their  specialty  clinic  orientation;  indeed,  breaking 
down  the  fragmentation  and  initiating  central  triage  and  recordkeeping  is 
one  of  the  major  goals  of  "reformed^  outpatient  departments.  Some 
professionals  have  found  the  team  approach  very  effective  in  accomplish- 
ing the  needed  change. 

In  rural  delivery  projects,  the  decreased  range  of  services  and  the 
necessity  for  frequent  referrals  may  make  continuity  more  difficult.  On  the 
other  hand^  the  familiari^  with  patients  that  is  possible  in  a  small 
community  and  the  employing  of  nurse  practitioners  interested  in  health 
maintenance  and  total  care  probably  enhance  continuity. 

Unks  to  Other  Services,  A  primary  care  center^s  ability  to  form  workable 
relationships  with  providers  of  secondary  and  tertiary  health  care  and 
specialized  health  services  is  also  essential  for  continuity  and  quahty. 

Federally  funded  primary  care  centers  can  be  very  effective  internally 
but  they  may  find  it  difficult  to  establish  outside  connections.  This 
situation  can  be  traced  to  a  history  of  direct  Federal  fimding  to 
community  groups,  thus  circumventing  established  providers  ana  State 
and  local  governments.  Today,  probl.»ns  with  financial  barriers,  racial^ 
and  cultural  discrizmnation  and  refusal  by  some  traditional  institutions  to 
accept  these  programs  as  sources  of  high-qviality  care  still  exist.  The 
difficulty  of  the  Jackson-Hinds  Center  in  obtaining  admitting  privileges 
for  its  staff  physicians  is  one  example.  However,  problems  can  also  be 
related  to  lack  of  Federal,  State,  local,  and  private  sector  coordination  in 
selecting  the  location  of  programs.  This  factor  can  lead  providers  of 
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specialized  or  inpatient  services  to  perceive  Federal  primary  care  centers 
asa  threat. 

Health  department  programs  and  rural  delivery  prqiects  may  face  some 
of  the  same  fn^oblems  in  obtaining  secondary  and  tertiary  care  for  their 
patients.  However,  where  these  pr  ograms  are  part  of  the  overall  political 
structure  in  a  community^  resistance  may  not  be  as  great.  Some  health 
department  clinics  are  part  of  a  system  including  ho^itals  and  some  rural 
prefects  were  established  as  satellites  of  hospitals  or  as  part  of  a  State 
health  department  network.  Hospital  outpatient  departments  have  a  major 
advantage  with  their  built-in  ties  to  all  levels  of  care. 

Not  surprisingly,  some  of  the  most  effective  solutions  to  linkage 
problems  involve  networks  of  federally  fimded  centers^  health  depart- 
ments,  and  ho^itals.  The  Denver  program  described  earlier  is  one  such 
solution.  Another  example  is  the  continuum  of  perinatal  care  created  by 
Boston's  Department  of  Health  and  Hospitals.  Routinely^  referrals  are 
made  from  health  d^>artments  and  Fedeial  primary  care  ^  ^enters  to  the 
site  of  delivery  and  back,  with  careful  transfer  of  records. 

ParticipAtian  smd  Satisfkction  af  Consumers*  The  strong  community 
participation  in  federally  funded  primary  care  programs  and  especially  the 
requirement  that  community  and  migrant  health  centers  have  governing 
boards  with  a  user  majority  was  very  important  when  much  of  the  health 
care  establishment  was  perceived  a&  being  insensitive  to  the  poor  and 
minorities.  User-majority  boards  contributed  to  the  acceptance  of  the 
prc>yect  by  and  accoimtabili^  to  the  target  population,  and  use  of 
preventive  services  helped  foster  a  new  generation  of  community  leaders. 
However^  conversely,  the  role  of  user-majority  governing  boards  was  not 
always  well  defined  and  sometimes  led  to  infighting  and  inefficient 
<^peration*  In  addition,  enmity  has  occurred  between  some  user-governing 
boards  and  the  State  and  local  political  establishment. 

Health  departmex2its  are  representatives  of  a  duly  elected  govenunent, 
but  that  government  usually  covers  a  mu^  larger  area  than  the 
neighborhood  served  by  a  primary  care  center,  and  government  officials 
are  not  necessarily  users  of  such  centers.  The  small  size  of  the  target 
population  of  comnumity-based  nonfederally  funded  rural  health  projects 
is  an  advantage  as  is  communis  sxq>port  throug|i  local  fund  raising  (e.g., 
the  North  Carolina  program).  However,  other  rural  projects  are  operate^! 
by  health  departments  or  hospitals  with  little  participation  by  the 
communities  served.  Hospitals,  especially  those  in  inner -city  areas, 
frequently  have  community  advisory  boards,  but  consumer  governance  is 
confined  mainly  to  those  "reformed^  outpatient  departments  that  receive 
community  health  center  funds. 

To  some  degree  the  user-mafr^iity  governing  board  requirement  has 
kept  State  and  local  governments  and  hospitals  from  app^/ing  for  Federal 
primary  care  funding.  TLis  restraint  has  led  to  the  creation  of  a  new 
primary  care  program  by  the  Fedeial  statute  specifically  for  hospitals, 
with  only  a  consumer  advisory  board-  It  has  also  led  to  an  amendment 
aUowing  up  to  5  percent  of  community  health  center  funds  to  be  allocated 
to  government  units  that  are  forbidden  by  their  own  laws  to  have  user- 


majori^  governing  boards.  However^  a  number  of  hospitals  and  local 
governments  receive  communis  health  center  funding  and  adhere  to  the 
user-majority  governing  board  requirement.  Some  DHHS  regional  offices 
seem  to  be  more  flexible  than  others  in  working  out  arrangements 
acceptable  to  both  consimiers  and  potential  grantees  such  as  ho^itals  and 
government  units. 

The  issue  of  how  best  to  enlist  consumer  participation,  such  as  the  issue 
of  comprehen^veness  of  service,  is  a  complex  one  where  more  research  is 
needed  before  making  major  changes  in  Federal  policy. 

CUnicaJ  EfTcativcncss.  A  number  of  studies  indicate  that  improvements  in 
health  statiis  are  attributable  to  federally  funded  primary  care  centers. 
Anderson  and  Morgan  {38}  fotmd  infant  mortality  decreased  by  5G 
percent  after  the  establishment  of  primary  care  centers  in  the  rural  South, 
Oordis  (59)  attributed  a  60-percent  decrease  in  rheimiatic  fever  in 
Baltimore  areas  served  by  primary  care  centers  to  early  detection  and 
treatment  of  streptococcus  infections. 

The  rate  of  hospitalization,  which  is  a  measure  of  both  health  status  and 
cost  savings,  has  been  shown  to  be  reduced  significantly  by  primary  care 
centers.  An  extensive  baseline  study  in  13  cities  and  a  fbllowup  study  in  5 
cities  (Atlanta,  Kansas  City,  Boston,  Charleston,  and  East  Palo  Alto) 
found  hospital  days  were  reduced  by  25  percent  for  child  and  adult  users 
of  community  health  centers  compared  with  all  similar  nonusers  in  control 
groups  and  22  percent  for  users  compared  with  those  in  control  groups 
using  a  private  physician  (40).  Similar  results  have  been  found  by  others 
(4/,  42).  Finally,  emergency  room  visits  by  children  were  reduced  38 
percent  by  primary  care  centers  in  Rochester  (45). 

Where  hospital  outpatient  departments  resemble  comprehensive  pri- 
mary care  centers  in  services  and  organization,  similar  clinical  effective- 
ness has  been  found.  For  example,  Sussman  (44)  found  that  users  of  a 
hospital-based  health  center  in  Boston  had  significantly  lower  use  of 
emergency  rooms  than  nonusers. 

The  provision  of  comprehensive  primary  care  services  by  health 
departments,  at  times  in  conjunction  with  Federal  primary  care  programs, 
has  also  been  associated  with  health  improvements.  For  example,  between 
1970  and  1978,  the  Cincinnati  (Ohio)  Health  Department  increased  first 
trimester  prenatal  care  threefold  and  infant  mortality  was  reduced  by  8 
percent.  During  provision  of  primary  care  services  between  1970  and 
1977,  Maricopa  County  (Arizona)  had  its  low-birth-weight  rate  reduced 
by  16  percent,  and  Pickens  Coimty  (South  Carolina)  had  its  nonwfaite 
infant  mortality  rate  reduced  by  38  p>ercent,  from  40.7  to  253,  between 
1970  and  1973.**>  Finally,  Chabot  (45)  found  that  Denver's  Neighborhood 
Health  Program  resulted  in  a  25-percent  reduction  in  infant  mortally. 

Rcasana^blc  Cost  and  JEfTiciency,  Recently,  federally  funded  primary  care 
centers  have  shown  an  impressive  record  in  reducing  costs.  In  1974,  the 
average  comprehensive  individual  encounter  in  a  community  health 
center  cost         in  1979,  the  same  encounter  cost  $32  without  allowing  for 
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inflatioii.  Another  method  of  analysis  is  to  compare  communis  health 
center  encounters  with  visits  by  all  Medicaid  recipients^  although  the 
content  of  the  encounter  may  be  somewhat  different.  The  average 
Medicaid  visit  for  physician  and  ancillary  outpatient  services  cost  $55  in 
1979»  compared  with  the  $32  per  encounter  in  a  commimity  health  center. 

The  lower  direct,  or  ambulatory  care,  cost  of  primary  care  centers  has 
been  attributed  to  lack  of  incentives  to  recommend  excess  foUowup  visits 
(t>ecause  most  providers  are  salaiied),  use  of  nurse  practitioners  and 
physicians^  assistants,  and  provision  of  preventive  health  services.  The 
DHHS  is  currently  seeking  data  comparing  total  inpaticrt  and  outpatient 
Medicaid  costs  for  users  and  nonusers  of  primary  care  centers. 

Direct  costs  in  most  health  department  clinics  and  non-Federal  rural 
delivery  projects  are  somewhat  lower  than  costs  in  Federal  primary  care 
centers  because  of  the  smaller  range  of  services  provided.  Evidence  of 
savings  in  total  costs,  including  inpatient  care,  should  be  sought  in  these 
settings  as  well,  to  compare  the  cost-benefit  ratios  with  those  in  more 
comprehensive  settings. 

Direct  costs  in  hospital  outpatient  depsirtments  tend  to  be  higher  than 
those  in  federally  funded  primary  care  centers  because  of  employment  of 
more  professionals,  high  overhead,  and  possible  subsidization  of  inpatient 
care.  Outpatient  departments  may  pose  serious  problems  with  indirect 
costs  because  unlike  freestanding  centers,  the  incentive  is  to  hospitalize 
patients.  These  problems  have  led  desigj.iers  of  "reformed**  outpatient 
departments  to  favor  separating  the  outpatient  department's  administra- 
tion and  finances  from  the  hospital's  administration  and  finances. 


Oonclusions 

Based  on  the  previous  analysis,  it  seems  reasonable  to  recommend 
additional  Federal  funding  for  startup  and  subsidies  of  services  in  each  of 
the  organized  primary  care  settings  described  earher  and  specifically: 

•  That  the  current  Federal  model  of  comprehensive  primary  care, 
under  Secti  ons  329  and  330  of  the  Public  Health  Services  Act, 
with  placemeiit  of  National  Health  Service  Corps  providers  be 
considered  the  major  method  of  expanding  access  to  the  under- 
served. 

m  That  fimdxng  for  hospital-based  primary  care  programs  under 
Section  328  of  the  Public  Health  Services  Act  be  increased  to 
provide  better  services  to  children  who  use  outpatient  departments 
and  emergency  rooms. 

•  That  health  departments  be  encouraged  to  apply  for  Federal 
primary  care  funds  imder  the  existing  terms.  Local  systems  that 
have  combined  Federal  primary  care  programs  with  health 
department  or  municipal  hospital  services,  such  as  those  in 
Denver  and  Cincinnati,  seem  especially  promising.  Variations 
from  the  Federal  model  in  services  and  consumer  governance 
should  be  studied  carefully  before  departing  from  existing  policy. 
However,  program  administrators  should  be  flexible  in  working 
out  arrangements  that  satisfy  needs  of  consimiers  and  grantees. 
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^  That  DHHS  fur.d  demonstratioii  service  delivery  projects  that  are 
suited  to  rural  areas  with  sparse  populations^  but  which  are  not 
necessarily  poor  areas*  In  particular,  the  nurse-^practitioner  satel- 
lite modeU  which  provides  an  entry  point  into  a  more  comprehen- 
sive ^rstem  could  be  emphasized. 

Levels  and  Sources  of  Funds 

Options 

Various  combinations  of  insurance  revenues  and  grant  funding  are 
possible  for  the  financing  of  primary  care: 

m  Terminate  grants  and  rely  on  insurance  only 

«  Keep  grants  at  current  levels  and  rely  on  increased  insurance  for 
growth 

m  Increase  grant   funding  and  use  increased  insurance   in  an 

integrated  growth  plan 
m  Rely  on  grants  only 

Criteria,  for  Decision 

The  options  are  eval^^ted  against  the  following  criteria:  likelihood  of 
ensuring  access  to  primary  care,  assurance  that  startup  costs  and  health- 
related  services  in  primary  care  centers  are  paid  for,  sensitivi^  to  varying 
financial  needs  of  communities,  and  increasing  sotirces  of  nondiscretion- 
ary  funding. 

Ukelihood  of  Ensuring  Access  to  Primary  Care.  Substantial  evidence 
suggests  that  improvements  in  the  insurance  system  and  private  sector 
activities  alone  will  not  ensure  access  to  primary  care  in  underserved 
areas.  First,  a  DHHS  review  of  32  studies  indicates  that  potential 
physician  income  is  not  a  decisive  factor  in  determining  private  physician 
location.  Studies  varied  in  their  emphasis  on  income  potential,  geographic 
origin  of  pro\ider  and  spouse,  placvf  of  training,  social  and  cultural 
opportunities,  professional  relationship's,  and  existence  of  practice  setting. 
Second,  altho^^^  recent  evidence  suggests  that  physicians  have  recently 
been  more  likely  '  ""tie  ra  mediimi-sized  rural  towns,  virtually  no 
increase  was  foui^  •  r  physician-to-population  ratios  in  the  two  most 
rural  county  catc-  '^.^^  *ind  a  slight  increase  was  found  in  very  poor 
urban  or  rural  ar-^tas  ^ 

Thirds  even  where  ph^-^sicians  are  present  their  acceptance  of  Medicaid 
patients  is  low.  Among  primary  care  physicians,  22  percent  have  no 
Medicaid  patients  and  63  percent  of  Medicaid  patients  comprise  fewer 
than  30  percent  of  their  caseload.  That  portion  of  physician  nonparticipa- 
tion  attributed  to  low  reimbursement  rates  may  be  amenable  to  changes  in 
such  rater.  However,  in  a  1975  survey  40  percent  of  nonparticipating 
physicians  oted  **opposition  to  Crovemment  in  medicine"  as  a  reason;  25 
pei-ccnt  cited  **dislike  for  the  kinds  of  patients  enrolled"  (47). 

l^us,  organized  primary  care  centers  that  recruit  physicians  interested 
ii?  st^iTving  shortage  areas  provide  a  supportive  setting  and  serve  ah  ^.?ersons 
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regardless  of  income  or  socia!  and  cultural  factors.  These  centers  are  an 
essential  element  of  ensuring  access  for  the  underserved. 


Assurance  72iaf  Startup  Ckxts  and  Hcaltii-Rclatcd  Services  -Are  Paid  Far 
in  Primary  Care  Centers.  Grant  funds  ar<:  needed  for  startup  costs  and  to 
ensure  that  health-related  but  nonmedicr^iUy  specific  services  are  paid  for 
because  changes  in  reimbursement  may  be  slow^  and  even  with  compre- 
hensive instirance  benefits,  5*ome  of  these  services  (especially  support 
services)  are  inappropriate  for  a  reimbursement  system  that  feeds  into  the 
private  as  well  as  die  public  sector,  with  insuflicient  opportunity  for 
control. 

Sensitivity  to  Varying  Financial  Needs  of  Communities,  In  the  absence  of 
a  universal  national  health  insurance  plan»  communities  will  vary  widely 
in  their  residents^  ability  to  pay  for  health  services.  Because  of  their 
emphasis  on  poor  underserv^  areas,  existing  Federal  primary  care 
centers,  hospital  outpatient  departments,  and  health  department  clinics 
serve  large  numbers  of  persons  with  no  ability  to  pay  for  services.  Thus, 
grant  funds  are  needed  to  subsidize  the  poor  and  near  poor  who  currently 
lack  insurance  coverage. 

Increasing  Sources  of  Nondiscretionary  Funding.  Although  funding  for 
Federal  prim^^ry  care  centers  has  grown  significantly  in  the  last  4  years, 
the  proportion  of  costs  covered  by  reimbursement  or  patient  payments  has 
also  increased,  from  17  to  38  percent,  illustrating  that  insurance  is  an 
important  source  of  revenue.  Moreover,  the  discretionary  nature  of  grants 
means  that  expansion  to  meet  the  needs  of  the  tmderserved,  or  even 
maintenance  of  cxurent  services,  may  not  be  possible  if  budgets  are  cut. 
Although  some  professionals  have  suggested  that  grant  funding  is  easier  to 
target  and  more  accountable  than  insurance,  an  option  that  does  not  also 
include  reimbursement  revenues  is  not  practical. 

C  aclusions 

The  previous  analysis  indicates  that  options  combining  insurance  and 
grant  sources  are  most  desirable.  Thus,  grant  funding  should  continue. 
When  improvements  are  made  in  insurance  coverage^  th^  should  include 
not  only  expansion  of  eligibihty  and  benefits,  but  also  effective  methods  of 
paying  primary  care  centers  such  as  an  all  inclusive  visit  rate  or  some  form 
of  prepaid  care  (ambulatory  or  all  services),  depending  on  the  center^'s 
size,,  desires^  and  financial  capabilities. 

The  amount  of  growth  in  primary  care  capacity  will  depend  on  the 
interaction  between  grant  and  insurance  sources.  Table  I  shows  the 
impact  of  various  combinations  of  reimbtirsement  strategies  and  discre- 
tionary funding  (primary  care  grants  pltis  I^ational  Health  Service  Clorps) 
on  the  capacity  of  health  centers. 

The  first  reimbursement  strategy  assumes  that  the  prop  \>n  of  center 
costs  covered  by  reimbursero<*  ^t  and  patient  payments  v/ilx  nxcrease  from 
the  current  level  of  38  to  4^  p>ercent,  because  of  passage  of  the  Carter 
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of  CHAP: 
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(1981  dottars  in  mttUona) 
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Strategy  ^2: 


fcnprovofnont  in 
inauranca  for 
the  poor;  reim- 
bursement  covers 
60%  of  program 


Diecrettonary 

Funding 
Reimbursement 
Total  Cost 


Strategy  4^3: 
Universal  health 
insurance;  reim- 
bursement covers 
75%  of  program 


UOO  S660  S990 


Reimbweement  320  540  810 

Total  Cost  720  .1200  1800 


S290  $480  S720 

430  720  1080 

720  1200  1800 


Funding                            S180                         »00  S450 
Reimbureement                    540                         900  1350 
Total  Cost  720  -'200  ^800 


NOTE:  An  estfmates  assume  an  average 


annoaJ  cw«t  of  »1 20  per  person.  n96l  dollars 


Administratioii's  Child  Health  Assurance  Program,  which  expands  Medi- 
caid eligibility  and  benefits  for  children  and  pregnant  women. 

The  second  reimbursement  strategy  assumes  that  the  proportion  of 
center  costs  covered  by  reimbursement  and  patient  payments  will  rise  to 
60  percent  because  of  the  passage  of  the  Child  Health  Assurance  Program 
and  other  significant  improvements  in  insurance  for  poor  persons." 


"Under  the  administiation's  MmtioMl  Health  PUn.  about  75  percent  of  health  center  costs  would  be 
^••^yHt^mi  for  about  70  percent  of  tbe  peof^  served. 
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The  third  rcimbiirsement  strategy  asstunes  a  comprehensive  national 
health  insurance  plan  that  covers  all  health  center  users.  Approximately  75 
percent  of  costs  would  be  covered  by  reimbursement;  the  other  25 
percent^  attrbutable  to  startup  costs  and  health-related  environmentcJ 
and  support  services  not  appropriate  for  reimbursement,  would  still  be 
dependent  on  grants. 

Under  the  first  reimbursement  strategy  the  amount  of  grant  fimding 
needed  to  serve  the  same  number  of  persons  is  more  than  double  that 
called  for  by  using  the  third  strategy  (comprehensive  national  health 
insurance). 

AdminisCntive  Arrangements 

Options 

Assuming  that  Federal  investment  in  primary  care  centers  will  continue, 
several  administrative  arrangements  could  be  pursued: 

•  Continue  direct  project  grants  with  a  significant  Federal  monitor- 
ing role 

m  Use  State  governments  as  funding  channels  and  program  moni- 
tors in  all  cases 

•  Experiment  with  State  and  local  government  coordination  of 
funding  and  program  monitoring 

Criteria  for  Decision 

Criteria  against  which  the  options  are  evaluated  are  accountability, 
focusing  on  the  neediest^  sensitivity  to  underserved  populations,  compati- 
bility with  regional  planning,  and  coordination  with  other  services. 

Accountahilityy  Targeting,  and  Sensitivity.  The  direct  rei^  Jonship  possible 
wilb  a  project  grant  nearly  always  enhances  accountability  and  targeting. 
Tjic  hislory  of  maternity  and  infant  care  and  children  and  youth  projects, 
which  were  turned  over  to  the  States  in  1974,  suggests  less  accountabili^ 
after  that  riate  partly  because  Federal  involvement  with  monitoring  and 
management  dropped  off  sharply  when  re^x>nsibility  could  be  passed  to 
the  States  (48,  49X  Community  health  centers  that  have  always  been 
funded  by  project  grants  exhibit  a  greater  degree  of  focus  on  the  poor  and 
near  poor  and  minorities  than  other  OHHS  programs.  In  addition,  many 
of  the  communities  served  by  these  programs  had  not  received  sufficient 
attention  from  State  and  local  governments  prio-  to  establishment  of 
Federal  project  grant  programs;  some  such  communities  fear  they  would 
fare  badly  if  all  funds  were  channeied  through  State  or  local  governments 
today.  However,  accountability,  targeting,  and  sensitivi^  to  imderserved 
populations  could  be  maintained  in  demonstration  projects  with  selected 
Si3Lte  and  local  governments,  assimiing  that  some  deg^^  of  community 
involvement  is  required. 

Compatibility  With  State  and  Local  Planning.  Federal  jwoject  grants  have 
been  criticized  for  lack  of  attention  to  overall  planning  and  some 
di^lication  in  placement  of  centers.  In  addition,  some  have  suggested  that 
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State  health  departments,  maternal  and  child  health  agencies*  health 
systems  agencies,  and  local  health  dejwirtmentf  pi^y  an  increased  role  in 
identifying  gaps  in  access  and  planning  for  expansion  of  services.  If  this 
situation  occurs.  Federal  funding  for  primary  care  shotild  be  compatible 
with  these  expanded  roles.  »2  State  or  local  government  management  of  all 
primary  care  funds  could  provide  the  greatest  opporttmity  for  coordina- 
tion. However,  because  Stale  and  local  governments  vary  widely  in  their 
capacity  to  manage  a  total  system*  movement  now  to  universal  channeling 
of  all  funds  to  States  may  be  less  desirable.  Retention  of  project  grants  in 
all  or  some  cases  is  not  incompatible  with  good  planning,  especially  if  the 
State  or  local  agency  perceives  its  role  not  only  as  a  direct  provider,  but 
also  9JS  identifying  gaps  a  d  helping  communities  apply  for  Federal 
primary  care  funding. 

Coordination  With  Other  Services.  Federal  project  grants  have  also  been 
criticized  for  their  categorical  nature,  lack  of  coordination  with  special 
purpose  programs  (e.g.,  hypertension,  family  planning,  and  mental  health) 
and  difficulty  in  estabiishing  links  to  hospitals.  However,  no  guarantee 
exists  t!.;  - .  all  Slate  and  local  governments  would  integrate  scrvic^  if  the^- 
were  given  authority  over  primary  care  and  other  program  funding.  F 
example,  most  States  have  not  moved  to  integrate  the  services  fimde 
through  314<d)  of  the  PubUc  Health  Services  Act,  which  originally 
consolidated  several  discrete  public  health  programs.  Moreover,  many 
categorical  programs  serve  a  broader  population  base  than  primary  care 
programs  and  the  special  emphasis  they  provide  may  be  useful. 

Conclusions 

The  original  reasons  for  circiunventing  State  and  local  administration  of 
primary  care  funds,  including  inscnsitivity,  lack  of  accountabiUty,  and 
poor  targeting  are  still  valid  in  some  areas  and  no  longer  valid  in  others. 
Some  Stale  and  local  governments  have  led  in  creating  networks  and 
integrating  services.  Thus,  it  may  be  appropriate  to  open  die  door  to 
administration  of  Federal  primary  care  funds  by  certain  State  or  local 
governments  on  submission  of  a  detailed  plan  Actual  fimding  of  health 
department  delivery  models  previously  mentioned  would  mean  a  signifi- 
cantlv  expanded  role  for  both  levels  of  government,  while  maintainmg  a 
balance  of  accountability  and  coordination,  through  a  ba-ic  project  grant 
approach. 
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HOW  CAN  WE  ENSURE  PROVISION  OF 
HEALTH-RELATED  PREVENTIVE, 
PSTi  CHOSOCLAJU  AND  SUPPORT  SERVICES 
TO  CHILDREN  AIVD  PREGNANT  WOMEN? 

The  health-  lated  preventive,  psychosocial,  and  support  services 
previously  listeu  in  this  paper  can  be  critical  to  children's  development 

'^Thw  increase  could  be  accomplished  by  careful  coordination  of  any  of  the  Federal  funding  options 
under  discussion. 
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and  ovenUl  wcl!*bang  and  to  women*s  physical  and  psychological 
adjustment  during  and  after  pregnancy.  The  following  arc  some  of  the 
most  serious  problems  that  might  be  amenable  to  these  heaith-relaied 
services: 

•  Child  abuse  and  neglect  continue  to  occur  with  alarming  frequen* 
cy  (714^000  cases  in  1978  and  2,000  deaths  in  1977  estimated  by 
the  National  Center  for  Child  Abuse  and  Neglect). 

m  Among  cotain  populations  (e«g.,  Navajo  Indians)  environmental 
hazards  are  the  leading  cause  of  death  (50). 

•  About  10  percent  of  all  adolescent  girls  become  pregnant  each 
year,  significantly  increasing  the  likelihood  maternal-infant 
death  and  low-birth-weight  babies* 

«  It  is  estimated  that  75  percent  of  mental  retardation  can  be 
attributed  to  adverse  environmental  com  'tions  diiring  e«^Iy 
childhood. 

•  As  many  as  90  percent  of  low-income  children  aged  1-5  are 
receiving  less  than  the  reconmiended  amount  of  iron  and  roughly 
50  percent  manifest  deficiencies  of  vitamin  C  iSiy 

The  efficacy  of  health-related  preventive*  psychosocial,  and  support 
services  in  relation  to  health  outcomes  has  not  yet  been  completely 
documented.  However,  evidence  suggests  that  these  services,  when  weU 
linked  to  ongoing  primary  care*  may  enhaxK::e  effectiveness  and  in  some 
cases  substitute  for  more  traditional  services. 


Prcvendan  Services^  Evaluations  of  well-child  care  programs  for  children 
under  2  years  of  age  showed  that  although  a  typical  pediatric  physical 
evaluation  had  little  impact  on  mortaUty  and  morbidity,  programs 
focusing  on  the  total  needs  of  the  child  (including  parent  education  and 
home-based  interventions)  were  more  effective  methods  of  ensuring 
optimal  child  development  (52).  In  addition,  research  has  suggested  that 
family  planning  programs,  by  reducing  adolescent  pregnancies  through 
counseling  and  prompt  followup  of  contraceptive  use  are  effective 
preventive  interventions  particularly  because  this  population  of  women  is 
at  high  risk  for  neonatal  morbidity,  mortality,  and  pregnancy  complica- 
tions (55), 


Ptycbosocml  Services.  Evidence  is  beginning  to  demonstrate  that  in- 
cr^sed  use  of  psychosocial  services  in  a  comprehensive  setting  may^ 
reduce  the  use  of  medical  services  (54).  Moreover,  research  has  suggested 
that  very  early  home  visits  by  maternal-child  health  workers  (beginning 
during  pregnan<^)  may  be  the  most  effective  method  of  improving 
mother-child  interactions  (55).  Finally,  social  support  may  be  particularly 
important  in  preventing  child  abuse  and  negjlect  (55,  57). 


Support  Services.  Social  support  services  may  play  a  critical  role  in 
protecting  an  individual's  health  (5^).  In  addition,  programs  to  counteract 
certain  environmental  hazards  through  organized  health  settings  are 
effective  in  reducing  morbidity  and  mortality  (59,  60).  Moreover,  studies 
<^  WIC  nutrition  programs  found  them  elective  in  reducing  the  fet..i 
death  rate  in  high-risk  populations  (51). 
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Waat  Are  the  Barrier  to  Providiiig 
Health-Related  Services? 

Unfortunately,  traditional  primary  care  settings  have  not  generally 
provided  health-related  preventive,  psychosocial,  and  support  services  for 
children  and  pregnant  women  in  adequate  quantity  or  quality. 

Less  than  5  percent  of  the  high-risk  children  in  poor  and  urban  areas 
and  less  than  40  percent  of  the  children  in  more  affluent  areas  arc 
receiving  well-child  care  services  consistent  with  the  American  Academy 
of  Pediatrics  recommendations  (62). 

Studies  have  shown  that  between  10  and  20  percent  of  individuals  m  the 
community  do  not  use  traditional  health  services  because  they  inay  be 
culturally  or  geographically  isolated,  more  concerned  with  other  priorities 
(e.g.,  housing),  or  may  find  services  inaccessible  or  irrelevant  for  their 
needs  (63). 

Up  to  60  percent  of  all  encounters  'or  mental  health  problems  occur  m 
the  general  medical  care  system  where  physicians  and  other  practitioners 
often  are  not  trained  to  deal  with  these  problems.  And  even  when  the 
nonmental  health  practitioners  recognize  emotional  and  mental  disorders, 
inappropriate  responses  to  these  problems  occur  frequently  {64). 


Barriefs  to  All  Health- Related  Services 

Traditional  health  providers  may  be  reluctant  to  offer  services  that 
represent  a  dep>arture  from  their  training  and  orientation  and  may  distrust 
health-related  services  (65).  The  primary  care  physician  may  also  feel  that 
he  or  she  can  handle  health-related  problems  without  other  support  (66) 
or  may  not  be  receptive  to  the  use  of  mid-level  professionals  who  are 
trained  to  provide  these  services-  Physicians  may  also  be  reluctant  to 
spend  time  on  health-related  services  not  reimbursed  by  public  or  private 
insurance. 

Federal  and  State  grant  support  for  many  health-related  services  is 
provided  on  a  narrow  categorical  basis  (with  the  exception  of  the  primary 
care  centers  discussed  earher).  Separate  providers  of  mental  health  or 
preventive  services  may  be  reluctant  to  coordinate  fully  or  to  relinqmsh 
any  control  to  primary  care  providers. 


Barriers  to  Specific  Services 

Preventive  Services.  Individual  primary  care  physicians,  from  whom  most 
families  get  their  care,  are  not  organized  or  trained  to  provide  preventive 
services  such  as  counseling  and  education  that  should  accompany 
screening  and  lab  tests.  Lack  of  payment  incentives  contributes  to  this 
problem.  A  notable  exception  is  prenatal  care,  where  counseling  is 
provided  by  many  private  physicians  for  an  all-inclusive  fee.  Finally, 
States  and  communities  are  resistant  to  family-planning  and  sex  education 
courses  in  schools  (67). 
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 Disease  treatment  has  hisiOrically  received  a  hi^er  prioritv  than 

prevention  by  providers  and  potential  users.  High-risk  groups  in  particular 
perceive  preventive  services  either  as  unnecessary  or  as  a  low  priority  i6S). 

Psvchosocijil  Services,  Physicians  are  reluctir  "it  to  label  patients  as  needing 
mental  health  services,  and  mental  health  services  are  handicapped  by 
stigmas,  particularly  by  racial  and  ethnic  minorities  who  may  be 
suspicious  of  them. 

On  the  other  hand,  psychosocial  service  programs  are  less  inclined  to 
focus  on  families  and  do  not  stress  prevention  or  health  promotion 
programs.  Instead,  their  focus  is  remedixU  treatment  for  the  individual 
(69).  Providers  of  psychosocial  services  are  also  often  unable  to  perceive 
the  relationship  between  the  disease  process  and  psychosocial  factors  and 
are  unable  to  coordinate  with  primary  care  providers  (66).  For  example, 
community  mental  health  centers  have  not  been  viable,  consistent  referral 
resources  for  patients  in  traditional  health  settings. 

Support  Services.  Little  financial  support  exists  for  tr;  sportation  -nd 
other  important  auxiliary  programs  that  facilitate  provision  of  health 
services  (70).  Moreover,  health-related  social  sendee  professionals  for 
followup  and  case  management  are  not  incorporated  into  mo..t  settings 
where  underserved  children  receive  care  (7/). 

What  Are  Some  of  the  Ways  in  Which  Health-Related 

Services  Are  Now  Provided? 

To  overcome  these  barriers  in  providing  health-related  services  for 
famihes  and  pregnant  women,  many  variables  including  the  population 
served  (undeiserved,  general  pK>pulation),  the  service  area  (rural,  urban), 
and  nature  of  the  service  must  be  taken  into  consideration.  Perhaps  the 
most  important  question  is  whether  a  particular  set  of  health-related 
services  is  incorporated  into  a  primary  care  setting  or  provided  separately, 
and,  if  provided  separately,  what  Unks  to  an  ongoing  source  of  primary 
care  exist. 

Pnr^eative  Seririces 

Health-related  preventive  services — counseling  and  education — are  not 
traditionally  provided  in  most  primary  care  settings,  especially  in  solo  or 
small  group  oractices.  However,  some  private  practitioners  offer  certain 
preventive  services  (e.g.,  nutrition  education)  as  part  of  pre-  and  postnatal 
care  for  infants  and  pregnant  women.  Organized  settings,  on  the  other 
hand,  (HMO's  and  comprehensive  primary  care  centers)  are  likely  to 
provide  many  more  preventive  services  on  a  routine  basis. 

Several  other  programs  also  emphasize  health-related  preventive  ser- 
vices either  separately  or  in  conjunction  with  certain  elements  of  primary 
care.  These  services  include  school  health  programs  and  family  planning 
projects. 
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Three  programs  that  provide  health-related  preventive  services  foUow. 


HMO  of  Pugct  Sound'^ 

The  Pugct  Sound  (Washington)  HMO  has  a  total  of  300.000  enroUccs, 
By  usioa  «>idcmiologic  data  about  its  members,  it  has  rrcenUy  estabhshcd 
a  spcciiu  population-based  services  program  that  incl^jdes  prcvcnuve  and 
weU-child  care  as  weU  as  studies  of  what  predisposes  children  to  certain 
Uhiesses  and  wha:  are  the  best  interventions  to  prevent  or  treat  these 
problems. 

Progrstzn  Operation  and  Personnel.  One  major  innovative  component  of 
the  program  is  education  and  outreach  that  attempts  to  reach  those  at 
hieh  riS  for  problems  such  as  child  abuse  or  a  second  adolescent 
pSnancy.  During  the  prenatal  period,  the  HMO  holds  health  education 
pro-ams  for  parents  that  include  information  on  what  to  expect  during 
pre^ancy  and  a  tour  of  the  nursery  and  other  facilities.  Nurses  also  nwkc 
homehealth  visits,  providing  assistance  and  guidance  to  parents  on  child 
management,  growth,  and  development. 

A  ^ond  major  innovation  is  scheduled  visits  during  the  postnatal 
pcnod.  A  third  innovation  is  screening  of  infants  who  may  be  at  high  nsk 
for  specific  conditions  according  to  epidemiologic  data.  Program  staff 
includes  pediatricians,  nurse  practitioners,  and  other  - -ofessionals. 

Program  Statistics.  The  program  attributes  financial  savings  of  $100,000 
per  year  to  the  scheduled  visits  and  an  increase  m  the  number  of  children 
receiving  services  relevant  for  them. 

Cambridge  School-Based  Primary  Care  Program*'* 

The  Cambridge  (Massachusetts)  school-based  primary  care  program 
serves  about  6,000  of  the  16,000  children  in  the  area  (about  67  percent  of 
whom  arc  from  low-income  faihaies)  and  operates  under  the  auspice  of 
the  Department  of  Health,  Hospitals,  and  Welfare,  City  of  Cambridge. 
The  city  is  also  the  major  source  of  funds  for  the  program. 

The  program  provides:  . 

— pr««:bool  screening,  evaluations,  and  assessments  to  idenufy  Icarmng 
and  emotional  difficulties 

—physicals  and  laboratory  exams  ^  -  -    -       .  ,u 

—immunizations  and  treatment  of  minor  illnesses  and  mjunes  at  the 

-refiSS  to  health  centers  and  pediatricians  from  Cambridge  City 

Hospital  for  other  primary  care  and  specialty  services 
—community  outreach,  including  foUowup  home  visits  by  nurses  for 
emcrgcnc>  room  and  hospital  cases,  consultation  to  nursery  school 
staffs,  and  outreach  for  problem  cases 

>^D«cripb<wi  from  personal  commuiuotbon  with  Robert  Tbomp^wi.  M.D  .  of  the  Pug^  Sound 


i^I>3<:nption  from  personal  cotnmimication  with  Philip  Pa«w.  M.D 
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,  I>r«ctor  (72), 


Program  Operau'an  and  Personnel.  The  primary  purpose  of  the  school- 
based  program  is  to  identify  children  having  physical  and  learning 
difficulties  in  the  classroom  as  early  as  possible.  Nurses  or  nurse 
practitioners  visit  each  school  at  least  one-half  day  a  week,  providing  well- 
child  care,  including  screening  and  eye  and  ear  examinations.  They  also 
manage  care  for  pediatric  illness  and  injuries  identified  in  the  school  (e.g., 
mild  trauma  and  ear,  nose,  and  throat  ailments),  provide  counseling  about 
child  rearing,  and  refer  to  health  facilities  where  appropriate.  Schools 
associated  with  neighborhood  health  centers  use  nurse  practitioners  who 
are  employees  of  the  health  center  ^nd  use  health  center  facilities  for 
laboratory  tests  and  referral.  Nonhealth  center  afTUiated  schools  use 
tracjtional  school  nurses.  Both  centers  are  supported  by  pediatricians 
from  Cambridge  City  Hospital. 

Program  Statistics.  Immuni2ations  for  measles  have  increased  from  55 
percent  in  1965  to  99  percent  in  1975  for  the  children  in  the  program;  98 
percent  of  these  children  received  their  polio  and  diphtheria  scries.  The 
program  results  also  suggest  that  the  neighborhood  health  center-school 
linkage  may  have  also  reduced  inappropriate  utilization  of  the  pediatric 
emergency  ward  at  Cambridge  Hospital. 

Sr.  Paul-Ramsey  Adolescen*  Hea'th  Clinic'^ 

The  St.  Pa  111- Ramsey  (Minneapolis,  Minnesota)  Clinic  is  a  high-school- 
based  pregnancy  prevention  program  operated  as  a  satellite  of  a  maternity 
and  infant  care  (M&I)  project.  Services  offered  to  all  senior  high  school 
students  in  two  schools  include  '.''D  testing  and  treatment,  pregnancy 
testing,  pap  smears,  contraceptive  ini'ormation  and  counseling,  and  basic 
prenatal  amd  postnatal  care. 

Program  Operation  and  Personnel  Each  school  has  its  own  team 
providing  a  wide  range  of  health-related  services,  with  health  service 
foUowup  provided  by  the  St.  Paul-Ramsey  project.  A  family  planning 
ntirse  practitioner  is  the  team  leader,  responsible  for  health  histories, 
simple  laboratory  tests,  educational  sessions,  and  advising  students  on 
contraception  methods.  A  social  worker  sees  all  family  planning  patients 
prior  to  the  initial  exam.  An  obstetrician-gynecologist  and  pediatrician 
provide  health  exams  for  pre-  and  postnatal  care.  A  nutritionist  provides 
screening  and  education  for  all  new  Tamily  planning  patients.  A  dental 
hygienist  provides  oral  hygiene  screciiing.  Finally,  a  day  care  director  is  in 
charge  of  the  day  care  ceii:';r  located  within  the  school  for  children  of 
registered  students. 

Program  Statistics.  By  the  end  of  the  third  year  of  progmm  operation 
<1976),  50  percent  of  bcdi  student  bodies  had  visited  the  clinic  at  least 
once  and  92  percent  of  pregnant  students  had  obtained  prenatal  services. 
The  school  dropout  ratt  after  delivery  declined  from  45  percent  in  1973  to 


'^Description  from  Fjunily  Pisatiing  Perspectives  (.S3\ 
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10  percent  in  1976  and  the  fertility  rate  declined  from  60  per  UOOO  to  46 
per  1,000. 


It  has  been  esttnuited  that  over  60  percent  of  all  mental  health 
encounters  occur  in  the  general  medical  system,  where,  all  too  often 
training  and  referral  linkages  for  such  services  are  inadequate.  The 
HMO's  or  comprehensive  primary  care  centers  are  generally  better 
prepared  to  provide  mental  health  services  because  of  the  multidisciplin- 
ary  nature  of  their  stafT,  but  they  stiU  may  lack  training  and  referral 
Unki^es.  Moreover^  in  1975*  such  settings  accotmted  for  only  2  percent  of 
aU  clients  with  mental  health  problems  seen  in  the  health  care  sector  (73). 

Convnsely^  most  professianaUy  trained  mental  health  professionals  see 
patients  in  mental  Iwalth  settings  with  links  to  ^>ecialty  c^ve  but  not  to 
primary  health  care.  These  professionals  include  private  psycMatrists  and 
community  mental  health  centers.  Some  programs  (such  as  Head  Start) 
that  concentrate  on  developmental  services  and  include  referral  and  links 
to  primary  health  care  do  exis: . 

Three  programs  that  provide  psychosocial  services  with  some  degree  of 
integration  with  health  crre  follow. 


Community  Hcaitb  Cmrm  PUin  of  Greater  New  Havcn^^ 

The  Community  Health  Care  Plan  of  Greater  New  Haven  (Connecti- 
cut) is  a  fed^ally  qualified  HMO  serving  a  population  of  25,000*  It 
operates  a  health— mental  health  program  funded  by  the  National  Institute 
of  Mental  Health,  headed  by  a  pediatrician,  and  focuses  on  children  and 
parents. 

Program  Operation  and  Personnel,  Primary  care  services  to  children  and 
families  are  delivered  by  teams  that  involve  collaboration  among 
physicians,  physicians*  assistants  or  nurse  practitioners,  medical  assistants 
and  nonmedi^l  mental  health  clinicians.  A  pediatrician  who  encounters  a 
ctiild  with  an  emotional  problem  may  deal  with  it  directly,  or  present  the 
problem  to  a  consulting  child  psychiatrist  or  to  a  mental  health 
professional.  The  pediatric  social  worker  becomes  clinically  involved  in 
one^-third  of  the  cases,  frequently  conducting  interviews  or  therapy  with 
both  children  and  their  parents.  An  additional  Community  Health  Care 
Plan  social  worker  from  the  Community  Services  and  Health  Education 
unit  may  assist  families  with  budgeting,  finances,  and  housings  and  may 
intervene  in  child  abuse  and  neglect  cases. 

Program  Statistics^  In  1974  the  health*mental  health  program  identified 
366  of  a  total  <^ 4,094  patients  un^ier  19  as  having  emotional  problems.  Of 
these,  294  were  seen  only  by  a  pediatrician  (instead  of  a  psychiatrist),  but 
received  coordinated  physical,  mental  health,  and  social  support  services. 
The  remainder  received  specialty  mental  health  services. 


^^Puciiption  from  Colgmag  (  74). 
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ITic  Bunker  HUI  HemJtb  Cent^-Menud  Health  Unit^^ 


The  Bunker  Hill  Health  Center  (Charleston,  Massachusetts),  provides 
comprehensive,  familyncentered  health  care  services  to  a  population  of 
17,000*  The  program  is  a  satellite  of  Massachusetts  General  Hospital  and 
offers  medicaid  pediatric  mental  health,  social,  dental,  nutritional,  and 
other  services.  The  program  receives  Federal  primary  care  funding,  with 
the  National  Institute  of  Mental  Health  contributing  to  the  mental  health 
component  in  a  prototype  ^oint  endeavor**  linkage. 

Program  Operation  and  Personnel.  Although  the  Bimker  Hill  Center  has  a 
sizable  mental  health  staff,  it  has  linked  its  integrated  program  with  the 
local  communis  mental  health  center,  which  provides  additional  staff  for 
^>ccialized  mental  health  services. 

Active  interaction  occurs  between  the  health  and  mental  health  staff 
within  the  Btmker  Hill  Center  and  at  the  communis  mental  health  center. 
Multidisciplinary  health  care  teams  review  family  cases  and  make  service 
and  treatment  referral  recommendations. 


Program  Statistics,  Almost  16  percent  of  the  9,233  patients  seen  at  the 
Bunker  Hill  Center  were  identified  as  having  me^\  ^{  health  problems 
during  1975.  Of  these  patients,  a  significant  nuiu\>^^  of  children  and 
parents  received  mental  health  services  (17  percent  ot  ;x>ys  between  ages  5 
and  14«  and  23  percent  of  women  between  25  and  44  were  seen  in  the 
Mental  Health  Services  unit)*  The  average  cost  of  providing  mental  health 
services  was  $345,  well  below  the  Massachusetts  outpatient  mental  health 
insurance  requirement.^^ 

The  Houston  Parent-Child  Development  Center'^ 

The  primary  ^oal  of  the  Houston  Parent-Child  Development  Center 
(Texas)  is  to  assist  low-income  (predominandy  Mexican-American) 
families  and  improve  the  intellectual,  social,  and  physical  development  of 
their  young  children*  The  2-year  program  focxises  on  developing  child- 
rearing  skills.  Funding  is  provided  by  the  Federal  Office  of  Child 
Development  and  private  foundations* 

Pr€>gram  Operation  and  Personnel.  At  1  year  of  age  the  child  is  enrolled  in 
an  in-home  program  that  includes  home  visits  by  a  specially  trained 
teacher  who  attempts  to  promote  the  child^s  sensory*  perceptual,  language* 
motor  and  social  development  through  encouraging  and  teaching 
mother-child  interaction.  The  family  also  participates  with  other  parents 
in  four  family  woxicsh<^>s  design^  to  improve  communication  and 
decisionmaking. 

At  2  years  of  age  the  child  and  its  mother  participate  in  an  in-center 
program  to  develop  home  management  skills  for  using  personal  and 


' '^Oeacnpbon  from  tbe  ImitQie  oT  Medicmc  (75> 
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community  resources  more  cfTcctively  and  to  sensitize  the  mother  to 
important  aspects  of  her  child's  development.  Because  the  Parent-Child 
Development  Center  population  includes  a  majority  of  Mexican-Ameri- 
can families,  the  integration  of  the  family's  culture  and  language  are 
encouraged.  The  families  who  participate  in  the  program  are  also  reached 
by  conomunity  workers  who  assist  them  in  using  medical,  nutritional, 
educational,  and  welfare  services. 

A  full-time  nurse  at  the  center  provides  preventive  and  som^  basic 
primary  care  services.  Other  health  services  are  provided  through 
contractual  arrangement;  with  local  programs  such  as  the  San  lose  Health 
Clinic.  Children  rcc^t"*r  health  assessments  at  1  and  2  years  of  age  and 
other  care  as  needed. 

Progmm  Suttisdcs.  PreUminary  evaluation  has  shown  some  improvement 
in  mental  development  when  compared  with  a  control  group  and  has 
demonstrated  improvement  in  mother— child  interaction,  particularly 
regarding  the  mother's  display  of  affection  for  the  child  and  in  increased 
verbalization. 

Support  Services 

Support  services  are  generally  those  that  facilitate  health  services  for 
persons  with  access  problems,  or  seek  to  correct  environmental  and  other 
problems  that  contribute  to  lower  health  status.  Thus,  such  services  are 
not  often  found  in  mainstream  primary  care,  especially  in  solo  or  small 
group  practice.  They  arc  most  often  foimd  in  comprehensive  primary  care 
programs  for  the  underserved. 

Medicaid's  Early  and  Periodic  Screening,  Diagnosis  and  Treatment 
(EPSDT)  program  is  largely  a  method  of  financing  a  set  of  required 
services  that  can  be  delivered  through  a  number  of  models  and  settings. 
However,  a  particular  service  requirement  of  EPSDT  is  outreach  and  case 
management,  which  can  be  performed  separately  or  integrated  with  either 
screening  or  ongoing  primary  care.  Thus,  EPSDT  (and  some  other  public 
health  screening  efforts)  are  an  additional  source  of  support  services. 
Finally,  local  health  departments  may  offer  special  water  and  sewage 
treatment  programs,  but  often  these  programs  are  isolated  efforts 
uncoordinated  with  other  health  programs. 

T'jvo  programs  that  provide  health-related  support  services  follow. 

BcsLufort-Jsispcr  Comprehensive  Hesdth  Services^ 

The  Beaufort-Jasper  (South  Carolina)  program  is  a  federally  fimded 
primary  care  center  serVlng  a  largely  rural  area  in  the  coastal  area  of  the 
State.  It  provides  comprehensive  primary  care  and  community  develop- 
ment services  to  25,000  predominantly  poor  and  near-poor  residents.  Its 
major  objectives  include  improving  the  health  and  well-being  of  ixs 
population,  raising  the  economic  level  of  the  population  and  providing 
adequate  housing,  water,  and  sanitation. 


^**Descripbon  from  personal  Cfrmm vti'T"  tio"  with  Tbom&s  BamweU.  Director. 


Support  services  are  particularly  critical  bemuse  of  Che  high  proportion 
of  substandard  housing  (as  of  1976^  16  percent  of  the  housing  units  in 
Beaufort  and  40  percent  tn  Jasper  lacked  plumbing  facilities)^  high*infant 
--mortality*  and  the  fact  that  some  residents  are  island  dwellers  or  live  in 
isolated  areas  without  adequate  transportation. 

Prvgram  Opention  and  Personnels  The  Beaufort-Jasper  program  is 
organized  into  nuyor  departments  responsible  for  specific  health  and 
medical  services:  an  executive  department  for  aiministration^  operation^ 
evaluation,  and  other  ij^-^emal  activities;  a  community  services  division 
encompassing  environmental  health,  transportation,  economic  develop- 
ment, and  housing;  a  health  care  services  departn.'ent  providing  primary 
care,  social,  nutrition,  mental  health,  and  other  related  services;  and  a 
special  projects  department  for  water,  community  development,  youth 
and  manpower  programs  (e.g*,  garbage  disposal,  sewage,  and  mosquito 
control). 

Program  sites  include  a  large  central  facility  and  four  sateUit^  c^aiics, 
employing  about  250  full-time  permanent  staff  organized  into  teams. 

The  center  also  coordinates  its  programs  with  other  health  care  settings 
in  the  area,  including  referrals  to  specialists  and  contracting  with  hospitals 
in  the  area  for  inpatient  care  (center  physicians  fbUow  their  ho^tal 
patientsX  and  arrangements  with  the  local  health  department  for  prenatal 
care  and  home  visits  to  discharged  hospital  patients. 

Ft€>gram  Statistics.  The  Beaufort-J^per  program  averages  50,000-50,000 
medical  encounters  and  6,600  in-hospital  encounters  anniially.  The 
program  has  reduced  the  number  of  inpatient  hospital  days  for  the 
population  served  by  almost  50  percent  (&om  2,000  in  1971  to  1,091  in 
1975).  One  very  tangible  result  can  be  seen  in  support  services;  the  center 
has  installed  <x  updated  100  water  ^^tems  for  families  who  previously  had 
poor  water  systems  supplies. 

AGchigan  Screening  and  Referral  ProgranP^ 

The  screening  and  referral  program — part  of  Michigan's  HPSDT 
effort — incorporates  an  innovative  referral  system  that  accompanies  the 
screening  process  for  the  Staters  440,000  Medicaid  eligible  children. 
However,  this  program,  like  most  other  State  EPSDT  efforts,  operates 
predominantly  on  a  nonintegrated  moddU  depending  on  one  set  of 
providers  for  outreach  and  screening  and  another  (often  the  pnivate 
sector)  for  the  foUbwup  care. 

Program  Operation  and  Persornel.  Michigan's  Oepartment  of  Public 
Health,  through  agreements  with  the  Department  of  Social  Services,  has 
developed  contracts  with  all  local  health  departments  to  provide  screen- 
ing, training,  supervision,  information  on  findings  to  parents,  and 
referrals.  The  Department  of  Soci^  Services  determines  eligibility  and 
performs  outreach,  transportation,  and  other  ancillary  services. 


'Description  irom  Kirk  (77). 
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The  Michigan  program  includes  a  State  level  EPSDT  staff,  consisting  of 
a  public  health  nurse,  an  audiologist,  a  coordinator,  an  administrative 
analyst,  and  a  physician,  who  provides  training  and  support  to  local 
teams.  Referrals  by  the  teams  for  followup  care  are  mandatory  if  the  child 
fails  a  screening  test  and  is  not  imder  care  for  the  problem-  A  computer 
system  also  returns  screening  summary  cards  to  local  screening  teams  if 
they  have  failed  to  make  appropriate  referrals. 

Program  Statistics,  Local  teams  make  about  85  percent  of  the  referrals  for 
followup,  with  families  arranging  the  remaining  15  percent  directly.  Most 
frequent  referrals  include  dental  problems  (27  percent),  immunizations  (26 
percent),  and  physical  inspection  (20  percent).  However,  even  with  the 
training  and  special  effort,  as  many  as  60  peroent  in  some  areas  do  not 
keep  appointments-  This  figure  is  significantly  higher  than  in  several  other 
States. 

How  Can  We  Elnsure  Provision  of  Health-Related 
Preventive,  Psychosocial,  and  Support  Services? 

Issues  and  Options 

Issues  relevant  to  ensuring  provision  of  health-related  preventive, 
psychosociaL  and  supp>ort  services  to  all  children  and  pregnant  women 
include: 

•  Which  programs  suggest  the  most  promise  and  what  would  be  the 
relative  emphasis  each  type  of  program  receives? 

•  What  is  the  most  appropriate  source  of  financing  for  each  group 
of  services  and  for  providers  within  each  group?  _ 

•  What  administrative  arrangements  are  most  likely  to  translate 
Federal  funding  into  effective,  efficient  health-related  services? 


Effective  Programs  for  Providiiig  Heatth-Related  Services 

Options 

A  variety  of  programs  providing  health-related  services  has  been 
described,  each  attempting  some  degree  of  integration  with  primary  health 
care  services.  Although  we  are  far  fi-om  selecting  specific  models,  some 
conclusions  regarding  attributes  that  contribute  to  effectiveness  can  be 
dTA^^n  from  a  comparative  evaluation. 


Criteria.  For  Evaluation 

For  each  group  of  programs,  criteria  include  ensuring  access,  degree  of 
integration  with  primary  care,  involvement  and  satisfaction  of  consimiers, 
and  effectiveness  and  erficiency. 


Preventive  Services 


Access.  Only  two  considerations  regarding  access  to  health-related 
preventive  services  exist-  The  first  consideration,  because  users  are  often 
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relactant  to  seek  these  seivioes  in  isolation,  is  wh^ 

conjunction  with  some  other  service  deemed  more  essential  or  in  a  setting 
whore  the  population  can  be  easily  reached.  Integration  in  an  organized 
setting  or  scdo  practice  is  highfy  desirable  in  this  regard,  as  is  the  provision 
ot  preventive  services  in  a  school  setting. 

The  second  consideration  is  whether  the  health-related  preventive 
services  are  provided  to  the  highest  risk  groups.  Some  programs  are 
located  in  poor  or  underserved  areas  and  ensure  access  by  establishing 
outreach  efforts  within  the  communitfes.  Tbsse  efforts  include  primary 
care  centers  and  many  school-based  health  programs  in  low-income  areas. 
For  <ix«niplc  the  Cambridge  prefect  serves  a  predominantly  lower  income 
population  and  attempts  to  meet  needs  of  hig^-risk  individuals  by 
concentrating  outreach  efforts  in  densely  populated  areas.  In  addition, 
services  are  available  one  evening  a  week  for  working  parents.  Special 
service  programs  such  as  family  plaiming  can  also  focus  on  high-risk 
individttals  through  their  location,  such  as  the  higih-school-based  St,  Pa.ul- 
Ramscy  adolescent  pr^nancy  program. 

For  providers  serving  more  affluent  populations,  focusing  on  high-risk 
persons  is  desirable  for  some  sendees,  although  otiier  services  should  be 
provided  to  all  children.  The  Puget  Sound  HMO  achieved  this  through  an 
epidemiologic  i^jproach  and  home  visits.  The  HMO  data  systems  are 
.„„oQen — scqathisticated  enough  to  use  demographic  and  health  status 
information  to  facilitate  the  provision  of  preventive  services  for  those  most 
at  risk  (75). 

late^taiioa  With  or  Links  ta  Primaiy  Care.  The  linkage  of  preventive 
services  to  primary  care  is  important  because  it  increases  utilization  of  the 
preventive  services,  azid  increases  the  effectiveness  of  health  services  (79). 

Pr^Mud  HMO  or  comprehensive  primary  care  settings  are  likely  to  be 
effective  in  combining  health-related  preventive  services  with  primary  care 
because  such  services  arc  related  to  the  cost  effectiveness  and  the 
philosophy  of  the  program-  Moreover,  such  programs  are  more  likely  to 
use  nrid-lcvd  professionals,  especially  health  educators,  in  cooperation 
with  curative  practitioners,  and  the  family-oriented  administrative  struc- 
ture helps  ensure  continuity. 

The  inc<»poration  of  health-related  preventive  services  into  solo  or 
small  groiq>  practice  is  more  problematic  Areas  of  solo  practice  exist 
where  this  incorporation  works  fairly  well  (eg.,  prenatal  care  by 
obstetricians  that  includes  counseling,  or  the  use  of  nurses  or  nurse 
practitioners  in  pediatricians'  offices  for  parent  education).  However,  the 
quantity  and  quality  of  these  services  in  private  practice  is  inadequate. 

Breslow  and  Somers  (5/>  have  proposed  formal  adherence  to  a  **lifetime 
health  monitoringi^  schediile  of  preventive  healtix  services  and  health- 
related  counseling  and  education.  However,  problems  of  actually  integrat- 
ing health-related  services  into  a  medical  practice — the  devotion  of 
sufficient  time  and  the  delegation  of  tasks  to  those  trained  in  providing 
education  and  counseling — have  not  been  addressed.  One  model  that 
could  be  tried  on  a  demonstration  basis  is  the  British  national  health 
service  program  that  pays  for  home  visits  and  primary  care  nursing  teams 
in  general 'medical  practices  (79).  Public  health  nursing  staff  woric  directiy 
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with  individual  general  practitioners  in  providing  health-related  preven- 

School-b2Lsed  prevention  programs  can  also  be  successful  if.  like  the 
Ombndge  model,  they  provide  direct  coordination  with  pnmarycare 
providers  and  establish  consultative  relationships  with  physicians.  There 
too,  nurse  practitioners  can  play  critical  roles  in  providing  services  and 
outreach.  However,  it  is  important  to  remember  that  nOt  all  school 
programs  employ  nurses  or  nurse  practitioners  trained  in  providing  health 
^ucation  in  conjunction  with  primary  care,  and  not  all  have  the  links  to 
health  centers  and  hospitals  found  in  Cambridge. 

Similarly,  Unkages  for  special  purpose  prevention  programs  such  as 
family  planning  vary  widely.  For  example,  the  Government  Accounting 
Office  (67)  found  that  family  planning  services  are  often  poorly  coordinat- 
ed with  primary  care.  Two  characteristics  of  the  St.  Paul-Ramsey  prograni 
may  make  it  especially  attractive:  use  of  the  school  site  for  outreach,  and 
linkages  to  an  array  of  health  care  services.  However,  with  services  for 
adolescents  it  is  sometimes  necessary  to  choose  between  effective  ouU-each 
(i  e  a  school  or  other  site  where  teenagers  will  come  freely)  and  primary 
care  integration,  and  if  so,  the  outreach  aspect  may  be  more  important. 

Consumer  Participation  and  Satisfaction.  Where  health-related  preventive 
^rvices  are  integrated  with  organized  primary  care  programs,  a  mecha- 
nism such  as  a  community  governing  or  advisory  board  usuaUy  ejosts  for 
consume-  participation.  Consumer  participation  should  be  studied  more 
closely.  specificaUy  in  the  health  education  and  mamtenance  aspects  of 
the  program.  The  lack  of  consumer  involvement  in  solo  and  small  group 
practice  may  be  a  major  problem  and  should  also  be  the  subject  of 
services  research  and  demonstrations. 

Consumer  participation  in  school-based  programs  can  be  important  to 
success  For  example,  studies  of  a  program  in  Hartford,  Connecticut  («0) 
showed  that  students  felt  a  greater  sense  of  independence  and  control 
regarding  their  choice  to  seek  health  care.  Such  mvolvcment  depends 
h<SLvily  on  the  focus  of  program  control  and  the  attitude  of  administtators 
toward  user  participation.  Health  providers  may  be  more  receptive  to 
consumer  involvement  than  school  officials,  espcciaUy  if  th^  are  linked  to 
community-based  primary  care  programs,  as  m  the  Cambridge  project. 

FinaUy,  consumer  involvement  in  special  purpose  programs  can  mean  a 
vocal  constituency  for  a  particular  service  such  as  family  plannmg.  but  it 
is  important  to  emphasize  overall  community  needs  as  weU.  The  St.  Paul- 
Ramsey  project  did  this  by  forming  a  community  advisory  committ^. 
Changes  in  the  original  location  of  the  program  showed  sensitivity  to  the 
cUente*  needs  and  caused  a  significant  increase  in  the  number  of  people 
using  the  services,  as  weU  as  a  more  positive  attitude  among  students, 
parents,  and  faculty. 

Effectiveness  Nearly  all  of  the  preventive  service  models  discussed  as  weU 
as  th-j  evaluations  of  similar  programs  show  positive  results  of  utilization. 
In  the  Puget  Sound  HMO  prevention  program,  the  number  of  immumza- 
tions  and  preventive  services  increased  when  compared  with  the  period 
before  the  program  was  instituted  (5/)- 
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Similaiiy,  Federal  and  some  health  department  primary  care  programs 
increase  immunizations  and  other  preventive  health  services  dramatically. 
Some  preventive  services  require  further  research  before  conclusions  can 
be  drawn  regarding  their  impact  on  health  status;  however^  definite 
positive  outcomes  can  be  shown  from  others.  For  exan^le,  the  Cambridge 
program  showed  positive  results  in  emergency  room  visits*  which  declined 
44  percent.  Results  from  the  St.  Paul*Raznsey  adolescent  pregnancy 
program  showed  a  dramatic  decrease  in  the  number  of  adolescent 
pregnancies  (from  79  out  of  UOOO  to  35  out  of  UOOO  in  1  year),  and 
increased  improvement  in  the  use  of  contraceptives  has  been  found  in 
other  studies  (^2). 

Program  Cost  and  Efficiency.  Evidence  on  costs  is  spotty  and  compari- 
sons of  costs  with  and  without  health-related  preventi^^e  services  are  rare. 
However,  some  evidence  suggests  that  preventive  service  models  are  cost 
effective.  The  Puget  Sound  HMO  attributes  financial  savings  of  about 
SIOO^OOO  per  year  to  the  reduction  of  the  need  for  other  clinical  care  by 
providing  preventive  services.  This  finding  is  consistent  with  other 
research  showing  that  HMO^s  reduce  the  need  for  curative  services, 
thereby  saving  both  money  and  staff  time  (6C?). 

The  Cambridge  program  notes  that  its  costs  per  encounter  ($7,47)  and 
per  year  ($35.15)  are  competitive  with  private  pediatric  care  for  the  area 
(28,  72),  Although  diita  on  the  St.  Paul-Ramsey  program  and  other 
school'based  family  planning  efforts  are  inconclusive,  the  significant 
reduction  in  pregnancies  suggests  its  cost  effectiveness. 


Psychosocial  Services 

Access.  Comprehensive  primary  care  programs  emphasize  outreach  and 
provide  accessible,  family-oriented  primary  care  to  the  populations  they 
serve  (SSy.  Thus,  joint  endeavors  to  provide  mental  health  services  in  these 
settings  offer  substantial  promise.  One  study  of  the  Bunker  Hill  Health 
Center  (S4>  found  that  75  percent  of  the  children  and  adolescents  in  the 
community  were  active  users  of  their  center,  with  the  majority  of  patients 
coming  from  low-income  families.  Comparisons  of  an  HMO  and 
independent  plans  for  delivering  mental  health  services  to  low-income 
enrcAees  found  that  twice  as  many  enroUees  in  the  HMO  plan  used 
p^chosocial  services  (55).  Both  primary  care  centers  and  HMO*s 
facilitate  utilization  of  m^tal  health  services  because  consumers  and 
communities  perceive  them  as  medical  settings,  lessening  the  stigma 
associated  with  mental  illness  (30). 

Head  Start  programs  also  focus  on  nonstigmatized  services  to  a  target 
population  and  outreach-  For  example,  the  Houston  program  enhances 
accessibility  through  emphasizing  cultural  sensitivity  and  by  conducting 
the  programs  in  homes  and  neighborhood  facilities,  with  litde  or  no  cost 
to  the  families. 

Separate  mental  health  programs  may  not  offer  these  same  advantages^ 
even  with  a  strong  outreach  comp>onent.  Stigma  may  be  a  problem,  and 
disadvantaged  or  minraity  populations  may  not  relate  well  to  what  they 
perceive  as  services  for  mental  illness. 
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Integrmtion  With  or  Links  to  Primary  and  Specialty  Care,  Settings  that 
integrate  health  and  mental  health  services  facilitate  coordination  and 
early  problem  identification,  allowing  staff  to  deal  with  a  wide  range  of 
childhood  emotional  conditions.  Conversely,  mental  health  settings  see 
more  serious  acute  or  chronic  problems  (74). 

Because  of  their  comprehensiveness,  the  HMO  and  primary  care 
programs  make  effective  use  of  multidisciplinaiy  teams  for  psychosocial 
services.  Such  teams  may  include  physicians,  psychologists,  nurses,  and 
!cocial  woricers,  and  provide  a  system  for  planning  and  coordinating  care. 
Because  both  primary  care  programs  and  HMO's  already  use  nonmedical 
professionals,  fewer  problems  may  arise  when  attempting  to  introduce 
psychosocial  services  than  in  more  traditional  settings. 

However,  integration  of  mental  health  services  into  primary  care 
programs  requires  the  cooperation  of  medical  providers.  For  example, 
pediatricians  may  be  more  likely  to  determine  that  the  child  will  outgrow 
many  problems  that  a  traditional  mental  health  professional  may  treat 
(74). 

Programs  such  as  Head  Start  only  partially  integrate  health  and 
psychosocial  services  and  concentrate  on  developmental  services  rather 
than  a  full  range  of  mental  health  care.  Links  to  primaxy  care  are  usually 
stronger  than  with  a  traditional  mental  health  program  because  the  goal  is 
to  handle  both  the  physical  and  mental  factors  that  enhance  a  child's 
development.  For  example,  the  Houston  Head  Start  program  emphasizes 
social,  emotional,  and  cogmtive  development  and  establishes  linkages  with 
primary  care  professionals  and  facilities.  However,  the  impact  and 
methods  of  integrating  health  care  witii  these  psychosocial  services  have 
not  been  well  documented  (JSS). 

Another  aspect  of  linkages  that  is  important  for  psychosocial  services  in 
particular  is  the  relationship  with  specialty  mental  health  services  for 
referral  and  followup.  The  Bunker  Hill  Health  Center's  affiliation  with  a 
community  mental  health  center  provides  staff  and  guidance  for  secon- 
dary and  tertiary  services.  This  *^oint  endeavor^  model  uses  staff  hired  by 
the  primary  care  center  (often  social  workers,  nurses,  and  indigenous 
woxicers)  to  provide  most  services  and  commtmity  mental  health  center- 
hired  mental  health  personnel  (usually  doctoral  level  professionals)  to 
provide  backup  and  more  specialized  services. 

Conversely,  the  Greater  New  Haven  HMO  refers  very  few  of  its 
children  to  external  mental  health  resources  (only  8  child  referrals  in 
1974).  This  lack  may  be  due  to  the  presence  of  more  mental  health 
professionals  on  the  HMO's  own  staff,  althougih  it  also  suggests  that 
referrals  occur  only  as  a  last  resort  and  that  the  HMO  may  not  make  use 
of  exisiting  programs  that  could  provide  supplemental  mental  health 
services. 

Little  information  exists  on  linkages  between  the  Houston  Head  Start 
program  and  specialty  sectors,  although  community  workers  and  nurses 
assist  parents  in  locating  appropriate  service  settings. 

On  the  other  hand,  separate  mental  health  programs,  particularly 
community  mental  health  centers,  excel  in  links  to  secondary  and  tertiary 
mental  health  care,  but  do  not  always  provide  key  entry  level  services. 
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Coasuiner  Partidprntion  mad  StttisfMctkm.  Primary  care  programs  such  as 
the  Bunker  Hill  Health  Center  receive  guidance  from  a  consumer-majority 
governing  board  that  atten^>ts  to  ensure  it  meets  the  needs  of  the 
pofHilatkm  in  its  catchment  area  (see  earlier  discussion  of  the  Federal 
primary  care  model). 

Head  Start  programs  are  also  hugely  community  based,  with  parent 
adviaoty  boards,  and  studies  have  found  that  they  increase  community 
involvement  (ST)  and  parental  satisfaction  (8Sy,  ¥ot  example,  the  role 
played  by  the  Houston  Head  Start  program's  Parent  Advisory  Council  in 
pcpgnun  guidance  woiks  to  ensure  cultural  and  individual  sensitivity,  as 
well  as  accessibility  for  the  service  population.  The  HMO  programs  also 
attempt  to  involve  consumers,  but  their  efforts  may  be  less  consistent. 

The  success  of  consumer  participation  in  separate  mental  health 
programs  has  been  mixed.  These  programs  often  have  a  vocal  community 
constituency;  however,  advisciy  boards  do  not  always  represent  those 
most  in  need  of  services. 

JEiSbctrvieness.  Most  <^  the  modtds  discussed  showed  evidence  of  effective- 
ness, although  specific  coiiq>arisons  of  integrated  versus  separate  mental 
health  programs  have  not  been  peifoimed.  In  particular,  research  has 
suggested  that  introducii^  a  mental  health  program  into  a  general  health 
care  setting  may  reduce  need  for  utilization  of  medical  services  as  well  as 
reaching  people  needfng  assistance  for  psychosocial  i»obIems  (54). 

In  both  the  HMO  and  primary  care  centers  previously  discussed,  a 
significant  number  of  duklren  used  the  mental  jsealth  con^xment. 
Although  no  ^>ecific  data  exist  on  the  cOnica!  effectiveness  of  these 
psychosocial  treatment  programs,  some  evidence  suggests  that  combining 
health  and  mental  health  services  significantly  reduces  referral  appoint- 
ment failures,  increases  feedback  on  referral  results,  increases  ixiformaJ 
contacts,  and  decreases  stereotyping  (59).  In  addition,  general  health 
programs,  especially  those  that  are  community  based,  may  be  more 
successful  with  the  poor  and  with  alcohol  and  drug  abusers  than 
professionals  in  mental  health  settings  who  are  comfortable  with  middle 
dass  ^ents  and  more  verbal  therapies. 

Head  Start  programs  have  demonstrated  improvement  in  children's 
social  development  and  positive  changes  in  parental  attitudes  and  self- 
confidence.  However,  little  change  in  social  adjustment,  self-esteem,  and 
personal  adjustment  has  been  documented. 

Health  components  of  Head  Start  demonstrated  increases  in  medical 
examSy  appropriate  treatment,  and  better  health  in  general  (90),  A 
Government  Accounting  Office  r^x>rt  (51)  also  cited  significant  improve- 
ment in  socioenvironmental  development  of  mothers  and  cognitive 
language  development  of  children. 

Reasonable  Cost  and  Efficiency.  The  Brinker  Hill  Health  Center  reports  a 
reasonable  level  of  cost  considering  that  the  average  per  capital  expendi- 
ture for  mental  health,  $345,  is  below  the  SSOO  Massachusetts  outpatient 
mental  health  insurance  limit. 
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However,  an  ins^pificant  amount  of  gei^ralizable  data  are  available  on 
the  costs  or  mental  health  services  in  HMO*$,  primary  care  centers,  and 
Head  Start  programs.  More  rigorous  research  is  needed  on  the  efficiency 
and  cost  effectiveness  of  these  pro^^uns  and  on  whether  reductions  in 
general  health  service  use  are  attributable  to  separate  mental  health 
programs. 

Support  Services 

Access,  Because  one  goal  of  support  services  is  to  broaden  access,  ability 
to  reach  and  relate  well  to  high-risk  groups  is  especially  important.  The 
record  of  Federal  primary  care  centers,  including  the  Beaufort-Jasper 
Health  Center  has  been  weU  documented  in  this  regard. 

However,  HPSDT  has  not  done  well  in  reaching  the  target  population. 
Only  30  percent  of  eligible  children  have  current  screenings  and  70 
percent  of  those  needing  foUowup  care  obtain  it.  This  situation  is 
attributable  to  a  munber  of  factors,  but  particularly  to  a  lack  of  intensive 
outreach,  failure  to  use  community-based  groups,  and  absence  of 
adequate  links  to  ongoing  health  care.  Similarly,  separate  support  services 
provided  by  health  departments  or  social  agencies  are  not  always 
combined  with  vigorous  outreach  and  sensitivity  to  community  problems, 
although  some  notable  exceptions  exist. 

Integration  With  Links  to  Primary  Care,  Major  benefits  can  result  from 
integration  of  support  services,  particularly  for  the  poor  and  underscrvcd 
population  whose  need  for  such  services  is  greater  than  that  of  other 
socioeconomic  groups.  For  example,  a  General  Accounting  Office  report 
(67)  recommended  that  support  services  such  as  the  WIC  nuttition 
sui^lement  program  would  be  better  coordinated  with  Federal  primary 
care  centers.  However,  some  of  these  services  have  been  within  the 
traditional  domain  of  health  departments  (whether  or  not  the  health 
department  aiso  provides  primary  care)  and  social  agencies.  Thus, 
comtnehensive  health  care  programs  that  provide  environmental,  trans- 
portation, and  other  related  services  must  decide  to  what  extent  they  alone 
should  be  operationally  responsible  for  such  activities,  the  degree  to  which 
they  can  coordinate  with  other  sources,  and  how  to  avoid  duplication. 

The  Beaufort- Jasper  Health  Center  has  developed  an  extensive  set  of 
support  services  that  the  staff  feel  are  essential  to  providing  effective 
comprehensive  health  care.  The  program's  abiU^  to  provide  transporta- 
tion for  health  services  and  housing  and  environmental  assistance  has 
been  particularly  important  in  this  predominantly  poor,  riiral  area  because 
the  population  has  virtually  no  other  organizations  that  coordinate 
support  scT  vices  for  them.  The  Beaufort-Jasper  Health  Center^s  medical 
stiiSr  advise  environmental  health  personnel  regarding  which  patients  are 
most  in  need  of  home  improvements  (priority  status  criteria  mclude 
families  with  mcny  children  or  the  elderly).  Social  services  staff  serve  as 
patient  advocates  and  provide  assistance  in  locating  and  using  appropriate 
h^th-related  programs  (eg.,  WIC,  food  stamps).  Family  hcaldi  workers 
are  used  to  provide  transportation  and  home  visits. 
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The  Beaufort- Jasper  and  other  primary  care  health  centers  have  been 
able  to  integrate  their  own  support  services  successfully.  However, 
because  the  original  philosophy  of  programs  such  as  the  Beaufort-Jasper 
program  was  to  include  a  wide  ran|^  of  support  services,  significant 
tensions  may  still  exist  when  it  coordinates  with  other  agencies  regarding 
precisely  which  services  are  needed,  how  they  should  be  provided,  and 
what  attitudes  are  toward  the  target  population. 

When  the  major  focus  of  coordination  is  not  a  primary  care  center  but  a 
partial  provider  such  as  an  EPSDT  program^  additional  problems  occur. 
In  particular,  the  effect  of  outreach  and  transportation  may  be  lost 
because  subsequent  links  to  ongoing  care  are  absent.  Relationships 
between  health  and  social  agencies  and  other  sectors  of  the  health  care 
establishment  have  not  occurred  in  many  HPSDT  programs,  resulting  in 
inadequate  followup  for  treatment  or  fiuther  testing  <9/).  Other  studies 
i92y  have  also  reported  that  State  £PSDT  programs  have  had  little 
positive  effect  on  child  health,  that  problems  in  assigning  the  task  of 
outreach  separately  to  States  were  found,  and  that  the  existence  of  a 
comprehensive  he^th  center  facilitated  early  implementation  of  EPSOT 
programs*  Although  the  Michigan  EPSDT  program  was  successful  in 
involving  relevant  social  and  health  department  resources  (including  the 
cooperation  of  coun^  health  departments,  social  services,  physicians,  and 
other  providers)4t  has  continued  to  suffer  from  moderate  to  high  **no- 
show^  rates  for  screening,  diagnosis,  and  referral  (77).  Greenberg  (95) 
fbund  that  the  Michigan  public  health  nurses  were  not  linking  needy 
children  to  continuing  s^-stems  of  care.  Part  of  the  problem  is  that 
physicians  are  reluctant  to  participate  in  Medicaid.  However,  the  same 
res^irchers  also  faulted  the  Michigan  program  for  inadequate  transfer  of 
screening  records  to  health  care  providers. 

The  Carter  Administration  attempted  to  handle  these  problems  through 
the  CHAP  proposal,  which  would  reimburse  conun  nity  groups,  including 
comprehensive  care  providers  for  outreach,  and  establish  advantageous 
rates  and  methods  of  paying  for  all  ambulatory  services  delivered  by  a 
comprehensive  care  provider. 

CSonsumer  Partic^>a£ion  and  S&dsfkcdon.  As  previously  discussed.  Federal 
primary  care  centers,  including  the  Beaufort* Jasper  Health  Center,  require 
consumer-governing  boards.  Although  this  form  of  community  participa- 
tion is  generally  very  useful  in  integrating  support  services,  some  pitfalls 
exist.  To  the  extent  that  programs  expand  to  include  environmental, 
transportation,  housing,  and  other  support  services,  divergent  interests 
may  encimiber  the  policymaking  processes  (e.g.,  jobs  for  community 
residents  versus  staffing  to  meet  health  care  needs). 

Studies  examining  the  EPSDT  progmm^  on  the  other  hand,  have  found 
minimal  parental  participation  as  well  as  widespread  misinformation  {94). 
In  addition^  parents  usiially  were  not  told  that  outreach,  screening,  and 
diagnostic  procedures  are  only  part  of  total  child  health  care. 

Sui^x>rt  services  provided  separately  by  health  and  social  agencies  may 
face  similar  f>roblems.  Although  health  departments  are  representatives  of 
a  duly  elected  government,  they  may  lack  a  community  or  user  focus. 
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Effbctiveaes9,  The  relationahip  of  health  ixn|>rovements  to  support  services 
in  ooomrebensive  primary  care  centers  has  been  partially  documented, 
that  is»  the  primaxy  care  model  in  neariy  all  evaluations  showing  reduced 
iaiknt  mortaU^,  lower  hospitalization,  and  less  preventable  disease 
includes  these  support  services.^ 

By  definition,  some  support  services  such  as  outreach  and  transporta- 
tion cannot  improve  health  status  unless  they  are  weU  linked  to  actual 
health  care.  Others,  such  as  food  siq^i^ements  or  environmental  interven- 
tion may  weU  succeed  in  the  absence  of  health  services,  althoug|i  they  may 
be  more  effective  when  links  to  health  care  are  present. 

Rems<mMe  Cost  and  Effkaeocy.  Unlike  health  or  psychosocial  services, 
very  little  has  been  done  to  establish  reasonable  cost  parameters  for 
support  services.  What  does  seem  true  is  that  economies  of  scale  exist  for 
these  services  and  fbr  small  vxdume  primary  care  providers  it  may  be 
useful  to  consider  a  consortium  arrangement  for  some  siqyport  services  or 
to  tie  into  other  agencies  if  the  ri^t  linkages  can  be  arranged.  For 
examfrie,  multipurpose  tran^x)rtation  networks  serve  health  and  other 
programs  in  some  communities  successfully.  The  Department  of  Agricul- 
ture and  the  Farmers  Home  iministration  have  published  guidelines  for 
establishing  these  programs  for  the  disadvantaged  in  rural  areas.  Another 
example  would  be  the  provision  of  environmental  intervention  (eg.,  water 
«T»H  sewage  improvements)  by  arrangements  between  a  local  health 
department  and  a  primary  care  center. 

Comdusions 

Delivery  of  health-related  services  requires  further  examination  before 
the  most  beneficial  program  mod^  can  be  specified.  However,  prcHmi- 
naxy  assessments  seem  to  suggest  the  following. 

•  Rrgft«iwig  h*ialtli.related  preventive  services: 

 I^fajor  advantages  to  integration  with  an  c»ganized,  compre- 
hensive source  of  primary  care  are  found. 
 Demonstrations  fiom  which  we  could  learn  abou..  the  feasibili- 
ty of  incorporating  these  services  in  a  s<rfo  or  small  giotip 
practice  also  are  in«lacated. 

 If  preventive  services  are  combined  with  some  dement  of 

primary  cax«  (as  in  a  sdiool  health  program)  and  if  the  program 
also  has  good  links  to  the  other  conq>onents  of  ongoing  care, 
they  can  be  provided  efifectiv^r. 
 Although  separate  preventive  services  can  fiagment  care,  trade- 
offs come  with  accessibility.  For  exaxag^  an  adolescent 
that  focuses  on  pregnancy  prevention,  in  some  cases 
in  conjunction  with  other  health  services  important  to  that  age 
grov^  may  be  more  successful  than  a  conqnehensrve  family- 
orientied  program  in  attracting  teenagers. 


•  Regarding  p«ycfao«oc»al  servico: 

— Miyar  Mi  vantages  to  intcgratioa  with  an  organized,  compre- 
hensive  •ource  of  care  such  as  a  primary  care  center  or  an 
HMO  also  exist.  These  advantages  include  use  of  the  nonstig- 
matized,  communiiy-based  health  sector  as  an  entiy  point  to 
the  mental  health  system.  However,  links  to  ^>ecialty  mental 
health  care  are  also  needed.  In  this  regard,  the  health-mental 
health  linkage  grants  in  the  recently  passed  Mental  Health 
Systems  Act  should  be  supported  and  expanded. 

— ^Veiy  little  is  known  about  the  psychosocial  components  of  solo 
or  small  group  f^ysician  practice.  More  research  is  needed  in" 
this  area,  althot^h  it  is  generally  agreed  that  meiital  health 
training  of  physicians  needs  improvement. 

— Development  programs  such  as  Head  Start  can  also  b> 
extremely  successfuL  However,  the  sometimes  tenuous  nature 
of  the  links  to  ongoing  health  care  should  be  recognized,  and 
greater  collaboration  between  Head  Start  ar.d  primary  care 
centers  encounifpni. 

— Many  entry  hswd  pi3irchosocial  services  wiU  continue  to  be 
provided  in  sq>ar«se  mental  health  setting;^,  with  or  without 
referral  from  the  health  sector.  Mental  health  programs  should 
be  encouraged  to  establish  links  with  primary  care  providers  in 
their  areas. 

•  Regarding  health-related  suj^port  services  needed  primarily  by 
high-risk,  unserved,  and  underservcd  peculations: 

— Significant  advantages  also  exist  to  integration  with  a  compre- 
hensive care  prograxn,  especially  because  outreach,  transporta- 
tion, and  case  management  are  ineffective  unless  the  cycle  of 
care  is  completed. 

— Inhere  political  arrangements  or  economies  of  scale  require 
that  a  separate  agency  deliver  sui^ort  services,  preference  for 
funding  should  be  given  to  those  willing  to  work  through  or 
with  primary  care  providers.  Networics  combining  Federal 
primary  care  centers  and  health  department  support  services 
may  be  espcdaJly  promising. 

Sources  of  Fmcfing 

Opdans 

Financing  health-related  preventive,  psychosocial  and  support  services 
may  occur  through 

•  Fee-for-service  reimbursement 

•  Reimbursement  only  to  organized  settings 

•  A  grant  for  service  or  a  set  of  services 

The  bulk  of  health-related  preventive  services  in  organized  settings  are 
paid  for  through  a  combination  of  reindMirsement  and  giant  services;  that 
is,  counseling  and  education  may  be  built  into  the  rate  smicture  especially 
where  directly  associated  with  screening  and  treatment-  However,  extra 
grants  often  pay  for  special  {»evention  programs.  In  solo  or  small  group 
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physiciaii  practices.  health-reUted  pfcventivc  services  are  ncn  fofmally 
f«imburaed,  but  may  be  considered  part  of  a  visit  for  screening  or 
treatment.  Thus,  no  monetary  incentive  exists  to  encourage  that  time  be 
spent  on  such  services,  or  that  a  trained  midlevel  professional  should 
provide  them.  Health-related  preventive  services  provided  by  separate 
prognuns  are  heavily  grant  supported  becatise  these  programs  often  do 
not  have  access  to  the  health  care  reimburaement  system. 

Of  the  three  health-related  services,  the  psychosocial  group  is  the  only 
one  considered  a  treatment  form.  Although  insurance  coverage  is  far  from 
complete,  it  rivals  coverage  for  basic  primary  care  in  some  plans  and 
programs.  Psychiatric  services  and  developmental  screening  are  covered 
by  Medicare  (with  limits):  psychiatric  services  and  developmental  screen- 
ing are  covered  by  Medicaid  (often  with  limits  as  well).  Coverage  of 
mental  health  services  in  organized  settings  (usually  delivered  by  midlevel 
professionals)  is  less  complete.  Community  mental  health  centers  derive 
about  30  percent  of  their  income  from  third-party  payments  and  primary 
care  centers  may  also  be  reimbursed  for  mental  health  services,  but  such 
coverage  is  spotty.  Finally,  HMO's  may  include  mental  health  services  in 
their  rates. 

Of  the  three  groups,  health-related  support  services  are  the  least  likely  to 
be  covered  by  any  form  of  insurance.  This  lack  of  coverage  is  primarily 
because  such  services — outreach,  transportation,  food  supplements,  and 
environmental  intervention— are  on  the  outer  edges  of  the  spectrum  of 
health-related  activities  in  relation  to  personal  health  care. 


Criteria  far  EvaJundon 

Criteria  for  selecting  financing  options  are  whether  effective  provision 
of  the  services  is  likely  to  result  from  the  method  of  financing,  whether  the 
method  m^T»i«.iT#>«  fraud  and  abiisc,  whether  it  encomages  integration, 
whether  it  is  sensitive  to  varying  needs  of  communities,  or  whether  it 
maxim'-y^^  sources  of  nondiscrctionary  funding. 


Preventive  Services 

Effective  Provision.  Ensimng  that  relevant  preventive  services  arc  provid- 
ed for  children  and  pregnant  women  depends  on  key  initial  action,  that  is, 
to  develop  a  set  of  services  and  structuring  a  series  of  periodic 
interventions  (e-g.,  Brcslow  and  Somers  "lifetime  health  monitoring 
package**  (J/)  or  the  Pugct  Sound  HMO  program).  Each  fimding  strategy, 
however,  will  have  its  own  effect  on  how  well  these  preventive  services  are 
provided.  General  fce-for-scrvice  reimbursement  would  make  preventive 
services  available  to  the  greatest  number  of  people.  However,  it  would  also 
focus  scarce  resources  on  solo  and  small  group  practices,  where  physicians 
may  not  spend  the  necessary  time  on  these  important  nonmedical 
activities  unless  their  time  is  valued  as  highly  for  education  and  counseling 
as  it  is  for  diagnosis  and  treatment.  If  fees  included  education  and 
counseling  by  midlcvd  professionals,  but  were  channeled  through  fce-for- 
service  physicians,  the  incentive  to  use  those  who  are  best  trained  to 
pro%dde  health-related  preventive  services  would  be  stiD  lacking. 
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Orants  tor  specific  preventive  services  and  personnel  ensure  the  greatest 
level  of  control  regarding  how  the  services  are  provided.  These  services  are 
part  of  the  grant  funding  for  Federal  primary  care  and  special  purpose 
programs.  Grants  could  also  be  provided  on  an  c?q>erimental  basis  to  solo 
and  small  group  jmactices,  similar  to  ihc  British  model  that  places  a  nurse 
practitioner  or  pid>lic  heaith  nurse  in  a  pliysician's  office. 

A  middle  course  would  be  to  limit  insurance  payment  to  organized 
settings  such  as  HMO*s  or  primaiy  care  centers.  These  settings  have  built- 
in  incentive^:  to  keep  people  wdl  and  contain  costs;  iDOst  of  them  have 
peer  review  and  use  less  expensive  personnd;  outreach  can  help  ensure 
approfHiate  periodicity.  However,  a  larger  number  of  organized  settings 
would  be  included  than  with  grant  funding*  and  some  p»roblem  miglht  exist 
in  dfffrnrng  (or  Inniting)  eligible  settings  for  reimbursement  purposes. 

Mmhnizing  Fraud  and  Abase.  An  issue  closely  related  to  effective 
provision  is  avoiding  fraud  and  abuse.  General  fee-for-scrvice  reimburse- 
ment is  least  effective  in  controlling  fraud  and  abuse.  Because  health- 
related  preventive  services  need  not  be  associated  widi  ^hard**  diagnosis 
or  treatment  some  providers  might  MQ  for  and  then  not  spend  the 
appropriate  time  on  needed  services.  Reimbursement  only  to  organized 
settings  may  yield  somewhat  more  control  because  of  the  standards  that 
exist  for  sudh  programs. 

Continuation  of  grants  to  organized  settings  and  initiation  of  demon- 
stration grants  to  solo  and  small  group  practices  for  ^>ecific  prevention 
pack^es  would  provide  the  most  controL 

Encouraging  Integration,  Fee-for-service  reimbursement  could  encourage 
physicians  to  provide  some  health-related  preventive  services,  but  would 
not  necessarily  yield  coordination  with  existing  resources.  A  lack  of 
coordination  could  exist  if  physicians  perceive  utilization  of  other 
resources  as  reducing  their  incomes. 

Either  reimbursement  for  organized  settings  or  grants  to  such  settings 
can  be  used  to  encourage  integration.  Similarly,  grants  could  be  used  to 
promote  the  development  of  outside  linkages  by  making  certain  affilia- 
tions a  condition  of  fimding.  For  c:;ample>  Federal  funding  of  school- 
based  prevention  programs  could  require  affiliation  agreements  with 
primary  care  centers  or  other  facilities.  Similar  linkage  agreements  could 
aiso  be  devised  for  group  practices,  particularly  to  encourage  referral 
networks. 

Sensitivity  to  Varying  Needs  of  Comm unities.  Funding  preventive  services 
through  insurance  payments  may  detract  from  focusing  on  poorer 
communities  and,  if  out-of-pocket  e:q>enses  occur,  it  may  discourage  the 
use  of  preventive  services  that  are  already  not  perceived  as  a  high  priori^ 
by  this  population*  This  situation  would  also  be  true  of  reimbursement  to 
organized  settings  unless  additional  variations  depend  on  the  community 
served. 

Grants  allow  the  provision  of  services  in  settings  serving  high-risk 
populations  and  the  size  of  the  grant  can  be  adjusted  according  to  the 
abflily  of  the  target  population  to  pay. 
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Maxizaizing  Sources  of  Noadisctctionary  Fiinding.  As  mentioned  in  the 
discussion  of  primary  care  services,  grants  are  always  subject  to  funding 
ciUs  since  they  are  discretionary.  Judged  on  this  criterion  alone,  health- 
xelated  preventive  services  would  be  more  secure  if  included  in  insurance 
payments. 

Psychosocial  Services 

Effective  Provision.  Reimbursement  of  individual  physicians  for  their  own 
or  a  midlevel  professional's  mental  health  services  is  problematic  in  miich 
the  same  way  as  fee-for-scrvice  reimbursement  for  preventive  counseling 
and  edxication.  The  nonpsychiatrist  physician  may  not  be  trained  to 
provide  the  service,  and  the  incentive  to  hire  a  better  tramed  midlevel 
professional  is  not  present.  Conversely,  too  Uttle  is  known  about  the 
utilization  and  cost  of  reimbursing  midlevel  professionals,  directly  to  adopt 
this  mode  immediately. 

Reimbursemo^iat  to  orgaruzed  settings  may  be  the  most  effective  and 
general  method  of  providing  entry  level  psychosocial  care.  Universal 
coverage  of  ment&l  health  services  in  these  programs  would  allow  the  use 
of  nonphysiiaan  pcTSonnel,  thereby  increasing  availability,  efficiency,  and 
appropriateness  of  care,  while  controlling  the  quality  of  services  provided. 

Grants  are  :i230  effective  in  developing  and  evaluating  models  for 
delivery  of  psychosocial  serv?.ccs  or  in  initiating  services  in  particular 
settings.  In  organized  settings,  financing  could  be  maximized  by  providing 
reimbursement  for  therapy  costs,  plus  grants  for  startup,  trainmg,  and 
outreach. 

MinixnizLOg  Fraud  and  Abuse.  Regarding  the  related  goal  of  avoiding 
fraud  and  abuse,  less  difficulty  may  exist  than  with  the  other  health- 
related  services  because  psychosocial  services  are  recognized  therapies. 
However,  general  reimbursement  for  mental  health  services  on  a  fee-for- 
service  basis  may  raise  problems.  For  example,  the  State  of  Nficbigan 
recently  required  Blue  Cross  insurers  to  cover  mental  health  services 
without  ^^griTign^gi^^Tig  among  providers.  Unions  and  employers  are 
complaining  that  they  are  now  forced  to  pay  for  unorthodox  and 
unrecognized  services  such  as  sex  therapy. 

Reimbursement  only  to  organized  settings  would  allow  more  control 
and  guidance  in  delivering  psychosocial  services  because  many  of  these 
programs  have  ongoing  monitoring  mechanisms  and  have  proven  records 
of  utilizing  a  variety  of  persomaeL  Grants  would  provide  the  tightest 
controL 

Encouraging  Integration.  Fee-for-service  reimbursement  of  physicians  for 
psychosocial  services,  as  for  preventive  services,  would  encourage  some 
self-provision,  but  not  good  linkages,  because  some  physicians  distiust 
other  health  care  system  components  (65), 

Grants  could  be  used  to  promote  development  or  expansion  of 
psychosocial  and  primary  care  linkages  directly,  in  conjunction  with 
ranbursement  of  organized  settings.  Grants  might  also  be  used  to  study 
linkages  between  private  physicians  and  psychosocial  service  providers. 
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Sa2sitivity  to  Varying  Needs  af  Communities.  If  we  rely  on  fee-for-service 
reimbursement  for  psychosocial  services,  less  affluent  communities  are 
likely  to  remain  underserved*  and  resources  would  focus  on  more 
advantaged  areas. 

Organtted  setting  reimbursement  would  help  focus  resources  on 
community  needs  to  the  extent  that  the  programs  are  in  high-risk  areas. 
However,  focusing  on  the  tmdcrserved  and  flexibility  tc  provide  deficit 
financing  can  best  be  achieved  if  grants  are  part  of  the  financing  package. 

Nl^^udmizing  Sources  of  Nondiscretjonary  Funding.  Similar  to  other 
health-related  services^  reimbursement  wo  ild  be  least  vuteerabie  to 
cutbacks  and  most  vulnerable  to  grants. 

Support  Services 

Effective  Provision.  Unlike  the  other  health-related  services,  support 
services  include  outreach  and  focus  on  unserved  and  underserved 
popiil^tions.  ihus,  fee-fbr-service  reimbursement  to  or  through  a  physi- 
cian mry  vx'^t  be  the  most  appropriate  mechanism. 

Sorue  discussion  on  including  support  services  in  a  special  reimburse- 
ment pacLage  for  organized  settings  has  taken  place.  However,  the 
problem  with  defining  eligible  settings  and  ensuring  monitoring,  as 
previously  mendoned  in  the  discussion  of  preventive  services,  would  exist 
here  also. 

Grants  to  programs  that  serve  needy  populations  could  specify  which 
support  services  are  to  be  provided  (siurh  as  the  federalfy  funded  primary 
care  centers.)  This  condition  is  particularly  important  because  many 
support  services  fall  between  the  responsibilities  of  other  agencies.  Orants 
can  also  indicate  the  most  appropriate  professional  and  paraprofessional 
personnel  for  various  services  (e.g,,  home  health  visitors  performing 
outreach). 

Minimizing  Fraud  and  Abuse,  The  issue  of  fraud  and  abuse  is  most 
problematic  with  general  fee-for-service  reimbur^ei^ent  for  support 
services.  For  example,  the  prospect  of  solo  physicians  being  paid  on  a  fee- 
fbr-service  basis  for  outreach  may  not  be  conducive  to  good  medical 
practice.  Even  if  reimbursement  were  limited  to  organized  settings, 
insufficient  control  over  Medicaid-mill  operations  may  exist.  Grants 
appear  safest  and  most  likely  to  provide  adequate  control  of  fraud  and 
abuse. 

Encouraging  Integration  and  Linkages.  Fee^for-service  reimbursement  for 
support  services,  as  well  as  preventive  and  psychosocial  services,  would 
most  likely  encourage  isolation  of  private  pmctice  physicians.  For  solo  or 
small  group  practices,  links  to  other  agencies  where  support  services  could 
be  provided  most  economically  might  be  encouraged  by  experimental 
grants.  Grants  to  comprehensive  organized  settings  appear  to  offer  the 
most  potential  for  integration  of  support  services.  Reunbursement  for 
support  services  to  organized  settings  could  also  encourage  overall 
int^ration  in  a  less  direct  way. 
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Sensitivity  to  Varying  Needs  of  Communities.  Fee-for-service  reimburse- 
ment is  least  appropriate  for  support  services  because  of  the  lack  of 
tareeting  on  the  undcrserved.  Reimbursement  to  organized  settings  is 
limited  only  to  the  extent  that  the  program  is  in  an  undcrserved  area- 
Grants  provide  the  greatest  degree  of  targeting. 

Maximizing  Sources  of  Nondiscretionaiy  Funding.  Grant  funding,  as  weU 
as  other  health-related  services,  is  viilncrable  to  budgetary  cutbacks. 
However,  these  services  are  also  the  least  likely  to  be  provided  through 
insurance. 


Conclusions 

The  preceding  analysis  of  fee-for-service  reimbursement  suggests  that 
moving  immediately  to  insurance  financing  for  health-related  preventive, 
psychosocial,  or  suoport  services  would  create  serio»xs  problems  m  quahty, 
access,  and  efficiency.  However,  some  important  differences  among  the 

three  programs  exist. 

•  Regarding  health-related  preventive  services: 

 Solo  or  small  group  practices  should  not  be  paid  on  a  fee-for- 
service  basis  because  little  assurance  of  adequate  time  or 
delegation  to  appropriate  persoimel  exists.  Experimentation 
with  grants  to  such  settings  should  be  encouraged. 

 Organized  settings  and  special  programs  should  continue  to  be 

paid  throiigh  supplemental  grants  in  the  near  future.  Adminis- 
tratively, the  Federal  Government  is  now  moving  toward  an 
identifiable  portion  of  primary  care  center  funds  for  a  preven- 
tive and  support  services  package.  Also,  some  experimentation 
with  a  special  reimbursement  package  for  preventive  services 
aimed  at  organizec  vsttings  with  very  careful  monitoring  should 
begin- 

•  Regarding  psychosocial  services:  _ 

 Problems  appear  concerning  reimbursing  midlevel  practitioners 

on  a  fee-for-service  basis.  Current  experience  with  this  type  of 
reimbursement  should  be  studied  carefully. 

 Organized  settings — either  separate  mental  health  programs  or 

comprehensive  care  providers— should  be  reimbursed  for  psy- 
chosocial services  via  a  cost  related  per  visit  rate  or  capitation 
(including  care  by  midlevel  professionals).  The  Carter  Adminis- 
tration has  conducted  a  demonstration  of  Medicare  cost- 
related  reimbursement  to  organized  freestanding  naental  health 
clinics.  This  investigation  should  provide  information  on  costs, 
rates,  and  methods  of  payment.  Grant  funding  will  still  be 
needed  to  ensure  startup  of  targeting  programs  and  trainmg  of 
interdisciplinary  teams. 

•  Regarding  support  services: 

—Solo  and  small  group  practitioners  should  not  be  paid  for  these 
services  on  a  fee-for-service  basis.  However,  some  experimenta- 
tion might  be  imdertaken  with  linkage  grants  in  imderserved 
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areas,  creating  traii^x>rtation  or  outreach  networks  for  physi- 
cians to  tap  into. 
— Organized  settings  should  not  presently  be  reimbursed  for  these 
services.  Grant  funding  in  an  identifiable  p>ackage  for  Federal 
primary  care  programs  should  continue,  as  should  grants  for 
such  services  delivered  by  health  departments  and  other 
agencies.  Some  experimentation  should  b^in  by  offering  a 
support  service  grant  to  HMO*s  or  other  non-Federal  organized 
settings. 

Administrative  Mediamsnis 

Most  of  the  administrative  issues  of  relevance  to  provision  or  fimding  of 
health-related  services  are  included  in  an  earlier  discussion  of  primary 
care.  The  conclusions  pointed  to  continued  reliance  on  project  grants,  but 
with  an  open  door  to  State  and  local  governments  who  want  to  play  a 
larger  role  in  planning,  monitoring,  and  operating  comprehensive  primary 
care  programs.  Regarding  administrative  arrangements  for  health-related 
services,  two  additional  points  should  be  made: 

m  First,  where  suggestions  for  pilot  demonstration  programs  and 
experimentation  are  made,  the  Federal  Govenmient  should  play  a 
major  role  in  funding  and  evaluation. 
m  Second,  where  the  goal  is  to  establish  links  either  between  HMO^s 
or  Federal  primary  care  centers,  or  between  preventive  and 
support  services  provided  by  other  agencies,  the  creation  of 
networks  by  State  or  local  health  departments  and  Oovemment 
tmits  appears  particularly  promising* 
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IMPROVING  THE  FEVATSfCEVG  OF 
HEALTH  CARE  FOR 
CHILDREN  AND  PREGNANT 

WOMEN 

by 

Stanley  B.  Jones 


INTROOUCnON 

Health  care  for  children,  and  pregnant  women  in  the  United  States  is 
paid  for  or  financed  in  many  ways.  Of  the  S168  billicm  spent  on  personal 
health  services  in  1978  (IX  ^>{»oxiniately  one-third  was  paid  out-of- 
pocket  for  visits  to  doctors,  health  centers,  or  hospitals.  The  remainder  of 
the  costs  were  paid  by  Federal,  State  and  local  government  programs  (38.7 
percent  in  1978  including  Medicare^  widely  varying  private  insurance 
policies  (27  percent  in  1978),  and  charitable  and  industrial  health 
programs  (13  percent  in  1978).  For  children,  far  more  is  paid  out-of- 
pocket  (nearly  39  percent  in  fiscal  1977^  the  latest  data  available).  This 
structure  of  payment  for  health  care  is  the  result  of  several  decades  of 
increases  in  the  numbers  of  holders  of  private  health  insurance  sold  by 
hundreds  of  private  companies  to  thousands  of  employers,  trade  unions, 
and  individuals,  and  of  the  simultaneous  development  of  numerous  public 
Federal,  State,  ay^d  local  programs.  While  most  of  these  developments 
clearfy  reflect  progress,  unplanned  and  uncoordinated  growth  has  left 
marry  children  and  pregnant  women  unable  to  afford  desirable  health 
care.  The  nature  of  insurance  coverage  is  such  that  most  Americans  will 
probably  go  through  periods  when  they  or  their  children  have  no 
insurance  coverage  or  other  source  of  payment  for  needed  services,  and  it 
is  certain  that  many  more  will  move  continually  from  one  program  to 
another  or  resort  to  pubtic  clinics  that  cost  less  or  nothing.  This  rapid 
growth  has  led  to  public  and  private  programs  that  sometimes  provide  less 
than  ideal  health  care  for  duldren  and  pr^nant  women — care  that  may 
be  both  more  costly  and  less  effective  in  the  long  run. 

This  paper  focuses  on  financing  and  addresses  the  organization, 
BjyropriateneffiS  and  accessibility  of  care  for  pregnant  women,  children, 
adolescents  and  handicapped  children  onfy  ix^en  changes  in  financing 
Tpr^gfi^  lead  to  improvements  in  such  care.  The  merits  of  alternative 
systems  or  structures  of  health  care  are  discussed  elsewhere  in  this  volume 
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(sec  Yordy,  Klennan  (Title  V),  and  Holohean);  this  paper  addresses 
alternative  structures  only  insofar  as  they  relate  to  financing. 

Finalfy^  the  concluding  suggested  improvements  applied  to  one  ap- 
proach are  meant  to  serve  as  a  model  for  improvements  in  financing 
health  care  and  can  be  used  as  a  starting  point  for  the  consideration  of 
alternatives. 

Many  plans  for  •*improving'*  the  financing  of  health  services  have  been 
prop<^ed  in  recent  years  including  national  health  insurance  and  other 
schemes.  Some  call  for  the  greatly  expanded  role  of  government  in  the 
health  insurance  and  health  care  field,  and  others  call  primarily  for 
improvement  in  the  private  sector.  No  compelling  argument  can  be  made 
for  one  over  the  other,  and  this  review  instead  focuses  on  current 
economic  and  political  realities  and  the  types  of  improvements  that  seem 
feasible  for  the  next  S  to  10  years. 


THE  FIVE  BASIC  EXISTING  METHODS 
OF  FINANCING  HEALTH  CARE 
IN  THE  UNITED  STATES 

Although  insurance  and  financing  systems  for  health  care  are  extremely 
diverse,  it  is  possible  to  distinguish  five  basic  methods  of  financing  health 
care  for  pregnant  women  and  children:  private  payment.  Federal  grant. 
Medicaid,  public  provider,  and  voluntary  giving.  Most  proposals  for  new 
or  changed  methods  to  insure  or  finance  health  care  for  children  and 
pregnant  women,  including  national  health  insurance  bills,  fall  into  one  of 
these  basic  types*  The  five  methods  are  distinguished  by  the  relative  roles 
of  government  and  the  private  sector  in  each. 

.^>proacli  1:  Private  Payment 

This  approach  to  financing  health  care  in  the  United  States,  which 
includes  payments  by  private  individuals  and  insurance  institutions,  with 
the  government  role  limited  to  providing  incentives  and  setting  regulatory 
iiTwit^  covers  the  majority  of  j^mericans  and  accounts  for  the  majority  of 
the  dollars  spent  on  h^dth  care.  Private  insurance  plans  with  widely 
varying  coverages,  cost-sharing  arrangements,  and  premiums  covered 
some  168  million  Americans  in  1977.  These  plans  paid  27^  percent  of  the 
amount  spent  in  1977  for  "personal  health  services,^  Individuals  paid 
another  32.6  p>ercent  of  the  costs  of  these  services  out-of-pocket  i2yJ 

Private  health  insurance^  the  key  to  this  approach,  has  grown  rapidly 
since  World  War  II,  when  employers  were  greatly  restricted  in  increasing 
cash  wages  but  were  permitted  to  augment  their  compensation  of 


'it  is  important  to  note  that  while  this  privmte  payment  mppmmch  pays  the  largest  share  of  pcnooMi 
health  care  costs  of  the  live  approaches,  and  incleed  is  prrhaps  the  dotnmant  financial  intiucocc  on  health 
care,  it  pays  little  of  the  costs  of  public  health  and  other  health-related  services  gfcneratfy  provided  by 
agencies  of  govemsnent  and  voluntary  agencies-  These  sgmcics  are  discussed  oiKler  Approach  A  bekw. 
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cmi^oyces  without  restriction  if  it  took  the  form  of  paying  for  health 
insurance  plans  as  a  fringe  benefit.  In  addition,  Intenial  Revenue  Code 
provisions  that  allow  the  employer  to  claim  health  insurance  premiums  as 
a  business  expense  and  that  do  not  count  the  premiums  as  taxable  income 
to  the  employee  have  made  health  insurance  a  sought-afler  fringe  benefit 
by  labor  imions.  Given  these  incentives,  private  health  insurance  rose 
from  paying  for  12*2  percent  of  the  costs  to  consumers  for  personal  health 
services  in  1950  to  paying  45-5  percent  of  these  coste  and  covering  78 
percent  of  the  population  in  1977. 

Today,  most  individuals  purchase  some  type  of  health  insurance 
directly  from  private  insurers  based  on  what  they  want  and  can  afford- 
Most  people  select  a  group  insurance  plan  or  membership  in  a  health 
management  organization  (HMO)  ofTer^  and  paid  for  in  whole  or  in  part 
by  their  employer.  Many  who  have  no  employer,  or  whose  employer  offers 
no  group  plan,  purchase  individual  insurance  coverage.  The  comprehensi- 
veness of  coverage,  the  premium,  and  other  features  of  this  insurance  are 
left  largely  to  the  individual,  the  employers,  the  unions  that  negotiate  with 
employers,  and  the  insurer.  As  a  result,  thousands  of  different  private 
insurance  plans  exist  with  widely  varying  provisions.  Some  cover  the  costs 
of  nearly  all  personal  health  services  while  others  pay  only  limited 
amounts  for  hospital  care,  leaving  individuals  to  pay  most  of  their  health 
care  costs  out-of-pocket. 

In  addition,  since  employers  and  individuals  axe  free  not  to  purchase 
insurance  if  they  so  choose,  millions  of  individuals  and  their  families  are 
not  covered  by  health  insurance  because  of  costs  or  other  factors. 

The  government  role  in  this  **private  payment  approach**  to  financing 
care  is  largely  limited  to  (1)  State  regulation  of  insurers,  (2>  Federal  and 
State  regulation  of  providers  of  health  care,  and  (3)  Federal  tax  incentives 
to  encourage  the  purchase  of  insurance,  and  Federal  grants  and 
regulations  that  encourage  innovation  through  HMO*s. 


Scarte  Insnraiice  Regttlation 

Government  interference  in  the  private  insurance  industry  is  very 
limited  by  the  McCarron-Ferguson  Act,  imder  which  insurance  regulation 
is  left  to  State  governments.  State  regulation  of  insurance  companies  deals 
almost  exclusively  with  issues  regarding  their  solvency*  With  some 
exceptions,  the  legislation  does  not  affect  the  content  or  coverages  of 
insurance  policies,  nor  do  these  laws  require  that  insurance  be  sold  to  any 
or  all  individuals  at  any  particular  rate.  Some  States  have  enacted 
legislation  that  permits  more  extensive  regulation  of  insurers,  but  do  not 
actively  implement  it. 

The  major  exception  has  been  growing  State  regulation  of  Blue  Cross 
and  Blue  Shield  plans.  Because  most  Blue  Cross  and  Blue  Shield  plans  are 
nonprofit  corporations  chartered  on  a  tax-exempt  basis  by  State  govern- 
ments. States  frequently  require  them  to  make  health  insurance  widely 
available  at  approved  rates  to  groups  and  individuals  who  otherwise  could 
not  afford  insurance*  In  some  States  the  **Blucs**  are  required  to  enroll 
anyone  who  requests  health  insurance  (**open  enrollnaent**)  under  policies 
and  at  rates  approved  by  the  State  insurance  commissioner.  These  rates 
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frequently  are  subsidized  and  are  lower  than  the  true  cost  of  the  insurance 
for  individuals  covered.  The  subsidy  is  obtained  by  charging  premiums  for 
gfotxp  coverages  that  are  somewhat  higher  than  the  group's  costs.  The 
theofy  is  that  Blue  Cross  and  Bhie  Shidid  plans,  because  they  save  money 
through  tax  exemptions,  are  able  to  accumulate  these  extra  dollars  for 
subsidizing  individual  plans  into  their  group  rates  and  still  be  competitive 
with  the  rates  of  other  insurers. 

Some  State  governments  have  also  enacted  laws  that  require  all  insurers 
in  the  State  to  offer  insurance  to  all  individuals  who  seek  it,  including 
hig^k-^isk  groups,  by  participating  in  ''pool**  arrangements  whereby  the 
insurance  companies  share  proportionately  in  any  financial  losses  from 
the  insurance. 

Rnally,  some  State  governments,  such  as  those  of  Massachusetts, 
Rhode  I^and»  Hawaii,  and  Nfichigan,  have  enacted  laws  that  require 
either  employers  to  include  specific  health  insurance  coverages  in  any 
insurance  plan  th^  purchase  or  insurers  to  include,  or  at  least  offer, 
specific  coverages  in  any  insurance  plan  they  sell  in  the  State.  These 
requirements  tend  to  focus  on  specific  benefits  such  as  alcohol  and  drug 
abuse  treatment,  mental  health  care,  or  prosthetic  devices.  However,  no 
State,  with  the  possible  exception  of  Hawaii,  ^oes  so  far  as  to  specify 
"compreBCTiawe  or  ranges  of  coverages  an  insurer 

must  sell,  or  to  define  acceptable  cost-sharing  or  other  insurance  practices. 

Federal  Tax  ImfirtWes  for  btsmnce 

The  Federal  Govenmient  does  not  r^^ulate  health  insurance  except  by 
requiring  employers  to  offer  their  employees  a  choice  between  health 
maintenance  organizations  and  more  traditional  insurance  forms.  The 
HMO  Act  requires  that  the  HMO  choice  be  available  where  feasible  and 
provides  Federal  grants  for  startup  costs  of  such  organizations.  By 
providing  funds  for  some  of  the  planning  development,  and  early 
operating  losses  of  these  organizations,  the  law  seeks  to  encourage  their 
development  and  competition  with  other  insurance  forms  and  thereby  to 
eccoura^  less  costly  health  insurance  and  health  care. 

The  Federal  Government's  most  important  activity  regarding  insurance 
is  the  provision  of  tax  incentives.  As  mentioned  earlier,  employer 
payments  of  premiums  can  be  considered  a  business  expense  and 
eniployer-paid  premiums  axe  not  counted  as  taxable  income  for  employ- 
ees. In  addition,  individuals  are  permitted  for  tkx  purposes  to  deduct  the 
cost  of  insurance  premiums  they  pay  themselves  as  a  medical  expense. 
Health  insurance  is  a  veiy  attractive  fringe  benefit  for  employees,  and 
labor  unions  have  bargained  aggressively  for  incrcasing;ly  comprehensive 
employer-paid  coverage. 

Feds^  amd  State  RegylatkHB  of  Providers  and  Resome  DevdogHnent 

Ouring  recent  years  Federal  and  State  governments  have  developed  a 
number  of  programs  of  a  regulatory  nature  in  efforts  to  make  health  care 
more  evenfy  accessible,  and  to  restrain  increases  in  health  care  costs. 
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Examples  of  these  activities  include  State  rate-setting  commissions  and 
certificate^f-need  programs^  and  health  planning  activities  resulting  from 
the  1974  National  Health  Planning  Act  and  the  1979  amendments.  In 
addition*  Federal  and  State  governments  establish  standards  and  adminis- 
trative processes  related  to  private  insurer  relationships  with  hospitals. 
Examples  are  the  institutional  utilization  review  programs  required  by 
Medicare  and  Medicaid  regulations,  and  the  Professional  Standards 
Review  Organization  with  which  many  private  insurers  contract  for  review 
of  their  claims. 

These  government  programs  frequently  have  the  support  and  participa- 
tion of  private  insurers,  who  see  such  regulatory  activities  as  a  means  of 
regulating  access  to  and  costs  of  health  services — a  diflicult  task  to 
accomplish  through  the  instiring  mechanism. 

Government  regulatory  efForts  of  this  sort  are  stili  relatively  new. 
Initially  government  relied  on  self*regulation  and  voiimtary  compliance 
by  hospitals  and  other  institutional  providers  under  privately  established 
standards.  Strong  cost  control  measures  were  not  believed  to  be  needed. 
As  new  programs  have  become  established  and  health  care  costs  have 
continued  to  rise>  institutions  have  increasingly  been  required  to  comply 
with  regulations  as  a  condition  of  reimbursement  by  Medicare  and 
Medicaid,  ano  even  as  a  condition  for  collecting  from  private  individuals 
and  private  insurers.  The  proposed  Federal  programs  for  hospital  cost 
containment  clearly  reflect  a  growing  sense  in  government  of  the  need  for 
more  rigorous  cost-containment  programs. 

However,  such  government  regulatory  programs  are  as  controversial  as 
they  are  recent.  The  hospital  cost  containment  legislation  is  among  the 
most  politically  controversial  bills  before  Congress,  and  regulatory 
programs  across  the  country  are  being  widely  challenged  (often  in  the 
courts)  by  providers  and  consumers  alike.  At  the  moment  the  only  clear 
policy  consensus  seems  to  be  that  at  least  some  outside  regulatory  limits 
are  needed  on  provider  rates  and  expansion  of  services,  and  public  forums 
are  necessary  for  the  review  of  needed  services  as  compared  to  those 
proposed  by  providers. 


Approach  2:  The  Federal  Grant  System 

This  approach  involves  financing  care  through  payments  by  private 
individuals  and  insurance  institutions,  with  government  grant  subsidies 
for  startup  and  operation  of  services  to  underserved  and  low-income 
populations. 

Many  Americans  live  in  areas  of  the  country  where  services  are  not 
available,  or  need  certain  types  of  services  that  are  not  available  and  that 
seem  unlikely  to  become  available  under  the  private  payment  approach* 
Inner  city  neighborhoods  and  rural  communities,  for  example,  frequently 
lack  adequate  numbers  of  family  physicians  or  other  sources  of  primary 
care,  and  the  care  that  is  available  in  public  hospitals  is  often  inadequate* 
This  situation  has  been  growing  worse  as  more  and  more  physicians  and 
other  providers  set  up  practice  in  suburban  areas  or  near  major  medical 
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centers.  The  private  payment  approach  does  little  to  change  this  trencU 
Private  insurers  tend  to  have  the  fewest  enrollees  in  these  areas,  and 
private  payments  generally  are  sparser  in  these  areas  and  less  likely  to 
generate  the  capital  needed  for  e3q>anding  services  or  for  offering  needed 
special  services. 

The  private  payment  ai^noach  can  deariy  result  in  better  insurance  and 
conaequentfy  more  health  services  for  residents  of  areas  of  higher 
enq>loyment  and  afHuence  while  those  in  areas  of  lower  employment  lose 
services  because  of  inability  of  providers  to  collect  fees. 

Grants  to  finance  services  have  been  used  to  augment  private  payments 
by  providing  funds  to  develop  needed  health  care  resources  and  to 
demonstrate  better  ways  of  providing  health  care,  under  the  assumption 
that  once  started,  government  funds  will  cease  and  the  private  payment 
system  will  support  ongoing  costs  and  improved  practices.  Grants  have 
aij«r>  been  used  to  pay  ongoing  costs  of  health  care  services  for  some 
populations  'vt^en  private  payment  seemed  unlikely.  Existing  grant 
programs  seem  to  include  elements  of  both. 

A  number  of  Federal  programs,  often  with  State  counterparts,  grant 
funds  to  health  care  providers  to  startiq>  and  operate  facilities  and  provide 
health  care  primarify  for  undss^rved  populations.  One  of  the  first  major 

pmgramir        ♦^S*  lr^«H^  irh^  Hi11.R»rtrm  j>i«>gram,  provided  funds  for  the 

construction  of  hospitals  in  im«ierscrved  areas.  The  intent  of  the  later 
O.E.O.  Neighborhood  Health  Centers  (now  the  DHHS  Community 
Health  Centers)  program  was  to  c?emonstrate  how  adequate  health  care 
could  be  provided  for  the  people  in  the  areas  and  to  fund  at  least  the 
startup  and  early  operating  costs  of  these  centers.  The  demonstration 
components  of  the  Maternal  and  Chfld  Health  program,  authorized  by 
Titles  V  and  XX  of  the  Social  Security  Act,  seek  to  create  resources  to 
{Kovide  adequate  health  care  to  children  and  pregnant  women  who 
otherwise  might  not  get  it.  Mig^rant  Centers  have  the  same  objective  for 
the  migrant  population.  The  Mental  Health  Centers  program  provides 
access  to  ambulatory  mental  health  services  to  the  entire  population 
because  of  the  exoeme  shortage  of  these  services  and  has  fimded  the 
startup  and  the  first  8  years  of  operation. 

The  Government  Role  in  the  Federal  Grant  Approach 

The  Federal  Govemnent  legislates  and  regulates  basic  requirements 
that  must  be  met  for  receiving  grant  funds  to  start  health  centers.  The 
range  of  services  and  the  type  of  area  that  is  eligible  are  also  defined.  In 
some  programs,  the  State  government  has  the  final  decision,  within  the 
Federal  guidelines,  as  to  ^du^  projects  are  funded. 

The  Fedefml  Government  and,  in  some  cases.  State  governments 
appropriate  funds  yearly  for  health  center  programs.  The  breadth  of 
services  ofiTered  by  such  centers  and  the  number  of  centers  fimded 
depend  directly  on  these  aj^ropriations. 

In  this  way  health  care  is  offered  by  public,  i-c.  State  and  local 
government,  or  private  health  care  providers  who  apply  for  State  or 
Federal  Government  grant  funds  to  start  up  and  offer  services.  The  design 
and  operation  of  the  centers,  as  well  as  the  decision  about  the  need  for 
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them,  is  up  to  local  government  and  the  communis  as  long  as  they 
operate  within  Federal  and  State  guidelines. 

Services  offered  by  these  programs  are  usually  focused  on  primary  care 
and  oAen  include  many  services  that  are  especially  important  for  low- 
income  populations^  as  well  as  services  that  are  desirable  for  everyone  but 
often  not  available.  They  include  preventive,  mental  health  and  social 
services,  and  even  nutrition  services,  counseling,  health  education,  and 
consultations  with  schools  and  courts.  Tight  Federal  and  State  grant 
budgets  in  recent  years,  however,  have  led  to  narrower  ranges  of  services 
than  were  originally  conceived  of  for  these  programs,  and  individual 
centers  vary  considerably  in  what  they  offer.  Many  centers  do  not  include 
hospital  facilities,  and  many  do  not  pay  for  the  hospital  care  their  patients 
use. 

Hiese  programs  usually  offer  their  services  to  all  children  and  pregnant 
women  in  their  area  who  request  them,  and  collect  fees  scales!  to  the 
patient^s  ability  to  pay.  These  scaled  fees  may  vary  from  center  to  center. 
If  the  patient  has  private  insurance  or  Medicaid  or  Medicare  the  center 
may  attempt  to  collect  from  those  sources.  Federal  and  State  grant  funds 
are  intended  to  pay  for  only  what  cannot  be  collected,  but  they  often 
constitute  a  major  portion  of  the  funding  for  the  centers  because  so  many 
patients  in  these  centers  have  little  insiwance,  low  incomes,  and  no 
Medicaid  eligibili^.  If  hospitalization  is  required  for  a  center  patient,  the 
care  may  be  provided  by  a  center  physician  but  the  hospital  costs  may  be 
charged  to  the  patient  to  be  paid  in  whatever  way  p>ossible.  This  means 
hospital  care  is  frequently  provided  at  a  public  or  municipal  hospital. 
Tight  Federal  and  State  grant  budgets  have  put  pressure  on  some  centers 
to  focus  their  attention  on  Medicaid  recipients  and/or  higher  income 
individuals  from  whom  higher  percentages  of  fees  can  be  collected. 

Approa^  3:  Medicaid 

Another  approach  to  financing  health  care  is  to  have  the  Government 
finance  and  purchase  the  health  care  for  a  specific  population.  In  enacting 
Title  XIX  ^Medicaid)  of  the  Social  Security  Act,  the  Federal  Government 
identified  certain  people  who  would  be  eligible  to  have  their  health  care 
paid  for  directly  by  the  Federal  Government,  and  State  governments  if  the 
State  chose  to  establish  a  program.  Those  eligible  are  primarily  low- 
income  individuals  who  are  aged,  disabled,  or  blind;  and  poor  single 
parents  and  their  dependent  children  who  have  difficulty  in  paying  for 
care  bemuse  they  are  unable  to  find  or  afford  adequate  private  health 
insurance  and  unable  to  pay  for  their  health  care  out-of-pocket. 

The  private  financing  of  care  for  very  low-income  Americans  is 
difficult,  because  if  they  work  at  all,  they  usually  have  only  part-time  or 
seasonal  employment  or  work  for  small  employers  in  very  low  paying  jobs. 
As  a  result  they  seldom  have  an  opportunity  to  join  group  health 
insurance  plans  where  the  employer  pays  all  or  part  of  the  premium,  and 
they  cannot  afford  the  high  cost  of  premiums  for  individual  insurance. 

Medicaid,  in  fiscal  1977,  covered  about  21.6  million  people,  including 
an  estimated  1 1  million  children*  The  program  excludes,  however,  millions 
of  children  whose  families  are  ^^poo^  by  the  definition  of  the  national 
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**]povciiy  IcveU**  because  of  family  status,  instituttonalization,  or  other 
factors. 

One  aspect  of  the  Medicaid  program*  the  Early  and  Periodic  Screening. 
Diagnosis  and  Treatment  (BPSDJ)  program,  is  especiaUy  important  to 
children.  The  program  offers  health  screening,  diagnosis,  and  treatment 
cate  to  all  Medicaid  children.  However,  due  to  financial  and  other 
limitations  EPSDT  had  provided  only  3  million  children  with  up-to-date 
assessments  in  fiscal  19T7. 

The  Gownment  Role  In  Medicaid 

Unlike  Medicare,  which  is  administered  by  the  Federal  Government, 
Medicaid  is  run  by  the  States  within  Federal  guidelines,  and  the  programs 
vaxy  considerably  firom  State  to  State  in  terms  of  eligibilily,  comprehen- 
siveness <^  services  and  other  factors:  ,      ,  „  ,  , 

The  pft^i-nTtt  is  financed  by  a  combination  of  Federal  and  State  or  local 

goveriiment  funds.  The  Federal  contribution  ranges  firom  SO  percent  to  83 
percent,  dependii^  on  the  State's  per  capita  income. 

The  Medicaid  program,  through  Federal  and  State  appropria- 

tions, pays  for  the  cost  of  care  to  low-income  Americans  only  if  they  are 
eligible  for  federalty  assisted  "Ssvelfare  payments**;  are  disabled,  blind,  or 
nB^ed;~or^are^mCT  Further,  State  govern- 

ments set  their  own  eligibility  standards.  Income  standards  range  from 
S5,000  or  more  for  a  family  of  four  in  New  Yoric  and  California  to  less 
than  $2,500  in  North  Carolina  and  Texas. 

In  addition.  States  have  options  to  include  certain  other  groups  under 
this  progrnTw  Thcy  also  have  the  option  to  cover  the  so-called  medically 
needy  (those  with  incomes  up  to  one-third  higher  than  the  levels  for 
d^ibility  for  cash  assistance)  through  **spend-down**  provisions  of  the 
Medicaid  program.  Under  such  provisions,  medical  expoises  equivalent  to 
the  difference  between  actual  income  and  the  eUgibili^  level  for  cash 
assistance  qualifies  the  individual  for  Medicaid.  **Spend-down**  amounts 
to  a  ^pe  of  ca£astrc^hic  health  insurance  for  the  near-poor. 

A  State  Medicaid  program  must  cover  certain  health  care  services, 
while  others  are  optionaL  States,  moreover,  can  Umit  the  amount, 
duration,  and  scope  of  any  services  they  pay  for.  Each  State's  Medicaid 
program  must  provide  early  and  periodic  screening,  diagnosis,  and 
treatment  (EPSDT)  services  for  all  eligible  persons  under  age  21  or  be 
subject  to  Federal  penalties.  Any  limitations  in  coverage  under  a  State 
Medicaid  program  apply  to  this  group,  but  certain  services  that  are 
optional  for  adults  must  be  included  in  the  EPSDT  program  (specifically 
^e^asses,  hearing  aids  and  dental  care). 

Many  State  Medicaid  programs  contract  with  private  insurers  to  serve 
as  "intermediaries**  to  perform  basic  insurance  functions,  within  guide- 
lines established  by  the  Federal  and  State  governments,  such  as  paying 
providers  for  services,  reviewing  claims  and  so  on.  The  insiirers  do  not 
collect  premiums.  In  this  system,  the  Medicaid  prograuns  reimburse  the 
insurers  for  H^im^  and  administrative  costs. 

The  actual  health  services  for  Medicaid  beneficiaries  are  provided  by 
the  same  providers  who  also  provide  care  for  private  payment.  State 
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Mcdicakl  prognuns  establish  fees  for  physicians  and  other  professional 
providers  of  services  but  are  required  to  reimburse  hospitals  on  a  basis 
con^Muable  to  that  used  in  the  Federal  Medicare  program.  Physicians 
who  take  Medicaid  patients,  however,  must  accept  Medicaid's  payments 
as  payment  in  full.  Because  these  payments  are  substantially  lower  than 
customary  diaigcs*  in  many  States  la:^^  numbers  of  physicians  decline  to 
talce  Medicaid  patients. 

Hospitals  and  other  institutional  providers  who  are  paid  on  a  cost- 
reimbursement  basis  likewise  cannot  charge  the  patient  additional 
amounts  for  covered  services.  Such  a  large  percentage  of  hospital  income 
is  derived  from  Medicaid  and  Medicare  that  the  Federal  Government  has 
considerable  leverage  in  hospital  practices  and  has  begun  rigorous 
n^otiations  with  these  providers  to  require  increasingly  detailed  justifica- 
tion for  their  cost  increases,  utilization  of  services,  and  any  proposed 
expansions  in  services. 

Approach  4:  The  Public  Provider  System 


The  public  provider  system  includes  public  financing  and  providing  of 
care  through  government  staff  and  facilities  for  selected  services  and 
populations.  Certain  •*pubKc  health"  services  are  provided  to  the  entire 
population  through  this  method.  Infectious  disease  surveillance,  foreign 
quarantine,  and  mass  immtmizations  are  conducted  by  a  combination  of 
Federal  Government  and  State  health  agencies.  State  and  county 
governments  with  varying  types  of  help  from  the  Federal  Government, 
conduct  programs  of  education  in  maternity  and  child  care,  programs  in 
alcoholism  and  drug  abuse,  water  supplies  and  other  health  related 
activities  that  affect  children  and  pregnant  women.  They  also  implement 
school  breakfast  and  limcfa  programs,  which  subsidize  costs  of  school 
meals  for  all  children  and  provide  free  meals  to  low-income  families. 
Further,  whUe  they  are  seldom  classified  as  health  activities  in  government 
organization  charts,  activities  of  the  courts  and/or  penal  systems  regard- 
ing juvenile  offenders;  child  and  wife  abuse  or  neglect,  and  child  custody; 
State  and  coun^  programs  of  protective  services;  special  education 
pro-ams;  programs  of  mental  health  consiiltation  and  education  to 
schools  and  courts;  and  housing  also  bear  directly  on  the  health  of 
children  and  pregnant  women. 

State  and  local  governments  also  frequently  ofifer  a  range  of  special 
**pnblic  hcaUtfa**  services  to  low-income  individuals  and  particularly  to  low- 
income  ciiildrcn  and  pregnant  women.  Individualized  services  of  nurses, 
social  workers,  and  others  are  provided  to  pregnant  women,  parents,  and 
children  who  are  identified  by  other  health  care  providers,  schools,  or 
courts,  or  by  the  health  departments  themselves,  as  needing  such  services. 
State  air»d  local  governments  also  identify  low-income  individuals  and 
fi^-nriiK#>«  -who  aTC  eligible  for  housing  subsidy  programs  and  for  the 
Snpfrfemental  Food  Program  for  Women,  Infants  and  Children  (WIC) 
{aimed  directly  at  the  nutritional  needs  of  children  and  pr^;nant  women). 
Nurses  and  social  workers  sometimes  arc  based  in  health  centers 
supported  by  Federal,  State  or  county  grant  funds  (such  as  those 
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described  in  the  Federal  gnnt  system  above),  or  in  public  hospitals  and 
clinics  operated  directly  by  the  State  or  local  government. 

State  and  local  government  hospit^ds  and  clinics  also  provide  a  wide 
range  of  health  services,  primarUy  for  low-income  individuals  and 
families.  Such  facilities  are  seldom  restricted  to  serving  low-income 
individuals  and  families  only.  In  fact  they  are  sometimes  the  primary 
source  of  some  health  services,  such  as  emergency  services,  for  the  entire 
population  in  their  area.  However,  they,  like  the  centers  funded  by 
Federal  grants  in  Approach  2,  are  the  health  care  providers  of  last  resort 
for  anyone  who  has  no  private  health  insurance,  no  eligibility  for 
Medicare  or  Medicaid,  and  limited  or  no  ability  to  pay  for  health  care  out- 
of-pocket.  Indeed,  these  facilities  are  often  '*hc  primary  source  of  care  in 
many  areas  for  Medicaid  recipients  and  lower  income  individuals  and 
families  (even  for  some  with  private  insurance  coverage)  because  they 
serve  neighborhoods  or  areas  where  other  providers  are  scarce  or  absent 
or  because  Medicaid  or  Medicare  payment  levels  are  not  accepted  by 
other  providers.  These  State  and  local  providers  generally  collect  all  they 
can  from  Medicaid,  private  insurance,  and  individuals  but  are  funded 
largely  from  State  and  local  government  budgets.  Their  range  of  services 
reflects  directly  the  extent  of  investment  State  and  local  governments  are 
willing  to  make  in  them.  These  State  and  local  activities  are  far  more 
extensive  than  the  Federal  grant  activities  described  in  Approach  2  and 
indeed  are  the  recipients  of  many  of  those  grants. 

In  some  cases,  such  as  the  Denver  Hospital  Corporation,  a  municipal 
hospital  has  drawn  together  a  comprehensive  network  of  hospitals, 
neighborhood  health  centers,  and  satellite  stations,  through  which  State 
and  local  funds.  State  and  Federal  Medicaid  funds,  and  Federal  grant 
funds  of  various  kinds  are  coordinated  and  integrated.  They  may  also  be 
the  organizational  base  for  nurses  and  social  woricers  who  provide 
individualized  neighborhood  public  health  services  and  facilitate  other 
health-related  services  for  families,  such  as  food-stamp  and  WIC  eligibili- 
ty. In  such  instances,  the  State  and  local  public  provider  system  is  filling  in 
the  gaps  left  by  categorical  Federal  grant  programs,  by  Medicaid,  and  by 
private  pajrments.  The  success  of  the  Denver  system  is  attributed  to  the 
financial  support  given  it  by  State  and  local  governments. 

Finally,  public  providers  are  the  source  of  care  for  a  number  of  special 
populations.  State  and  local  governments  operate  facilities  and  provide 
health  care  for  orphans>  the  mentally  retarded,  the  mentally  disturbed, 
alcoholics  and  drug  abusers,  prisoners,  and  others.  Health  care  for 
children  and  pregnant  women  in  these  settings  is  almost  exclusively  paid 
for  by  the  State.  Similarly,  native  Americans,  veterans,  merchant  seamen, 
active  military  personnel,  and  in  some  cases  their  dependents,  are  offered 
care  directly  by  the  Federal  Government. 

Approach  5:  Voluntary  Giving 

Charitable  and  voluntary  actions  support  and  complement  the  other 
health  care  systems  in  several  important  ways.  First,  many  social  services 


arc  offered  especially  lo  low-income  individuals,  including  adoption 
services,  foster  care,  and  family  planning. 

S^:ond,  many  private  providers  of  care  offer  significant  amounts  of 
subsidized  services  to  low-income  individuals.  Private  hospitals  **write  ofT' 
as  bad  debts  the  costs  of  care  to  patients  who  do  not  pay  their  bills  and  the 
private  payment  system  in  part  reimburses  them.  In  some  cases  though, 
this  •^vrite-ofT'  occurs  only  after  professional  bill  collectors  have  been 
unable  to  collect,  and  action  hardly  seems  charitable.  In  other  hospitals 
collection  practices  are  less  stringent.  In  some  (largely  private  voluntary 
hospitals  and  clinics),  low-income  patients  are  accepted  for  care  at  a 
reduced  cost  or  no  cost  and  the  real  costs  arc  recovered  through  charitable 
donations,  "bad  debt"  subsidies,  and  other  subsidies  available  to  the 
mstitution.  Many  hospitals  and  clinics  operate  maternity  clinics  on  such  a 
basis.  In  fact,  some  services  of  this  sort  are  required  of  hospitals  that  have 
received  Federal  funds  for  hospital  expansion  under  the  Hill-Burton 
program.  Likewise,  many  physicians  and  other  professional  providers 
offer  reduced  rates  or  free  care  to  low-income  patients.  It  is  difficult  to 
measure  accurately  the  magnitude  of  services  offered  by  private  providers 
or  paid  for  by  charitable  contributions,  or  the  number  of  people  serve  i. 
Because  charitable  and  voluntary  services  clearly  are  limited  and  operate 
for  the  most  part  outside  government  influences,  they  do  not  serve  as  a 
base  for  expanded  services  to  children  and  pregnant  women  and  will  not 
be  discussed  further  except  by  reference.  However,  such  services  are 
clearly  a  factor  in  the  operation  of  current  and  future  financing  systems. 


WAYS  TO  IMPROVE  THE  FIVE  FINANCING 
METHODS  TO  FACILITATE  THE  BEST 
HEALTH  CARE  FOR  CHILDREN  AND 
PREGNANT  WOMEN 

Ideally  health  care  for  children  and  pregnant  women  should  have  the 
following  characteristics: 

•  Comprehensiveness:  All  the  services  most  appropriate  for  good 
health  should  be  available. 

•  Universal  accessibility:  All  children  and  pregnant  women  should 
have  access  to  these  services. 

•  Appropriate  provision  and  utilization:  The  services  should  be 
offered,  paid  for,  and  used  in  ways  most  appropriate  for  good 
health. 

The  method  of  financing  can  cither  discourage  or  facihtate  health  care 
of  this  kind. 


Comprehensiye  Care 

Comprehensive  care  for  children  and  pregnant  women  includes  many 
health  ca*---,  services  that  are  covered  by  private  insurance  for  only  some 
enrollees,  or  arc  not  covered  at  all. 
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Some  individuals  and  employers  purchase  vc.  -  comprehensive  coverage 
with  an  insurer  or  health  maintenance  c  ,  :  ^      on  that  pays  for  most 
medical  expenses  so  that  individuals  have         >     "y  little  out-of-pocket 
when  they  or  their  children  receive  me.i  .  -        '  . ^  .  P 
narrower  coverage  that  pays,  for  example,       .li  or  parr  of  hospital-based 
care  but  leaves  doctor  office  visits  and  other  medical  services  to  P*"* 
out-of-pocket  by  the  individual.  Most  insurance  is  designed  to  cover  high- 
cost  hospital  inpatient  care  and  to  avoid  the  additional  premiums  ^^^red 
to  cover  the  primary  care  in  doctors'  offices,  outpatient  chnics,  and  health 
centers  that  is  vitally  important  for  children  and  pregnant  women 
Because  of  the  deductibles  and  coinsurance  that  arc  part  of  this  type  ol 
insurance,  most  poUcics  pay  very  litUe  for  chiW  health  because  even 
routine  acute  care  for  a  child  in  the  doctor's  office  seldom  exceeds  the 
deductible.  With  regard  to  services  for  pregnant  women,  insurance  is 
available  that  specifically  excludes  coverage  for  maternity  care,  and 
insurers  are  free  to  Umit  the  benefits  they  cover  in  almost  any  way  they 
choose  and  to  further  limit  their  risks  by  excluding  preexisting 
conditions  or  placing  limits  on  how  much  they  wUl  pay  for  some  services, 
including  maternity  care,  .u  . 

In  addition,  insurance  offers  litde  coverage  for  services  that  arc  not 
related  to  an  acute  illness,  a  health  condition,  or  injury,  or  ttiai  are  not 
delivered  by,  or  under  the  direction  of,  a  physician,  or  that  have  a  high 
social  or  educational  (as  opposed  to  medical)  orientation.  Consequently, 
onvate  health  insurance  seldom  covers  preventive  care,  nicntal  health 
aire,  rehabiUtative  care,  social  services,  eyeglasses,  hearing  mds.  prescrip- 
tion drugs,  and  prosthetic  devices;  and  pays  nothing  toward  the  costs  of 
health  education,  social  services,  nutrition,  public  health  and  other 
activities  carried  out  by  State  and  local  government.  Also,  insurance 
seldom  pays  for  the  services  of  nonphysician  providers  of  care  unless  they 
are  employed  by  a  hospital  or  other  institutional  provider- 

As  a  result  of  these  various  insuring  practices,  many  Americans  pay 
most  of  their  biiis  out-of-pocket  for  such  critical  services  for  children  and 
preKnant  women  as  the  following: 

*^  ^  Well-child  and  prenatal  care,  health  screening  and  assessments, 
immunizations,  family  planning,  infertility  services,  stcnlizauon, 
abortion  and  contraceptives 

•  Routine  acute  care  for  children 

•  Counseling  and  guidance,  school  health  programs,  social  services, 
home  health,  homcmaker,  transportation,  day  care,  and  adoption 

FinallTof  ^urse,  the  private  payment  system  contributes  nothing  to  a 
variety  of  public  health  and  community  services,  such  as  clean  water  and 
sanitation,  education,  housing,  and  food  supplements. 

The  reasons  for  these  gaps  in  insurance  coverage  arc  related  to  the 
characteristics  of  the  private  insurance  system.  Insunmcc  coverage,  after 
all  is  marketed  to  employers,  employees,  and  mdividuals  based  on  what 
coverage  they  want  and  how  high  a  premium  they  are  willing  to  pay. 

HistoricaUy,  employers,  employees,  and  individuals  began  purchasing 
insurance  for  unexpected  high-cost  medical  needs  requinng  hospital  c^c. 
They  have  only  reccnUy  begun  to  purchase  insurance  for  doctors  otTice 
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care  and  for  many  of  the  lower  cost  and  routine  expenses  required,  for 
example,  in  well-child  care.  Few  people  are  willing  to  buy  insurance 
policies  that  cover  homemaker  services,  day  care,  social  services,  and 
other  services  that  seem  peripheral  to  the  high-cost  medical  care  most 
feared  by  enroUees,  and  which  may  not  be  **health  care"  at  all. 

Second,  insurers  and  purchasers  of  insurance  tend  not  to  insure  services 
that  seem  elective  in  nattire  and  apt  to  be  used  more  by  one  person  than 
another  for  reasons  of  personal  preference.  This  contributes  to  the 
exclusion  of  a  variety  of  services  ranging  from  oral  contraceptives  to 
maternity  care  and  mental  health  care  (particularly  psychoanalysis). 

Third,  insurers  hesitate  to  cover  services  when  they  can't  confidently 
predict  how  widely  they  will  be  used,  what  their  total  costs  to  the  insurer 
will  be,  and  how  high  the  premium  should  be  to  cover  them.  Services  that 
are  hard  for  insurers  to  define  exactly  and  that  can  be  ovenitilized  or 
"abt-sod"  by  providers  arc  also  put  in  this  category.  Preventive  services, 
counseling  and  guidance,  eyeglasses,  hearing  aids,  services  by  nonphysi- 
cian  providers,  and  other  services  are  often  therefore  excluded  or  limited 
in  arbitrary  ways.  These  services  are  especially  problematic  in  a  competi- 
tive insurance  market  where  premiums  must  be  kept  down  and  where 
there  is  little  room  for  error. 


Ways  To  Improve  Coaiprelieiisiveness  of  Private  Insurance 

•  The  first  step  toward  improving  comprehensiveness  of  insurance 
benefits  for  children  and  pregnant  women  is  to  define  standard 
services  that  are  the  most  appropriate  in  terms  of  the  health  of  the 
patient.  An  advisory  council  on  child  health  in  the  Office  of  the 
Secretary  of  DHHS  might  perform  this  role  if  the  council  included 
experts  in  health  care  and  insurance  (for  children  and  pregnant 
women)  as  well  as  representatives  of  the  major  purchasers  of 
health  care  and  insurance. 

It  is  clear  that  these  services  for  children  and  pr^nant  women  will 
include  many  that  are  not  likely  to  be  sought  out  and  purchased  in  the 
current  insurance  market,  and  not  likely  to  be  offered  by  private  insurers. 
Since  this  definition  of  services  is  opposed  to  marketing  and  insuring 
systems,  it  should  be  established  by  government  or  an  influential  agency. 

•  A  second,  and  more  diClcult  step  would  be  to  convince  or  require 
the  purchasers  of  insurance  to  pay  the  higher  premiums  required 
by  these  comprehensive  benefits,  including  the  costs  of  some 
socially  important  '^elective**  services  that  some  enroUees  know  (or 
believe)  they  will  personally  never  use.  Three  approaches  are 
possible.  First,  employers,  employees,  and  individuals  cculd  be 
required  by  government  to  purchase  standard  health  insurance 
coverages  and  include  critical  services  to  children  and  pregnant 
women  that  otherwise  might  be  omitted  by  en^loyer  or  employee 
choice.  So-called  "mandated"  national  health  insurance  proposals 
include  such  a  requiremenL  Second,  the  healUi  insurers  of  the 
Nation  could  be  required  to  include  the  critically  needed  services 
for  children  and  pregnant  women  in  any  pahcy  they  sell.  Third, 
government  could  offer  employers,  enq>loyees,  and  individuals 


some  incentive  for  voluntarily  buying  insurance  that  covers  thetM 
services,  through  increased  income  tax  deductions  or  credits  to 
offset  the  cost  of  the  portion  of  their  total  premium  attributable  to 
these  services. 

The  major  issiie  to  be  considered  in  selecting  any  of  the  above 
approaches,  of  course,  is  the  extent  to  which  a  mandatory  rather  than  a 
voluntary  approach  should  be  taken  with  regard  to  employers  and 
emloyees  and  also  with  individuals  who  must  purchase  nongroup 
coverage.  The  mandatory  approach  would  result  in  more  children  and 
pregnant  women  being  covered  for  comprehensive  services.  It  is  possible, 
however,  to  increase  the  number  who  would  purchase  comprehensive 
coverage  on  a  voluntary  basis  if  the  premiums  for  individuals  and  small 
sroups  were  subsidized  (as  suggested  below  under  universal  coverage). 

Further  changes  are  required  for  those  health  services  that  insurers  find 
difltcult  to  cover  even  when  purchasers  must  pay  or  are  willing  to  pay  for 
them.  If  private  insurers  were  required  to  cover  too  numy  services  whose 
costs  they  could  not  predict,  for  example,  they  would  be  hesitant  to  quote 
premiums  and  would  possibly  decline  to  sell  the  coverage  in  question. 
Ways  must  be  found,  for  example,  to  define  more  specifl<^y  reimbursa- 
ble counseling  services  and  services  provided  by  nonphysicians. 

«  A  start  might  be  made  by  requiring  insurers  to  reimburse  for  one 
extended  counseling  session  per  pregnancy  or  to  include  such  a 
session  as  part  of  specified  periodic  health  assessments  with 
additional  sessions  payable  when  certain  discuses  or  conditions 
arc  identified,  or  when  approved  through  a  peer  review  process. 
The  ultimate  problem  with  insuring  these  services  is  cost,  and  part 
of  the  solution  is  to  define  the  services  specifically  enough  so  their 
costs  be  predicted.  If  govermnent  were  to  require  that  such 
defined  services  be  insured,  they  might  also  establish  a  reinsurance 
mechanism  to  protect  insurers  against  the  possibility  that  govern- 
ment definitions  are  not  enforceable. 

•  The  private  payment  approach  might  also  contribute  to  paying  for 
services  now  provided  by  public  health  and  ccwmnunity  agencies. 
In  fact,  some  of  these  services  are  provided  on  an  individual  basis 
with  a  provider  rendering  a  specific  service  to  a  specific  patient. 
Such  services  might  be  covered  privately  given  better  definition  of 
the  service  and  possible  protection  through  reinsurance  as 
mentioned  above.  An  example  is  childhood  immunizations,  which 
might  be  covered  as  part  of  a  regular  health  assessment  office  visit- 
Many  of  these  public  health  and  commimity  services,  however,  seem 

not  reimbursable  on  an  individual  basis,  and  fundamentally  catsidc  the 
realm  of  private  insurance  as  now  conceived. 

•  As  a  means  of  financing  even  these  services  within  the  private 
payment  system  it  would  be  possible  to  require  insurers  to 
contribute  some  portion  of  their  premiums  to  government  for  use 
in  schools  or  other  govenmicnt  or  voluntary  agencies  to  support 
these  activities-  A  premium  tax  or  even  a  ^>eciflc  premium 
surcharge  based  on  the  number  of  children  and  pregnant  women 
in  a  State  or  area,  and  other  factors  might  be  levied  and 
earmarked  for  use  by  State  or  Federal  Crovemment  for  grants  or 
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fior  pftyoMttt  of  piiblie  pfovidm  to  pcifmm  these  services.  It  might 
be  mrgamd  that  uiere  is  a  cost  trade  off  between  such  public  health 
services  mad  the  costs  of  services  that  are  insured  (such  as  between 
Ihioridalioa  and  costs  of  dental  services)  and  that  insurers  could 
justifiably  be  required  to  contribute  to  the  costs  of  the  services. 


The  ooostraint  impoend  on  private  insurance  benefits  by  the  employer's 
and  en^loyee's  unwillingness  to  pay  larger  premiums  is  parallel  to  the 
l^islator's  unwillingness  to  appropriate  money  and  raise  taxes  for  health 
care  for  low-income  individuals.  In  addition,  defining  services  covered  by 
insurance  and  predicting  their  costs  are  also  problems  for  Medicaid. 

LOce  private  insurancr.  Medicaid  contributes  little  to  financing  public 
health  and  community  services. 

«  The  Medicaid  coverage  might  be  made  •  jnsistent  with  the 
coverages  required  or  encouraged  under  private  insurance  and 
also  made  to  include  additional  services  needed  by  children  and 
pregnant  women.  Medicaid  would  also  have  to  pay  for  these 
services  at  rates  comparable  to  those  paid  by  private  insiirers  to 
ensitfe  th^  are  in  fact  provided  to  patients. 
•  The  case  could  be  made  that  Medicaid,  like  private  insurers, 
should  pay  a  surcharge  of  some  type  to  si^iport  public  health  and 
community  services  that  cannot  be  reimbursed  effectively  through 


•  Medicaid  might  also  be  changed  to  require  that  all  States  establish 
"spend-down"  programs  for  children  and  pr^nant  ^  omen  in 
order  to  ensure  that  the  near^poor  have  at  least  some  protection 
against  catastrophic  costs.  States  mi^t  be  given  the  option  and 
encouraged  with  increased  Federal  matching  funds  to  substimte 
for  this  **spcnd-down**  program  a  private  insurance  premium 
subsidy  plan.  This  would  give  individuals  below  certain  incomes  a 
voucher  equivalent  to  the  worth  of  their  -spend-down,-  to  help 
pay  the  premiums  for  certified  private  insurance  plans.  This  would 
encourage  individuals  to  buy  insurance  that  covers  primaxy  care 
rather  than  rdyxng  solely  on  the  last-resort  catastrophic  protection 
of  the  **3pend-down**  piogram. 
These  changes  in  Medicaid  would  require  increased  Federal  and/or 
State  fimdiz^  Some  rdief  mig^t  be  given  Medicaid  if  services  to  patients 
with  both  Medicaid  coverage  and  private  insurance  coverage  (with 
improvements  as  suggested  above)  are  billed  to  the  private  insurance  first; 
that  is  if  private  coverage  were  "primary.**  The  added  costs  to  the 
Medicaid  program  m^t  eitfaer  be  assumed  by  the  Federal  Government 
or  divided  between  the  Federal  and  State  goveinments  by  a  matching 
formula.  As  with  private  insurance,  the  law  mi^t  require  States  to  expand 
Medicaid  coverages  as  a  condition  of  any  Federal  support  for  their 
Medicaid  program,  or  it  m^^t  make  it  a  voluntary  action  on  the  part  of 
the  State  government  with  an  increased  rate  of  Federal  matching  funds  to 


For  grmntees  mnd  public  providers  who  operate  basically  under  budgets 
set  by  government  grants  or  appropriations^  problems  of  defining 
coverages  in  order  to  determine  premiums  simply  become  management 
problems  of  identifying  those  people  who  can  be  hired  and  the  services 
that  can  be  provided  within  the  budget.  Tight  public  budgets  in  recent 
years  have  caused  some  of  these  programs  to  be  as  reticent  about 
providing  some  services  as  the  insurers,  even  though  such  programs  were 
established  and  continue  to  oHer  their  special  populations  a  variety  of 
services  seldom  conceived  of  in  insurance  policies. 

More  comprehensive  private  health  insurance  through  one  of  the 
mechanisms  suggested  above  would  offer  some  support  to  public 
providers  and  health  centers  because  they  would  be  able  to  collect  private 
insurance  payments  for  more  of  their  services  to  children  and  pregnant 
women  who  have  private  insurance  coverage.  In  addition^  if  Medicaid 
were  required  to  cover  these  same  services  and  to  offer  a  fairer 
reimbursement  for  services  to  children  and  pregnant  women,  these 
providers  would  be  helped  financially.  Hoii^ver,  many  of  the  providers* 
patients  have  no  private  insurance  and  no  Medicaid  eligibility,  and 
financing  comprehensive  services  through  these  providers  can  only  be 
accomplished  if  more  of  their  patients  are  covered  by  private  insurance, 
M^licaid,  or  the  increase  of  Federal  grants  and/or  pubUc  appropriations. 


Universal  Access:  Insurance  Coverage  for  All 

One  way  of  ensuring  financial  access  to  needed  care  for  all  children  and 
pregnant  women  is  to  ensure  that  all  have  insurance  coverage  for 
comprehensive  care  at  all  points  in  their  lives. 

The  existing  private  payment  system  leaves  many  children  and  pregnant 
women  without  coverage.  Medicaid,  government  grant  programs^  and 
public  provider  programs  are  aimed  primarily  at  these  populations  who 
are  unable  to  obtain  adequate  insurance  or  pay  for  their  health  care  out- 
of-pocket.  These  public  programs  do  not  reach  all  who  need  thent. 
however*  Both  private  and  public  systems  could  be  improved  in  order  to 
ensure  more  nearly  universal  insurance  coverage  for  children  and 
pregnant  women. 

According  to  the  1976  Household  Interview  Survey  by  the  National 
Center  for  Health  Statistics^  some  22.8  million  Americans  had  no  private 
health  insurance  and  no  Medicaid  coverage.  A  number  of  factors 
contribute  to  this  lack  of  coverage. 

Insurance  coverage  is  most  universal  among  employees  of  large  firms  or 
organizations  who  offer  group  health  insurance  that  is  far  less  costly  to  the 
individual  than  individually  purchased  insurance.  The  premium  is  lower 
for  such  plans,  and  usually  the  employer  pays  ail  or  part  of  the  premium 
on  behalf  of  the  employee.  Smaller  employers,  however,  esp>ecially  those 
whose  workers  use  more  health  care,  will  have  to  pay  higher  premiums  for 
the  same  insurance  and  are  more  likely  to  offer  no  insurance  or  very 
limited  coverage  and  to  require  that  the  employee  pay  more  of  the 
premiums.  Some  plans  allow  employees  to  •^opt  out**  of  such  coverage, 
and  most  plans  allow  the  emp^yte^  spouse  and  children  to  be  covered  or 
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DOC  aocording  to  the  wishes  of  the  employee.  Where  the  employee  pays  a 
liigbcr  portion  of  tbe  premium,  be  or  the  mey  elect  **self  only**  coverage 
and  exchidc  his  or  net  youee  and  children  or  may  elect  to  have  no 
co^eiane  at  aU  in  order  to  save  money. 

Individuals  who  are  part-time  or  seasonal  employees,  self-employed. 
wnempioyed,  or  employed  where  no  group  plan  is  offered  must  purchase 
individual  policies  firom  insurers  unless  they  qualify  for  Medicare. 
Medicaid  or  anmhtrr  ^ovenimeat  program.  Many  such  individuals  find 
the  costs  of  the  premiums  too  high,  and  purchase  no  insurance  at  all. 
Some  iadividuals  who  have  a  histMy  of  hu^  use  of  health  care  may  be 
refosed  insurance  by  insurers  or  offered  the  most  limited  coverage,  or 
coverage  exludittg  services  most  used  in  the  past. 

Scmie  ittswers,  prinuuily  the  Blue  Cross  and  Blue  Shield  (i^ans,  <^er  at 
least  mtmmal  health  insurant  protec^n  to  any  individual  or  group  who 
applies,  frequently  at  a  standard  premium  for  all  who  enroll.  This 
standard  premium  is  subsidized  from  a  portion  of  the  premiimn  charged  to 
large  fovorable-risk  employer  groups.  This  practice,  which  provides 
insurance  to  many  individuals  and  high-risk  groups  who  otherwise  could 
iiot  obtain  or  afTocd  coverage  is  a  historic  practice  of  some  insurers  and  is 
increasingly  being  required  of  Blue  Cross  and  Blue  Shield  insurers  by 
State  governments.  However,  it  the  case,  even  with  this  practice, 

that  inMirance  coverage  for  individually  insured  persons  and  small  and 
hif^riMk  groups  is  narrower  and  has  had  higher  premiums  than  that  for 
larger  groups,  and  that  a  higher  proportion  <^  persons  in  this  category  has 
no  health  insurance  or  only  very  limited  insurance  protection.  On  the 
average,  the  lower  income  individuals  and  their  families  who  are  less  able 
to  afford  individual  insurance,  are  also  those  less  likely  to  be  covered  by 
employer  grot^  insurance  where  the  cost  to  the  individual  is  lower. 

Ways  To  Improve  the  UirimsaBty  of  Private  Inennmce  Coverage 

m  Insurers  might  be  required  by  government  to  offer  insurance  for 
standard  services  for  children  and  fwegnant  women  at  a  reason- 
ahks  premium  to  all  individuals  or  groups  who  request  it. 
This  would  require  insurers  to  subsidize  in  some  way  their  rates  for 
individuals  and  smaD  groups.  As  indicated  earlier,  the  current  competition 
among  private  insurers  for  group  enrcrflees  malws  it  risigr  for  them  to  add 
enough  cost  to  the  premiums  of  their  large  group  subscribers  to  subsidize 
adequately  the  lower  premiums  that  would  make  good  coverage  more 
affbrdaUe  to  individuals  9md  small  groups.  However,  if  mU  insurers  were 
tcxiMiiiwf  to  subsidize  comparably  and  all  were  required  to  enroll 
iadivichials  and  small  groups  regardless  ot  risk,  the  problems  of  competi- 
tive disadvantage  would  be  minimized. 

The  subsidy  itself  could  be  accomfrfxshed  in  a  number  of  ways.  All 
insurers  could  be  required  to  collect  a  government-levied  surcharge  on  all 
laige-groap  businesses  and  use  these  surcharge  dollars  to  offer  a  **bclow- 
oost"  premsum  to  individuals  and  small  groups.  The  surcharge  could  be 
set  to  ke^  the  premium  down  to  lOQ  to  150  percent  of  a  large-group 
premium-  Alternatively,  government  could  go  even  further,  and  require 
iosacanoe  cocnpenies  to  offer  **commnnity-rated**  plans  to  aU  employers. 
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employees  and  individuals  in  a  State  or  area.  A  "community  rate"  is  the 
same  for  all  people  in  the  community  area.  Both  of  these  approaches 
would  eliminate  or  ease  the  mtich  higher  costs  of  insurance  for  individuals 
and  small  groups  than  for  large  groups  and  thereby  make  coverage  more 
affordable  for  many. 

The  subsidy  concept  co»i^vi  be  taken  still  further  to  reduce  the  cost  of 
insurance  premiim:is  for  lo'sv-income  Americans  to  below  that  paid  by 
higher  income  Americans.  The  new  labor  imion  national  health  insurance 
proposal  includes  the  requirement  that  employers  pay  and  insurers  coUect 
**wage-related  premiums"  such  that  the  employer,  employee,  and  individu- 
al pay  the  insurer  a  percentage  of  individual  income  rather  than  a  flat 
premium.  Under  this  approach,  low-income  Americans  would  pay  lower 
premiums  subsidized  by  the  higher  premiums  of  higher  income  Ameri- 
cans. Those  who  are  eligible  for  welfare.  Aid  to  Families  with  Dependent 
Children,  Supplemental  Security  Income,  or  current  Medicaid  would  have 
their  private  insurance  premiimis  paid  direcdy  by  State  and  Federal 
Government.  Such  extensive  subsidies  would  make  private  insurance 
more  affordable  to  low-income  Americans  and  would  make  coverage  of 
children  and  pregnant  women  more  nearly  universal. 

Federal  and  State  Government  could  make  the  private  payment ^stem 
cover  more  women  and  children  by  the  following  methods,  in  addition  to 
these  subsidized  coverages: 

•  Providing  tax  incentives;  requiring  aff  employers,  employees,  and 
individuals  to  purchase  certified  insurance  plans  for  children  and 
pregnant  women;  or  requiring  all  insurers  to  include  the  standard 
services  in  all  pohcies  sold.  This  is  the  same  set  of  alternatives 
suggested  above  for  making  private  insurance  coverages  more 
comprehensive. 

•  Operating  State  government  insurance  placement  offices  to  help 
small  groups  and  individuals  seiect  and  enroll  in  private  insurance 
plans  or  seek  ehgibility  for  Medicaid. 

•  Requiring  employers  and  individuals  to  include  their  spouses  and 
all  their  children  in  their  own  insurance  plan. 

»  Requiring  that  group  insurance  coverage  be  extended  to  former 
employees  and/or  their  famihes  for  90  days  after  termination  of 
employment,  death,  or  divorce. 

•  Requiring  insurers  to  allow  their  em-ollees  to  convert  their  group 
health  insurance  to  individual  coverage  when  they  leave  an 
employer  group. 

How  Medicaid,  Public  Providers  and  Grantees  Can  Smprove 
.  Unhrersaltty  of  Coverage 

As  long  as  health  insurance  is  in  any  way  contingent  on  emplojrment, 
on  actions  by  the  iudividual  to  seek  out  and  purchase  coverage,  or  on 
eligibility  for  Medicaid  based  on  income,  people  will  fall  into  the  cracks. 
An  approach  that  requires  employers,  employees,  and  individuals  to 
purchase  insurance,  and/or  requires  insurers  to  sell  coverage  that  complies 
with  standards  such  as  those  above  will  result  in  more  universal  and 
continuous  coverage  for  middle-income  Americans,  but  many,  and 
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<%pfriany  lower  income  individuals*  will  still  not  be  able  to  aiford 
coverage. 

To  pcoyide  for  these  individuals.  Medicaid  might  be  expanded  in  ways 
«w«aay  to  those  proposed  in  the  Child  Health  Assurance  Program  (CHAP> 
by: 

m  Removing  all  categorical  eligibility  requirements  for  children  and 
pregnant  women 

m  Setting  n^^tionally  uniform  income  eligibility  standards  at  a 

percentage  of  the  poverty  level 
m  Removing  all  assets  requirements  for  eligibility 
The  public  providers  and  grantees  should  contintw  to  provide  services 
to  the  children  and  pregnant  women  who»  despite  improvements  in  the 
private  payment  systems  and  Medicaid,  are  still  without  insurance 
coversffc  ^ven  if  only  for  a  short  period*  To  the  extent  that  more  children 
and  x^rcgnant  women  are  insuired  under  Medicaid  and  the  private  system, 
the  burden  on  public  providers,  grantees,  and  voluntary  providers  would 
be  lessened,  and  the  costs  of  more  of  their  services  m^|it  be  collectable 
from  these  public  and  private  insurers. 

m  One  approach  to  stabilizing  the  financing  of  these  providers  would 
be  to  require  all  insurers  in  the  State  or  area  to  collect  a 
government-levied  surcharge  that  the  State  would  contribute  to 
public  providers,  grantees,  and  voluntary  providers,  because  many 
of  their  uninsured  patients  are  individuals  who  are  caught  in  the 
gaps  inevitable  in  an  employer-group-based  private  insurance 
system. 


Universal  Access:  Affordable  Care  for  All 

Affbrdabk  Out-af-Pockct  Costs 


Private  payment  for  financing  care  at  present  results  in  children  and 
pregnant  women  paying  out-of-pocket  the  costs  of  some  desirable  services. 
Many  of  these  out-of-pocket  costs  would  disap>pear  if  the  services  covered 
were  made  more  comprehensive  and  insurance  coverage  were  made  more 
universal  through  the  approaches  suggested  above.  Some  major  causes  of 
out-of-pocket  costs  would  remain,  however,  and  the  desirabihty  of 
covering  these  Cv^vs  for  various  services  should  be  considered. 

The  major  causes  of  out-of-po^et  costs,  ^ven  comprehensive  and 
universal  coverages  are  (1)  "cost-sharing**  provisions  of  public  and  private 
insurance  programs,  and  (2)  insurance  payment  practices  that  leave  the 
patient  Hs^le  for  provider  charges  above  or  below  set  amounts  or 
schedules- 

Cost-Sharing  is  the  major  source  of  out^f-pocket  costs  under  conq^- 
hensive  insurance  programs.  Deductibles  and/or  coinsurance  are  used 
almost  universally  in  private  insurance  plans,  and  vary  greatly  in  size  from 
plan  to  i^an.  Some,  for  example;  require  the  individual  to  pay  a  deductible 
of  a  fixed  amount,  such  as  $150,  bcrfbre  the  insurance  pays  anything,  and 
then  to  pay  a  portion  (or  ^coinsurance^,  such  as  25  percent,  of  all  the 
costs  over  Uic  deductible  in  a  year. 
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The  deductible  mechanism  seems  especially  likely  to  discourage  some 
of  the  types  of  health  services  most  used  and  needed  by  pregnant  women 
and  children,  becau^  it  does  not  pay  for  services  untU  the  deductible 
amount  is  reached*  This  in  fact  means  that  most  well-child  care,  and  even 
ro»idne  acute  care  in  the  doctor^s  office,  the  cost  of  which  seldom  exceeds 
the  usual  $100-S1SO  deductible,  is  always  paid  out-of-pocket.  It  can  also 
m^^rk  that  the  pregnant  woman  must  pay  the  total  cost  of  her  first  prenatal 
visits  and  only  get  insiirance  help  later  on.  In  both  cases,  the  regular  and 
early  services  that  are  most  desirable  for  good  health  care  are  financed  less 
well  by  the  insurance* 

Insurance  plans  also  include  a  variety  of  other  practices  that  result  in 
higher  out-of-pocket  payments  by  patients.  Private  insurance  programs 
often  establish  a  speofic  amount  they  will  pay  for  each  specific  service  of 
physicians  and  other  professional  providers,  and  sometimes  for  hospital 
and  other  institutional  services  as  well,  and  some  insurers  limit  payment  to 
**usual  and  customary**  charges  for  professional  providers. 

In  addition^  insurance  and  Medicaid  programs  often  place  limits  on  the 
total  amoxmt  they  will  pay  for  some  types  of  services  (e.g-,  mental  health 
services)  or  on  the  ntmiber  of  certain  services  for  which  they  will  pay  (e-g., 
one  pair  of  glasses  every  two  years)*  They  may  also  establish  claims 
reviews  or  •^peer  review**  procedures  to  determine  whether  specific  services 
provided  to  a  patient  were  necessary  or  appropriate*  In  cases  where  these 
limits  are  exceeded  or  the  review  determines  the  services  were  not  needed, 
the  insurer  or  Medicaid  may  refuse  to  pay*  These  practices  can  leave  the 
privately  insured  patient  to  pay  out-of-pocket  the  portion  of  the  physician 
or  hospital  charges  not  met  by  the  insurance  payment  for  covered  services. 
In  some  cases  these  amounts  can  be  very  large. 

These  variations  amd  limitations  on  insurance  payments  mean  that  the 
amount  individuals  must  pay  out-of-pocket  for  services  varies  enormous- 
ly; consequently  the  financial  disincentive  varies  for  various  services  and 
different  individuals.  Ironically,  lower  income  individuals  end  up  paying 
more  out-of-pocket  on  the  average,  and  preventive  services  and  primary 
care,  generally  high-priority  concerns  for  pr^jMtnt  women  and  children, 
are  paid  for  mostly  out-of-pocket* 

If  "affordabiiity''  is  a  necessaiy  objective  for  making  health  care 
accessible  to  children  and  pregnant  women,  then  these  payment  practices 
can  constitute  serious  obstacles. 

Ways  to  Improve  Alfordability  of  Out-of-Pocket  Costs  Under  Pri^^ate 
Health  Insurance 

It  would  be  costly  in  several  respects  to  eliminate  cost-sharing  practices 
such  as  deductibles  and  coinsxirance  from  insurance.  First,  because  most 
Americans  each  year  never  use  their  full  deductible  amount,  most  of  the 
relatively  small  bills  they  pay  for  services  are  never  processed  by  insurers. 
If  insurers  had  to  process  and  pay  all  or  part  of  all  of  these  small  claims 
from  all  Americans,  the  administrative  burden  (and  cost)  would  be  greatly 
increased.  Second,  the  premium  would  have  to  be  greatly  increased  to 
cover  these  payments.  Indeed  it  could  as  much  as  double  the  premium. 


518 


523 


A  number  of  steps  could  be  taken,  however,  to  make  the  cost  more 
affordable. 

m  Insurers  might  be  required  to  soAcn  the  discouraging  effect  of  the 
deductible  mechanism  at  the  time  care  is  sought  by  using  the  type 
of  health  credit  card**  arrangements  included  in  several  recent 
national  health  insurance  proposals.  These  would  require  insurers 
to  process  and  pay  the  provider  directly  for  all  health  claims  for 
covered  services  using  the  patient*s  card  and  then  bill  the  patient 
for  any  coinsurance  or  other  liability  on  his  parL  This  would  both 
lessen  the  costs  the  patient  would  face  and  delay  his  payment 
(periiaps  through  30-^  6<K,  or  90-day  credit  terms)  until  after  the 
services  are  sou^t  and  rendered* 
♦  Alternatively,  insurers  could  be  required  to  cover  some  designated 
services  such  as  preventive  services  generally,  and  prenatal  and 
well-child  care  ^>ecifically,  without  deductibles  or  without  both 
deductibles  and  coinsurance. 
Other  insuring  practices  that  increase  out-of-pocket  costs  could  also  be 
changed  by  requiring  that  insurers: 

m  Set  no  limits  on  the  nimiber  or  cost  of  types  of  services  offered  to 
children  and  pregnant  women  except  those  specified  in  the 
defined  standard  services  as  suggested  above. 
m  Negotiate  acceptable  fee  schedules  or  other  payment  arrange- 
ments with  providers  for  their  services  to  children  and  pregnant 
women  and  provide  their  enrollees  with  lists  of  the  providers  who 
agree  to  these  fees.  This  parallels  the  '^participating  provider" 
agreements  n^odated  by  Blixe  Cross  and  Blue  Shield  plans.  These 
negotiated  agreements  could  also  include  a  mutually  agreeable 
f        process  for  the  provider  and  insurer  in  which  services  later  judged 
unnecessary  would  not  be  biUed  to  the  patient. 
m  Alternatively,  insurers  and  providers  could  be  required  to  negoti- 
ate such  participating  provider  agreements  to  cover  only  those 
^>ecific  services  to  children  and  pr^pant  women  for  which  any 
out-of-pocket  payment  by  the  patient  unduly  discourages  access, 
such  as  preventive  services  generally  and  prenatal  and  well-child 
care  in  particular. 

Ways  Medicaid  and  Public  Providers  Can  Improve  the  AJfordability 
of  Care 

Many  State  Medicaid  programs,  like  private  insurers,  also  set  very  low 
fees  for  physicians  and  set  limits  on  the  amount,  duration,  and  scope  of 
services  covered  as  a  way  of  saving  Federal  and  State  revenues.  Because 
in-oviders  must  accept  the  Medicaid  payment  as  payment  in  full  if  they 
treat  a  Medicaid-eligible  person,  many  physicians  siiiq>ly  refuse  to  take 
Medicaid  patients.  There  is  also  evidence  that  some  providers  accept  the 
lower  fee  but  offer  skimpier  services  in  return. 

In  addition,  the  practice  of  many  public  and  private  voluntary  providers 
of  billing  uninsured  patients  a  variable  fee  based  on  their  income  is  really 
also  a  form  of  cost-sharing,  thougb  more  equitable  perhaps  than  a  flat 
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deductible  or  coinsurance  unrelated  to  income.  This  practice  raises  a  more 
troublesome  issue,  however.  These  varying  fee  schedules  for  people  whose 
incomes  make  them  ineligible  for  Medicaid  arc  in  fact  a  me^  of 
liberalizing  health  care  for  some  people  and  providing  an  alternative  to 
buying  private  health  insurance.  In  some  cases,  such  as  facilities  supp>orted 
by  the  Maternal  and  ChUd  Health  Service,  the  Federal  program  seems  to 
intend  this  liberalization  for  specific  groups  such  as  mothers  and  children. 
In  other  cases,  programs  seem  to  have  been  intended  more  to  start  up  or 
demonstrate  a  system  of  health  care,  rather  than  to  sxibsidize  care  on  an 
ongoing  basis.  This  seems  to  be,  in  fact,  an  area  of  unresolved  public 
policy.  Perhaps  the  chronic  imderfunding  of  these  grant  programs  (which 
are  small  enough  in  the  Federal  budget  to  be  overlooked)  and  of  public 
providers  reflects  this  ambiguity.  There  arc,  of  course,  always  exceptions 
that  prove  the  rule.  In  some  cases,  such  as  r>enver,  where  the  public 
provider  is  respected  for  efficiency  and  quality,  the  State  and  local 
government  seems  to  have  chosen  purposely  to  improve  the  financial 
accessibility  as  well  as  the  geographic  accessibility  of  services  to  all 
citizens  through  the  public  provider  ^stem. 

In  dealing  with  these  issues  in  Medicaid  and  among  public  providers 
and  grantees.  Medicaid  miglht  be  changed  in  several  ways: 

•  Require  that  no  limits  be  set  on  amount,  duration,  and  scope  of 
services  that  are  offered  to  children  and  pregnant  women,  except 
those  specified  in  the  defined  standard  services. 

•  Require  Medicaid,  like  private  insurers,  to  negotiate  with  provid- 
ers fee  schedules  or  other  payment  arrangements  that  the 
providers  will  accept  as  payment  in  full  for  their  servic^  to 
children  and  pregnant  women  and  to  provide  Medicaid  eligibles 
with  lists  of  these  providers. 

•  Alternatively,  require  that  such  "participating  provider"  agree- 
ments extend  only  to  those  services  for  which  any  out-of-pocket 
payment  imduly  limits  access. 

These  changes  would  make  Medicaid  operate  in  a  manner  more  nearly 
paraUel  to  the  private  insurance  system  and  give  less  reason  for  providers 
to  discriminate  against  Medicaid  patients.  j 

Given  the  expanded  private  insurance  coverages  and  expanded  Me<li- 
caid  coverage  suggested  above,  one  might  argue  that  ideaUy  there  should 
be  less  need  for  grant  programs  to  subsidize  ongoing  services,  and  for 
appropriations  for  the  services  of  pubUc  providers.  Since  there  will  always 
be  individuals  without  coverage  and  since  grant  programs  and  pv.bhc 
providers  are  critical  for  resource  development  and  in  other  roles  (see 
below),  the  following  changes  might  be  considered: 

•  Grantees,  public  providers,  and  volimtary  programs  should  charge 
the  full  costs  for  their  services  to  all  patients  in  order  to  encourage 
individuals  to  enroll  in  certified  private  insurance  programs  and 
subsidize  costs  of  care  only  in  cases  where  no  insurance  could  be 
purchased,  for  example,  among  illegal  aliens. 

«  Alternatively,  if  Medicaid  and  private  insurance  are  not  extensive 
enough  to  justify  the  above  stringency,  voluntary  programs  and 
pubUc  providers  should  be  required  or  encouraged  to  use 


520 


graduated  fee  scales  that  impose  no  financial  barrier  to  preventive 
and  other  needed  services, 

**Affordable^  to  Society 

Given  the  rate  of  increase  in  health  care  costs  in  the  United  States  and 
the  growii^  ccmcem  of  employers^  labor  unions,  and  government  about 
these  costs*  it  is  important  to  consider  how  the  various  approaches  to 
health  care  financing  mi^t  affect  the  affordabih^  of  health  care  and 
health  insurance  for  the  institutions  that  purchase  most  of  it.  Indeed,  if 
health  insurance  premiums  or  government  expenditures  rise  to  the  point 
where  programs  arc  cut  back,  the  result  will  be  reduced  insurance 
coverage  and  less  affordable  care  for  children  and  pregnant  women. 

The  rising  costs  of  health  care  and  insurance  are  leading  to  a  number  of 
new  and  experimental  ai^>roaches  by  private  insurers  in  attempts  to  keep 
costs  down*  These  range  from  programs  of  utilization  and  claims  review  to 
various  innovative  insurance  plans.  For  exan^le,  in  one  widely  discussed 
program  by  the  SAFECO  Insurance  Co^  the  insurer  contracts  with  a 
limited  number  of  primary  care  physicians  who  provide  basic  care  to  all 
enroUees  in  the  plLr^  and  in  turn  refer  patients  to  any  specialist  that  a 
particular  health  problem  may  require.  The  primary  care  physicians 
receive  an  cnd-of-year  bonus  from  the  insurance  plan  that  decreases  as 
more  specialist  and  hospital  services  are  used.  Under  this  arrangement  the 
enroUee  agrees  to  a  lixnited  choice  of  doctors,  the  doctors  are  given  an 
incentive  to  limit  the  use  of  higiher  cost  specialist  and  ho^ital  services, 
and  a  lower  premium  can  be  offered  to  the  enrollee. 

The  most  widespread  variation  on  standard  health  insurance  today  is 
the  health  maintenance  organization*  In  these  organizations  the  incomes 
of  doctors  are  greatfy  affected  by  whether  the  costs  of  health  care  of  the 
enroUees  are  higher  or  lower  than  the  premiums  collected.  Their  incomes 
can  be  increased  if  fewer  high-cost  healtn  services,  such  as  hospital  care, 
are  used. 

HMO  enroUees  are  widely  acknowledged  to  use  fewer  high-cost  health 
services,  especiaUy  hospital  days.  As  a  result,  HMO^s  are  able  to  offer 
broader  insurance  coverage  than  usiial  at  the  same  premium.  The  HMO 
concept  of  prepaid  capitation  to  providers  for  enroUed  individuals  seems 
cspeciaUy  a{^licable  to  health  care  for  children  and  pregnant  women. 
m  The  government  might  identify  "packages'*  of  routine  services 
appropriate  for  children  and  pregnant  women  and  negotiate 
payment  amounts  for  these  packages.  Insurers  might  then  be 
required  to  pay  a  capitation  fee  covering  these  services  to  the 
provider  of  choice  for  csuch  of  its  eiuoUed  children  or  pregnant 
women  and  require  reports  to  ensure  services  are  provided.  The 
pending  CHAP  proposal  includes  such  a  concept  for  Medicaid. 
By  organizing  their  services  most  efficiently  the  primary  care 
provider  may  lower  costs,  and  the  need  to  maintain  his  enrollment 
of  capitated  patients  would  help  ensure  quali^  care.  Reinsurance 
arrangements  might  be  established  to  protect  providers  from 
**adverse  selection**  in  this  tyfw  of  enrollment-caqjitation  approach. 
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In  the  face  of  rising  costs,  it  is  necessary  to  use  the  most  cos^efTective 
means  of  providing  care^  or  at  a  minimum  to  be  sure  that  the  financing 
arrangements  do  not  encourage  less  cost-eflective  care.  For  example,  it 
may  be  that  some  routine  screening  immunizations  can  be  provided  at 
lower  cost,  and  with  nearly  equal  efTectiveness,  on  a  mass  basis  through 
schools  or  other  community  institutions  than  on  an  individual  basis  in  the 
doctor^s  or  dentist^s  office*  It  would  be  unfortunate  to  include  these 
services  in  insurance  plans  in  ways  that  encourage  children  and  pregnant 
women  to  obtain  these  services  in  doctor's  offices  instead  of  through  mass 
programs  (or  in  addition  to  mass  programs). 

•  Services  that  could  be  best  provided  on  a  public  health  basis  might 
be  identified  by  government  and  financed  by  matching  govern- 
ment revenues  and  the  private  insurance  surcharge  revenues 
mentioned  earlier,  based  on  numbers  of  children  and  pregnant 
women  insured.  The  State  might  use  public  providers  or  other 
agencies,  for  example,  to  operate  a  schooKbased  system  of 
preventive  health  services  for  children  with  referral  arrangements 
to  other  providers*  The  potential  for  ensuring  universal  access  to 
these  services  through  such  an  approach  is  compelling  in  addition 
to  its  cost  effec^veness. 

The  r^onalization  of  services  also  has  the  potential  for 
improving  cost  effectiveness  of  services  to  children  and  pregnant 
women*  Pediatric  and  maternity  care  are  vexy  amenable  to 
regionalization  ranging  from  multiple  sites  for  selected  routine 
screening  and  preventive  services  at  one  level  to  primary  acute 
care  and  health  assessment  sites  at  another  level,  to  general 
inpatient  facilities  and  to  a  limited  number  of  highly  specialized 
inpatient  facilities,  A  school-based  public  provider  system  as 
suggested  above  may  well  be  most  appropriate  for  the  first  level; 
the  enroUment-capitation  approach  through  HMO^s,  individual 
physicians,  centers,  or  clinics  described  above  may  well  be  most 
appropriate  for  the  second;  and  a  classic  fee-for-service  reim- 
bursement approach  best  for  institutional  care. 

•  State  government  and  health  planning  agencies  might  be  required 
to  establish  regional  plans  that  offer  these  levels  of  services,  and 

•  Insurers  might  be  required  to  reimburse  institutions  only  for 
services  appropriate  to  their  level  of  care  as  opposed  to  less 
specialized  levels  of  care.  They  might  further  be  required  to  reflect 
the  level  of  care  (and  attendant  overhead  costs)  in  the  reimburse- 
ment rates  they  negotiate  with  the  providers.  This  could  help  solve 
difficult  issues  of  fair  reimbursement  for  both  ambulatory  and 
inpatient  services  for  children  and  pregnant  women  by  focusing 
on  the  specific  costs  of  these  |>atients  separate  fi-om  the  rest  of  the 
population,  and  distinguishing  between  levels  of  care  for  them. 

Any  discussion  of  the  long-term  affordability  of  health 
insurance  and  health  care  for  children  and  pregnant  women  could 
of  course  cover  the  entire  range  of  cost  containment^  procompeti- 
tive,  and  other  existing  or  proposed  incenuve  and  regulatory 
programs  in  the  national  health  insurance  debate.  Such  a 
discussion  is  beyond  the  focus  of  this  paper.  Moreover,  implemen- 


tation  of  many  demexits  of  these  programs  is  best  done  for  the 
entire  pc^tilation  and  not  just  childnm  and  pregnant  women 
because  they  migiht  preclude  providers  from  caring  for  children 
and  pr^nant  women  in  the  interest  of  populations  where  there  is 
less  regulation,  less  red  tape,  or  more  customary  ways  of 
operating- 

//ow  Medicaid,  Federal  Grantees  and  Public  Providers  Can  Improve 
the  AJTordahility  of  Care 

The  Medicaid  program  includes  all  the  problems  and  opportunities  of 
private  insurers  with  regard  to  affordable  services*  Medicaid  regulations 
might  well  be  changed  to  require  State  programs  to  operate  in  ways 
parallel  to  those  proposed  above  for  private  insurers,  including: 

•  Paying  providers  on  a  capitation  basis  for  defined  packages  of 
services  to  children  and  pregnant  women  who  are  enrolling  with 
them,  as  suggested  in  CHAP. 

•  Paying  a  surcharge  based  on  the  number  of  women  and  children 
enroLed  to  help  finance  ^public  health^  services* 

m  Reiml  cursing  only  for  services  and/or  providers  approved  in  a 
State  regionalization  plan,  and  at  rates  appropriate  to  the  level  of 
services  (and  attendant  overhead  costs)  approved  in  the  plan. 
Federal  grant  programs  imder  this  approach  mig|it  well  be  freed 
&om  paying  for  ongoing  care,  and  required  to  invest  more  of  their 
resources  in  demonstrating  more  cost-effective  care  or  new 
patterns  of  organization  and  delivery  consistent  with  regionaliza-^ 
tion* 

Finally,  using  the  surcharge  and  matching  fimds  described  above  plus 
other  State  and  Federal  funds  already  used  for  these  purposes.  States 
might  use  public  providers  or  contracts  with  private  provider  organiza- 
tions (including  maternal  and  child  health  centers,  hospitals,  or  founda- 
tions for  medical  care)  as  mentioned  above,  to: 

m  Provide  or  coordinate  services  on  a  ^public  health^  basis  to  all 
children  and  pregnant  women  in  their  area  or  school  district  using 
the  schools.  Head  Start  centers,  or  other  locations  that  ensure 
maximum  cost  effectiveness  and  widest  utilization  of  services. 


Universal  Access:  Provider  Availability 

There  is  little  in  the  traditional  private  insurance  system  to  encourage 
providers  of  health  care  to  go  where  they  are  most  needed.  In  fact,  by 
using  usual  and  customary  fees  to  pay  physicians,  private  insurers 
reinforce  the  historical  pattern  of  lower  fees  and  incomes  of  physicians  in 
rural  practice  and  perhaps  increase  the  disincentives  to  physicians  to  move 
to  these  underserved  areas.  Private  insurers  will  not  offer  higher  fees  or 
other  enticements  to  physicians  or  other  providers  to  offer  services  where 
they  are  most  needed.  The  fact  is  that  private  insurers  largely. do  not  see  ft 
as  their  responsibih^  to  fill  this  function.  Both  private  insurance  and  ow  * 
of-pocket  payments  contribute  heavily  to  the  capital  formation  needed  to 
expand  or  introduce  new  health  services.  Provider  charges  and  budgets 
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include  funds  for  repayment  of  loans  and  mortgages  and  accumulation  of 
capital  for  further  expansions.  Private  payments  contribute  to  such 
expansion^  bat  little  in  the  private  payment  system  at  present  encourages 
the  use  of  these  funds  for  services  in  areas  that  need  them  most- 
There  are  some  xelativdly  recent  exceptions  to  this  rule,  however.  Health 
maintenance  organizations,  which  arc  private  insurance  plans,  contract 
with  thetr  enrollees  to  provide  not  just  payment  for  covered  services  but 
health  services  themselves-  HMCs  do  assume  a  responsibility  for 
providing  reasonal^e  access  to  their  services  for  their  enrollees  and,  in  fact 
would  and  do  lose  their  enrollees  if  they  fail  to  meet  this  responsibility. 
Some  HMO's  have  been  able  to  make  care  accessible  in  iimer  city  areas, 
and  ind^>endent  practice  association  or  foundation-type  HMO's  have 
promise  for  «**»iHTig  care  accessible  in  rural  areas.  The  latter  coordinate 
atwl  finance  care  of  physicians  working  out  of  their  own  offices  througjh 
central  referral,  inpatient  and  administrative  services. 

Tn  addition,  while  private  insurers  do  little  to  attract  providers  to 
underserved  areas,  they  are  becoming  increasingly  involved  in  efforts  by 
health  planning  agencies  to  limit  the  provision  of  more  services  in  areas 
wiiere  they  arc  not  needed.  Some  private  insurers,  notably  Blue  Cross  and 
Blue  Shield  f^ans,  n^odate  independently  with  ho^tals  over  proposed 
new  services  and  the  level  of  payment  to  these  hospitals.  But  ho^itals  are 
free  in  these  situations  to  reject  the  insurer's  proposals  and  bill  patients 
insured  by  these  carriers  directly  for  aH  their  charges,  e^>eciany  if  the 
insurer  covers  only  a  small  percentage  of  the  ho^itaTs  patients.  These 
unfortunate  patients  or  their  health  insurance  group  may  then  enroll  with 
a  different  insurer  in  order  to  '*deal-  with  the  hospitaL  This  places  severe 
limits  on  the  pressure  the  insurer  can  exert.  For  this  and  other  reasons, 
insurers  cannot  be  expected  to  refuse  payment  to  providers  whose  services 
are  not  consistent  with  State  or  local  health  planning,  as  Medicare  and 
Medicaid  t^-n^  unless  the  law  requires  it. 

Medicaid  (and  Medicare)  operates  in  many  respects  like  private  insurers 
such  as  Blue  Cross  and  Blue  Shield  except  that  they  are  in  a  position  to 
bargain  more  rigorously  with  hospitals  and  other  institutional  providers. 
Medicare  and  Medicaid  can  and  do  refuse  payment  for  costs  of 
unnecessary  services  and,  by  law,  they  will  not  pay  for  services 
inconsistent  with  State  and  local  health  planning  activities. 

Medicare  and  Medicaid  also  have  authority  to  pay  HMO's  to  enroll 
their  beneficiaries  and  to  experiment  with  financing  arrangements  that 
might  encourage  providers  to  offer  better  access  to  their  beneficiaries. 

Haw  Public  Providers  and  Grantees  Can  Help  Improve  Availability 

Oovemment  grants  and  public  provider  financing  are  the  most  direct 
re^>onses  to  access  problems.  Federal  and  State  Governments  give  ^ants 
and  States  and  local  governments  operate  health  care  facilities  in  inner 
city  and  rural  areas  where  capital  formation  and  investment  from  the 
private  payment  system  is  difficult  or  impossible. 

The  public  providers  and  some  grantees  serve  as  the  last  resort  both  for 
people  who  have  little  or  no  ability  to  pay  and  for  people  who  simply  have 
poor  access  (for  geographic,  cultural  or  other  reasons)  to  other  providers. 


Ib  fiurt^  m  maxiy  cities  the  public  hoqpital  is  the  primary  source  of 
emergency  room  and  afler-lxHjrs  care  for  the  entire  population.  In  this 
latter  rde^  the  public  provider,  like  the  grant  system^  fills  gaps  where 
capitiil  formation  and  investment  from  the  private  payment  system  do  not 
exist  and  logically  should  collect  £rc»n  patients  (or  Uieir  insurer)  the  full 
cost  of  tiieir  services. 

Given  die  esqnnsions  in  private  insurance  and  Medicaid  coverage 
suggested  in  this  paper,  government  might: 

•  Specify. as  a  nugor  reqxmsibiU^  of  public  fnoviders  and  grant 
programs  the  startx^  of  new  health  care  resources  or  the 
maintenance  of  services  not  otherwise  available,  rather  than 
subsidize  services  on  an  ongoing  basis  that  are  covered  under 
private  insurance  or  Medicaid* 

m  Require  that  charges  be  collected  from  all  patients  (or  their  private 
insurers  or  Medicaid)  except  in  extreme  cases  (such  as  illegal 
aliens)  where  insurance  is  not  available. 

Appropriate  UtOizatkMi  of  Care  by  J£v&y€me 

Even  if  all  children  and  pregnant  women  knew  they  could  afford  all 
appropriate  health  services  and  had  physical  access  to  these  services  nr^ny 
still  might  not  make  use  of  the  services  they  or  their  children  neec  At 
present^  with  such  mixed  and  fragmented  systems  of  financing,  many  fail 
to  use  services  appn^Miately.  Among  the  reasons  are: 

m  Reimbursement  of  providers  for  various  services  with  fees  inap- 
propriate to  the  importance  of  che  services 

•  f  ark"  of  information  or  understanding  about  desirable  health  care 
m  Embarrassment  or  fear  of  the  health  care  system  such  as  that 

experienced  by  adolescents  needing  prenatal  care  or  family 
planning  comiseKng 
m  Oislike  of  questions  regarding  income  and  ability  to  pay  and 
embarrassment  at  having  to  accept  free  or  reduced  cost  care 

•  Ladk  of  tran^x>rtation 

m  Refusal  or  inabifi^  to  take  time  off  during  working  hours  for  long 
or  expensive  trq>s  to  providers  or  long  waits  for  services  with  no 
advance  tetephone  consultation  as  to  whether  it  is  necessary 

•  Frustration  or  confusion  from  havii^  to  visit  multiple  clinics  or 
offices  in  order  to  get  basic  needed  services 

m  Failure  to  understand  and  follow  throu^  on  referrals 
m  Ladk  of  concern  or  motivation  by  parents  or  guardians  for  the 
welfare  of  tiieir  children 

Ways  the  Pritale  PSayment  Approach  and  Medicaid  NB^Mt  Improve 

m.  Insurers  and  Medicaid  that  are  required  to  contract  with  providers 
to  enroll  and  care  for  children  and  pregnant  women  on  a 
ca^ntation  basis,  m^ht  indude  in  the  contracts! 
— Both  primary  care  services  and  co<»rdination  and  fbllowup  on 
referral  care 
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— Convenient  ofOcc  hours 

 TelcfirfKme  availability  for  consultation  and  appointment  mak- 
ing 

— Outreach  services  to  children  and  pregnant  women  by  *>ublic 
health**  providers  in  schools  or  elsewhere  which  encourage  use 
of  preventive  or  other  needed  services 

 Payment  for  the  costs  of  nurses  and  others  needed  to  help 

physicians  or  clinics  provide  these  services 
An  HMO,  of  course,  would  act  as  both  insurer  and  provider  in  this 
context  and  should  meet  these  same  requirements. 

•  An  private  insurers  and  Medicaid  programs  might  be  required  to 
provide  pregnant  women  and  parents  of  children  information  for 
enrolling  with  a  provider  in  their  area  and  ensuring  that  either 
enrollment  occurs  or  notice  is  sent  to  the  State  health  department 
for  foBowup  to  ensure  assignment  to  the  appropriate  health 
pxrogram. 

•  It  might  be  required  that  fees  allowable  by  insurers  to  enrolling 
providers  and  others  for  selected  services  reflect  the  importance  of 
these  services  to  health  in  order  to  encourage  providers  to  offer  the 
most  a{^ropriate  services. 

•  Private  insurers  and  Medicaid  could  be  required  to  see  that 
critical  preventive  services  were  furnished  by  all  enrolling  provid- 
ers and  to  call  to  the  attention  of  the  provider  and  patient  any 
services  that  are  potentially  overdue.  Insurers  might  be  required  to 
submit  a  record  of  critical  preventive  services  provided  to  the 
l>atient  and  provider  yearly,  or  subn  t  notice  of  changes  in 
insurance  coverage  of  a  particular  individual  due  to  change  of  jobs 
or  other  factors. 

•  Both  Medicaid  and  private  insurance  could  be  required  to  pay 
providers  any  deductibles  or  coinsurance  through  the  "health 
credit  card"  mechanism  described  earher.  In  this  way,  any 
financial  risk  related  to  care  would  accrue  to  the  insurer  or 
government  rather  than  to  the  provider,  and  the  need  for  inquiries 
about  patient  income  by  the  provider  would  be  mitigated.  The 
disincentives  attendant  to  income  determination  at  the  time  care  is 
sought  would  also  be  ensured  by  extending  Medicaid  and  private 
insurance  coverage  to  more  children  and  women  as  suggested 
earlier.  This  would  mean  that  income  determination  occurs  only 
at  the  time  Medicaid  eUgibihty  is  established  and  not  at  the  time 
health  services  are  required- 


Ways  Public  Providers  and  Grantees  Might  Improve  Appropriate 
Utilizatioa 

Appropriate  provision  and  utilization  of  services  would  require  that  (1) 
adequate  providers  agree  to  participate  with  private  insurers  and  Medi- 
caid, (2)  all  children  and  pregnant  women  arc  brought  into  early  contact 
with  providers,  (3)  providers  reach  out  to  patients  who  otherwise  might 
not  foHow  throu^  on  needed  care  (especiaUy  children),  and  (4)  other 
relevant  community  services  be  coordinated  with  provider  efforts  to 
improve  the  health  of  pregnant  women  and  children. 
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Fnyvider  oootracts  with  insurers  and  Medicaid  to  treat  patients  on  an 
anoihncnt-capitaticm  basis  as  described  above  should  h^p  provide  some 
of  Ae  above  services  and  also  serve  as  coordinating  mecfaaiiisms^  but  there 
not  be  enoc^i  providers  available  in  some  areas  who  are  willing  to 
enter  saA  ccmtracts.  Those  who  do  are  lik^y  to  find  that  more  extensive 
outreach  and  case-binding  is  required  for  some  cases  than  can  be 
organized  or  financed  under  enrolhnent-capitation  agreements^  and  that 
some  community  services  such  as  housing  and  sanitation  arc  difficult  to 
coordinate  under  such  agreements. 
Under  such  a  systemi 

m  An  puU^  providers  and  grantees  might  be  required  to  enter  into 
enrolhnent-capitation  agreements  with  Medicaid  and  private 
insurers  in  tfaexr  area. 
m  States  mig^t  contract  with  public  providers^  grantees^  or  other 
private  providers  (such  as  hoqntals  or  foundationsX  as  recom- 
mended above,  to  provide  **public  health^  services  to  all  children 
and  pregnant  women,  and  in  addition: 

— Oiperate  a  health  care  registration  system  to  identify  all  children 
and  pregnant  women  in  each  area  or  school  district 

— Assist  each  child  and  pregnant  woman  to  enroll  with  a  provider 
under  their  insurance  plan  or  Medicaid  and,  when  necessary, 
direct  them  to  the  State  office  that  can  assist  them  with  the 
purchase  of  insurance  coverage 

— Conduct  outreach,  case-finding,  and  monitoring  programs  to 
roister  and  enroll  patients  and  to  ensure  fbUowup  on  care 
prescribed  by  enrolling  providers  in  problem  cases 

— Coordinate  pxroviaon  of  other  cormnuxaty  services  (such  as 
housings,  sanitation,  food  and  nutrition,  and  tran^x>rtation) 
with  care  given  by  enrolling  providers 


THE  EFFECT  OF  ECONOMIC  ANO  POLITICAL 
CLIMATE  ON  POLICY  CHOICES 

The  possible  ^langes  in  the  four  approaches  to  financing  health  care  for 
children  and  pregnant  women  imply  the  need  to  make  a  number  of  basic 
policy  choices.  S<»ne  pohcy  issues  are  so  basic  that  without  resolving  them 
one  caxmot  develop  a  coherent  set  of  pos^ble  changes. 


R<»le  of  Private  Versos  PuMic  Sectors 

The  basic  economic  and  political  philosc^hy  of  the  United  States 
requires  that  the  private  sector  be  used  to  the  greatest  extent  possible  in 
the  attainment  of  national  poH^  goals,  and  that  government's  role  be 
limited  to  the  provision  of  incentives  and  r^ulation  that  best  enable  the 
private  sector  to  function  and  the  provision  of  public  services  and  funds 
only  in  those  instances  when  the  private  sector  is  unaUe  to  provide  them. 

For  government  to^do  more  than  this  in  healtb  financing  care  for 
chikSxen  and  pregnant  women  would  require  more  evidence  of  failure  of 
the  i»ivate  sector  ami  more  wilfingness  on  die  part  of  tasq^ayers  to  give 
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government  the  fimds  and  authority  required  than  exists  at  present  or  is 
Hkely  to  exist  for  many  years.  For  this  reason,  the  options  do  not  include  a 
government  financed  and  administered  system  of  care  for  children  and 
prcgaant  women  either  through  a  massive  Federal  grant  program  or  a 
Federal  health  insurance  program  hke  Medicare. 

Public  Versus  Private  Financing 

Given  the  current  economic  problems  which  are  apt  to  continue  for 
some  time  it  is  ^^^parent  that  greatly  increased  Federal  or  State 
expenditures  firom  general  revenues  are  unlikely.  For  this  reason,  every 
effort  should  be  made  to  encourage  private  employers  and  individuals  to 
offer  more  comprehensive  coverage  to  more  children  and  pregnant 
women,  paid  for  by  private  insurance  premiums.  For  necessary  public 
ciq>enditures,  it  seems  more  likely  that  a  special  tax  might  be  levied 
earmarked  for  the  specific  purposes  of  health  care  to  children  and 
pregnant  women;  and  it  seems  most  likely  such  a  tax  such  as  the  suggested 
surcharge  could  be  levied  if  it  had  some  clear  relationship  to  problems  in 
the  private  insurance  system. 

Vohmtary  Versus  Mandafiwry  Partkapaticm  of 
Pmviders,  Insurers,  and  Purchasers  of  Insurance 

Legislators  in  the  United  States  traditionaUy  have  resisted  requiring 
individuals  or  institutions  to  protect  their  own  welfare  or  even  to  protect 
the  welfare  of  others,  unless  the  harm  to  others  is  grave,  and  there  is 
evidence  the  steps  will  not  be  taken  voluntarily.  In  the  case  of  health 
insurance  and  health  care,  evidence  seems  to  indicate  that  basic  insurance 
is  offered  and  purchased  in  our  society  when  the  in^ntives  are  right  (as 
with  employee  groups),  and  that  providers  participate  ^en  payments  are 
reasonable.  It  seems  possible  at  least  that  insurance  coverage  of  children 
and  pregnant  women  could  be  improved  by  limited  government  regula- 
tion of  insurance  coverages  of  children  and  pregnant  woinen  to  ensure 
availability  of  basic  coverage  for  everyone,  plus  tax  incentives  to 
employers,  employees  and  individuals  to  purchase  insurance,  plus  im- 
provements in  Medicaid,  pubhc  provider  and  grantee  programs.  One 
could  argue,  in  fact,  that  the  critical  issue  is  one  of  costs,  in  which  case  a 
largely  voluntary  system  might  work  if  the  government  is  willing  to  offer 
the  incentives  and  subsidies  needed  to  make  it  work.  As  long  as  these 
possibilities  exist,  the  legislators  are  far  more  likely  to  support  largely 
voluntary  systems  than  to  expand  government  regulation  at  this  politically 
sensitive  time. 


Wedmd  "Versus  State  Government  Roles 

Regulation  of  insm^nce  and  the  organization  of  many  elements  of 
comprehensive  health  care  for  children  and  pregnant  women  traditionally 


have  been  largefy  State  activities,  with  Federal  funding  assistance  and 
gfridcKnes.  The  ma|or  exceptkm  has  been  direct  Federal  grants  for 
demonstration  prefects.  While  this  has  led  to  wide  variations  in  the  level  of 
services  provided,  it  clearly  reflects  variations  in  political  willingness  in  the 
States  to  legislate  in  Oiese  areas  and  reticence  in  the  Federal  Oovemment 
to  assume  the  costs  and  political  burden  of  these  functions.  At  present 
there  is  consaderaUe  activity  in  State  legislatures  regarding  health 
insurance  regulation^  and  promise  of  considerate  innovation.  Moreover, 
the  Fedsal  Goverament  at  this  time  seems  pc^ticalty  less  likdy  than  ever 
to  cxterid  its  administrative  reach  further  into  what  are  traditionally  State 
and  local  affairs.  It  therefore  is  most  practical  to  encourage  States^  with 
increased  Federal  support,  to  mount  programs  to  inq>rove  financing  of 
health  care  for  children  in  the  belief  that,  in  time,  suctessfiil  programs  will 
be  replicated  in  all  or  most  States. 


Use  of  Insurance  Reunbursemeiit  of  Plx>viders 
Versus  Grant  or  Other  Approaches 

Insurance  (both  private  and  public)  has  traditionally  paid  providers  ^n 
ways  that  are  widely  acknowledged  to  do  little  to  facilitate  many  aspects 
of  desirable  health  care  (such  as  fee*fbr-service)  and  perhaps  to  discourage 
it.  On  the  other  hand,  many  would  argue  that  government  grant  programs 
pay  for  care  in  ways  that  Ic^d  to  desirable  care  if  the  grant  is  large  enough. 
There  seems  no  dear  evidence  that  these  methods  of  payment  are 
unchangeable  however^  and  both  private  and  pubhc  insurers  are  develop* 
ing  and  implementing  systems  of  paying  for  care  (such  as  capitation)  that 
seem  more  conducive  to  better  care.  To  abandon  insurance  in  favor  of  a 
gxmnt  appraach  for  paying  for  care  in  most  cases  seems  to  fly  in  the  face  of 
both  developing  potentials  in  insurance  practices  and  the  political 
possibility  of  raising  Federal,  State  or  local  tax  revenues  to  finance  a 
massive  grant  program. 


Phased  Improvements  Versus 
Comprehensive  Phaas 

To  describe  a  comprehensive  program^  even  one  enacted  in  steps  over  a 
defined  period  of  time,  carries  with  it  two  major  political  and  economic 
liabilities.  F  rst,  by  suggesting  the  final  goal  at  the  outset  it  presumes  that 
the  pohtical  objective  is  clearfy  known  from  the  outset  and  that  earlier 
steps  will  p^-ove  inadequate.  This  is  untrue  both  politically  and  on  the 
basis  of  present  knowledge  of  how  best  to  finance  health  care  and*  above 
all,  it  ensures  that  every  institution  that  will  or  mig^t  be  adversely  affected 
at  some  intermediate  step  of  the  process  win  mobilize  politically  against 
the  very  first  step.  Second,  this  approach  makes  the  economic  costs  of  the 
entire  program  a  matter  of  debate  at  the  outset.  The  economics  and 
politics  of  the  times  argue  for  practical  steps  that  can  be  taken  without 
unduly  t^ejudicing  the  ultimate  outcome. 
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Improvements  in  Health  Care  for  Ghildren 
and  Pregnant  Women  Versus  Health  Care 
for  the  Entire  Population 

Federal,  State  and  local  governments  have  histories  of  special  programs 
for  financing  health  care  for  children  and  pregnant  women  and  continue 
to  entertain  proposals  for  strengthening  these  programs.  Politically  and 
economically  such  programs  might  be  more  possible  than  programs  for 
the  whole  population  and  need  not  wait  for  such  programs  for  the  whole 
population.  On  the  other  hand,  government  can  only  go  so  far  in  making 
^>ecial  demands  of  providers,  employers,  and  individuals  with  regard  to 
children  and  pregnant  women  before  it  creates  disincentives-  For  example, 
providers  might  elect  to  devote  less  effort  to  these  populations  and  more 
to  patients  with  whom  they  have  less  red  taf>e  and  interference  with  their 
practice.  Likewise,  small  employers  who  ofTer  no  or  limited  coverage  to 
their  employees  might  be  discouraged  fiom  buying  any  or  keeping  what 
they  have,  if  the  cost  of  insurance  is  unduly  increased  by  requirements 
that  children  and  pregnant  women  be  covered.  These  constraints  in 
programs  dealing  with  only  children  and  pregnant  women  need  to  be 
carefully  considered  in  decisions  regarding  subsidies  for  insurance 
premiums  and  mandatory  and  voluntary  requirements. 

Given  these  constraints,  it  should  be  clear  that  many  forms  of  cost 
control  and  cost  containment  based  on  government  regulation  and/or 
national  or  area  budgeting  of  programs  for  children  and  pregnant  women 
only  (as  it  is  under  Medicare)  would  be  nearly  impossible  to  implenient 
without  the  risk  of  diminishing  the  quality  and  quantity  of  services 
available  to  these  populations. 


A  SYSTEM  OF  SUGGESTED  CHANGES  IN 
FINANCING  THAT  MIGHT  LEAD  TO 
MORE  DESIRABLE  HEALTH  CARE  FOR 
CHILDREN  ANT>  PREGNANT  WOMEN 

The  changes  outlined  here  are  organized  around  three  general  areas:  (1) 
modification  in  the  present  private  insurance  system  designed  to  improve 
health  care  for  pregnant  women  and  children,  (2)  improving  Medicaid  as 
an  insurer  of  health  services  for  poor  women  and  children,  and  (3)  giving 
State  governments  substantial  new  roles  in  using  public  providers, 
grantees,  and  others  in  the  planning  and  startup  of  commvmity  resources 
for  care,  in  providing  selective  preventive  and  related  services,  and  in 
ensuring  and  coordinating  appropriate  utilization  wf^jit.  e. 

The  possible  changes  reflect  the  pK>litical  and  economic  factors 
discussed  previously.  The  objective  is  the  establishment  of  an  expanded 
government  financing  role  only  when  private  insurers  and  providers  are 
unable  or  unlikely  to  meet  the  need-  In  some  cases,  alternatives  to  a 
suggested  change  are  described  tnat  might  better  solve  particular 
problems.  In  each  case,  these  alternatives  seem  to  be  either  more  costly  or 
politically  difficult  and  less  possible  to  obtain  through  legislation. 
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The  options  are  not  meant  to  be  definitive  and  con^iete,  but  merely 
outfines  of  possible  approaches  in  an  efTort  to  stimulate  policy  choices. 
Proposals  that  build  on  these  suggested  changes  would  need  further 
clarification  before  they  could  serve  as  the  basis  for  drafting  legislation  or 
regulations. 

!•  Strengtbeiiiiig  tbe  E^xisting  Private 
Payment  System 

The  private  third-party  payment  systems  can  be  in^roved  to  provide 
comprehensive  care»  imiversal  access  and  appropriate  use  of  services  by 
children  and  pregnant  women  by  the  foUowing  changes: 

A*  All  health  insurance  plans  might  be  required  to  offer  as  an 
option  or  to  actually  include  a  standard  set  of  services  for 
children  and  pregnant  women  established  by  law»  and  changes 
made  based  on  continuing  review  by  the  Secretary  of  Health  and 
Human  Services  and  recommendations  of  an  Advisory  Council 
on  Health  Insurance  for  Children  and  Pregnant  Women. 

1.  The  standard  set  of  services  would  include  specified  high- 
priority  preventive  (such  as  family  planning)^  prenatal^  and 
postnatal  services  and  specified  well-child  care  as  mandatary 
minimums  in  every  insurance  policy  sold  and  would  have  to 
be  covered  without  deductibles* 

2.  The  standard  set  of  services  would  include  one  or  more 
optional  -^otuntary  insiirance  coverages  that  would  be  logical 
extensions  of  tbe  minimums  that  every  insurer  must  offer 
with  every  policy,  but  that  the  purchaser  of  insurance  can 
elect  to  purchase  or  mot. 

3-  The  standard  set  of  services  would  specify  public  health, 
preventive^  and  otfaser  services  that  could  be  best  organized 
and  offered  to  alX  ciiildren  and  pregnant  women  by  public 
providers  an<i/or  under  Federal  and  State  grants  to  other 
providers  funded  in  part  by  an  insurance  surcharge  as 
described  below, 

4-  Which  services  were  mandatory^  which  were  voluntary,  and 
which  were  public  health  services  would  be  decided  by  the 
advisory  council  based  on  the  relative  importance  of  the 
services  to  health,  their  relative  cost,  their  insurability,  and 
other  policy  considerations  (e.g^  should  men  who  purchase 
^self  only^  instuance  be  required  to  pay  a  premium 
contribution  toward  the  child  and  pregnant  women  ser- 
vices?). 

5,  The  advisory  coimcil  would  also  specify  any  services,  for 
purposes  of  encouraging  appropriate  provision  and  utiliza- 
tion, that  should  only  be  covered  when  provided  in  certain 
settings,  or  by  certain  types  of  providers,  or  in  cozijunction 
with  other  services,  or  at  certain  payment  rates  compared  to 
rates  for  other  services  relative  to  the  importance  of  the 
service* 
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6-  The  advisory  council  woiild  also  review  and  suggest  rulings 
on  the  **allowabiUty"  of  various  insurance  coverage  practices 
that  affected  services^  such  as  exclusion  of  preexisting 
conditions  or  waiting  periods  for  maternity  benefits. 

7.  A  Federal  reinsurance  program  could  be  established  to 
protect  insurers  from  unexpectedly  high  costs  of  mandatory 
services  that  the  advisory  council  considered  difficult  to 
insiire  because  of  impredictability  of  iise  of  such  services^  or 
other  factors. 

The  premiums  for  all  group  insurance  sold  and  the  cost  of  self- 
inspired  coverage  might  include  a  surcharge  that  would  be  set, 
collected,  and  administered  by  State  governments  within  Federal 
guidelines.  These  revenues  would  be  matched  by  Federal 
contributions  that  subsumed  all  or  relevant  parts  of  various 
existing  categorical  grant  programs  to  the  extent  the  State 
adhered  to  guidelines  concerning  use  of  the  funds  in  each  of 
these  categorical  areas.  If  the  guidelines  were  not  adhered  to, 
that  categorical  area  for  that  State  could  be  administered 
federally. 

The  State  would  utilize  these  revenues  for  the  following 
purposes: 

1.  Funding  of  public  health,  preventive,  or  other  services 
judged  by  the  advisory  council  to  be  best  organized  and 
offered  to  all  children  and  pregnant  women  by  public 
providers  and/or  State  and  Federal  grants  (e.g.,  preventive 
dental  services  in  schools).  This  would  require  insiirers  to 
contribute  to  the  costs  of  services  that  could  not  be 
**insured*^  in  the  classic  sense  but  whose  use  would  affect 
both  health  status  and  the  use  of  insured  services, 

2,  Funding,  planning,  start-up,  and  initial  operation  grants  for 
primary  health  care  services  to  children  and  pregnant 
wom??n  irt  underscrved  areas  (or  for  types  of  services  such  as 
ambulatoiy  mental  health  care).  The  advisory  council  and 
Secretary  would  judge  where  adequate  private  capital 
fotmation  for  such  investment  was  unlikely.  These  funds 
could  be  matched  by  the  Federal  Government  if  the  total 
was  used  by  the  State  pursuant  to  the  Secretary'^s  guidelines. 
This  would  require  insurers  to  contribute  to  the  accessibility 
of  the  services  they  insured. 

3-  Subsidy  of  private  premiimis  for  children  and  pregnant 
women  who  were  insiu-ed  as  individuals  or  in  small  groups, 
in  order  to  bring  the  premiiun  to  an  affordable  level  as 
determined  by  the  State,  This  would  require  insurers, 
HMO's  and  self-insurers  to  contribute  to  the  cost  of 
insurance  for  people  who,  because  of  p>olicy,  competitive 
experience  rating,  and  other  insurance  practices,  were 
unable  to  afford  insurance.  Requiring  all  the  good  risks  to 
help  subsidize  the  poorer  risks  seems  a  reasonable  solution 
to  the  problem.  As  an  alternative,  the  surcharge  would  be 
set,  collected  and  matched  by  the  Federal  Government,  but 


administered  through  categorical  grant  j^ograms  from  the 
Federal  level  for  purposes  1  and  2  above.  States  might  be 
granted  a  percentage  of  the  surcharge  plus  matching  funds 
from  their  area  for  accomplishing  purpose  3  above. 
C.  All  private  health  insurers  and  HMO*s  might  be  required  to  offer 
ta  all  individuals  and  groups  wAo  SLpply  a  general  insurance 
policy  (or  policies)  acceptable  to  the  State  government,  covering 
any  individual  or  member  of  the  family  which  would  incorporate 
the  standard  benefits  for  children  and  pregnant  women  and 
would  be  sold  at  a  premium  the  State  considers  affordable.  This 
would  require   that   some  form  of  insurance   that  covered 
everyone  be  realistically  available  for  purchase  by  anyone  who 
desired  it  and  to  which  standard  benefits  for  children  and 
pregnant  women  would  have  to  be  attached. 

K  The  portion  of  the  premiimi  for  this  general  insurance  that 
was  attributable  to  the  required  standard  services  for 
children  and  pregnant  women  would  be  subsidized  by  the 
premiimi  surcharge  described  above. 

2.  States  might  be  encouraged  to  extend  the  premium  sur- 
charge mechanism  to  subsidize  the  premiums  for  services  to 
others  than  just  children  and  pregnant  women  under  this 
general  insurance,  in  order  to  better  ensure  that  individuals 
and  smaU  groups  purchased  policies  to  which  standard 
services  for  children  and  pregnant  women  would  be  at- 
tached. In  States  that  do  this,  the  State  might  be  encouraged 
by  increased  Federal  matching  funds  to  enroll  their  cash- 
assistance  eligibles  in  these  private  general  plans  using 
Medicaid  funds  to  pay  the  private  premiums  and  offering 
residual  Medicaid  benefits  under  separate  arrangements. 
The  intent  would  be  to  move  toward  integrating  those 
eligible  for  Medicaid  into  the  private  system  in  such  a  way 
that  providers  would  have  no  reason  to  distinguish  between 
them  and  others. 

D.  To  encourage  employers,  employees^  and  individuals  to  ptxrchase 
health  insurance,  and  to  add  the  volimtary  standard  benefits  as 
well  as  those  mandated  for  children  and  pregnant  women,  the 
law  could:  (a)  offer  Federal  tax  credits  or  other  tax  incentives  for 
the  premiums  for  the  insurance  and  (b)  support  public  education 
programs.  Employers  could  further  be  required  at  the  least  to 
arrange  for  voluntary  group  enrollment  of  their  employees, 
including  part-time  employees,  at  the  employees*  expense,  in 
order  fc:-  give  more  people  access  to  lower  premiums  and  easier 
enrollment  procedures.  An  alternative  would  be  not  only  to 
require  that  standard  services  be  included  in  all  insurance  sold 
but  that  all  employers  be  required  to  purchase  the  insurance  for 
their  employees.  This  would  residt  in  many  small  employers 
purchasing  insurance  who  otherwise  would  elect  to  offer  no 
coverage  rather  than  face  the  increased  cost  of  adding  the  new 
standard  services.  A.  still  further  step  would  be  to  require  not 
only  that  insurers  ofler  State  approved  policies  and  rates  to 
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individuals  and  small  groups,  but  that  all  persons  with  children 
not  eligible  for  Medicaid  must  purchase  some  coverage. 

E.  All  health  insurance  sold,  and  self-insurance,  might  be  required 
to  cover  any  dependent  women  or  children  (from  time  of  birth) 
of  the  enrollee  not  covered  by  other  policies  and  would  have  to 
extend  this  coverage  without  further  premium  payment  3  to  6 
months  after  termination  of  employment,  divorce  or  separation, 
or  death,  or  until  covered  by  a  new  policy. 

F.  All  health  insurers,  HMO's  and  self-insurers  (including  Medi- 
caid) might  be  required  to  make  good  faith  efforts  to  negotiate 
enrollment  agreements  with  providers,  using  the  approaches 
below,  under  which  children  and  pregnant  women  would  be 
enrolled  with  a  provider  of  the  enroUee's  choice.  This  should 
better  ensure  continuity  of  care  and  appropriate  provision  and 
use  of  care  generally,  while  establishing  incentives  for  providers 
to  emphasize  more  primary  care  and  less  high-cost  speciality 
care-  Some  of  these  proposals  are  in  CHAP  for  providers 
reimbursed  by  Medicaid. 

1.  Under  one  type  of  agreement,  participating  providers  would 
have  to  agree  to  everything  in  paragraph  4  below,  and  would 
be  paid  on  a  negotiated  fee-for-service  basis  imder  which  the 
insurer's  payment  would  be  accepted  as  payment  in  full  and 
no  further  billing  could  be  made  to  the  enrollee. 

2-  Under  a  second  type  of  agreement,  participating  providers 
would  agree  to  everything  in  paragraph  4  below,  and  would 
be  paid  on  a  negotiated  "capitation"  basis  for  the  mandated 
standard  services  plus  all  possible  standard  voluntary  ser- 
vices to  which  the  provider  and  insurer  could  agree.  Services 
not  agreed  to  in  the  capitation  would  be  paid  for  on  a  fee- 
for-service  basis  as  above. 

3.  The  insurers,  self-in&iu-ers,  and  HMO*s  would  be  required  to 
publicize  a  list  of  these  "enrolling  providers,"  and  make  it 
available  at  the  time  of  selling  insurance  coverage  so 
consumers  coixld  evaluate  the  list  as  a  factor  in  their 
selection  of  insurance  plans  and  could  share  the  cost-benefit 
advantage  of  using  participating  providers. 

4-    "Enrollment"  agreements  with  providers  would  include: 

a.  offering  at  least  all  standard  mandated  services  and  all 
voluntary  standard  services  that  could  be  negotiated  with 
the  provider, 

b.  coordinating  and  following  up  on  referrals, 

c.  ensuring  accessible  sites  and  convenient  office  hours, 
d-  ensuring  telephone  availability,  and 

e.  reaching  out  to  bring  in  referraif  from  schools  or  other 
public  provider  programs. 
5,  The  "capitation"  and  fee-schedai^;.  negotiated  with  provid- 
ers would  include  costs  of  nurses  and  others  whom  the 
participating  provider  employs  to  ^tlp  provide  these  ser- 
vices. 
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6.  Where  the  State  government  determines  that  an  insurer,  self* 
insurer  or  HMO  cannot  negotiate  such  agreements  with 
adequate  numbers  of  providers,  the  insurer  would  be 
allowed  to  pay  for  services  under  other  arrangements.  Where 
fee-fcv-service  payment  is  used,  the  insurer  would  be 
required  to  pay  the  provider's  charges  in  full  and  collect 
noncovered  costs  from  the  enrollee  under  a  90-day  credit 
arrangement* 

G.  Insurers  might  also  be  required  to  negotiate  participating 
provider  agreements  on  a  fee-for-service  or  other  basis  with 
classes  of  providers  named  by  the  advisory  committee  as  those 
most  often  used  by  children  and  pregnant  women  on  referral 
from  enrolling  providers.  These  agreements  would  provide  that 
the  insurer's  payment  be  accepted  as  payment  in  fulL  Because  of 
the  complexity  and  burden  of  requiring  such  agreements  by  all 
insurers  with  all  types  of  providers,  only  those  most  used  might 
be  required. 

H.  All  insurers,  self-insurers,  and  HMO*s  might  be  reqiiired  to 
reimburse  both  providers  with  whom  enrollment  agreements 
exist  and  others  ivkho  either  refuse  such  agreements  or  are 
offering  secondary  or  tertiary  referral  care  not  included  in  such 
agreements)  only  for  services  and/or  facilities  approved  by  the 
State  plan  for  regionalization  of  health  services  to  children  and 
pregnant  women;  and  they  might  also  be  required  to  reimburse 
providers  for  specific  services  consistent  with  the  guideline  of  the 
advisory  council  regarding  the  appropriate  rate  relative  to  the 
importance  of  the  service  and  consistent  with  the  level  of  care 
(and  associated  overhead)  approved  for  the  provider  in  the 
regionalization  plan.  These  requirements^  plus  the  general  focus 
of  the  program  on  children,  might  create  a  framework  in  which 
current  inequities  in  payment  for  many  children's  services  can  be 
corrected. 

I.  State  government  might  be  left  free  (consistent  with  the 
intentions  of  the  requirements)  to  extend  or  add  to  these  Federal 
requirements  for  insurers,  self-insurers  and  HMO*s,  regarding 
mandated  versus  voluntary  ^rvices,  the  size  and  uses  of  the 
premium  surdiarge,  the  benefits  of  individual  and  smaU-group 
(K>licies,  and  other  matters. 


n.  ImiBraviiig  the  Medicaid  System 

The  Medicaid  system  can  be  improved  to  increase  comprehensive  care, 
universal  access,  and  appropriate  use  of  services  by  children  and  pregnant 
women  by  the  following  changes: 

A.  Medicaid  might  be  amended  to  require  States  to  cover  both 
mandatory  and  voluntary  standard  benefits  without  deductibles 
or  coinsurance  (similar  to  the  CHAP  proposal)  and  to  reimburse 
providers  at  rates  coixq>arable  to  those  used  by  private  insurers 
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without  limits  on  amount,  duration,  and  scope  except  as  set  by 
the  advisory  council. 

B.  Medicaid  eligibility  requirements  might  be  changed  to  require 
States  to  include  all  children,  (through  age  18,  or  as  long  as  they 
are  ftill-time  students,  or  disabled  and  dependent,  and  any  others 
covered  under  Title  V  of  the  Social  Security  Act),  and  all 
pregnant  women  who  meet  a  uniform  income  standard  (e.g.,  80 
percent  of  the  poverty  level),  disregarding  assets  and  categorical 
requirements.  (Some  of  these  changes  are  proposed  in  CHAP.) 

O  Medicaid  might  require  that  **spend-down''  programs  for  chil- 
dren and  pregnant  women  be  implemented  in  every  State  as  a 
last  resort  catastrophic  coverage  for  those  without  coverage.  As 
an  alternative^  States  might  be  required  to  implement  ^^spend- 
down**  programs  for  every  citizen. 

D.  The  law  might  require  each  State,  as  the  insurer  of  last  resort 
under  the  *^spcnd-down**  program,  to  operate  an  insurance 
placement  program  for  women  of  child-bearing  age  and  chil- 
dren, and  to  assist  them  in  selecting  and  being  placed  with  an 
insurer.  At  its  option,  the  State  could  be  given  increased  Federal 
matching  funds  to  subsidize  the  premium  of  the  insiu-ance 
selected  through  this  placement  program  at  a  rate  equivalent  to 
the  actuarial  value  of  the  **spend-down**  they  would  offer  such 
individuals.  In  this  way  Medicaid  funds  could  be  used  to 
encourage  private  purchase  of  insurance  for  primary  care  (the 
standard  mandated  services)  rather  than  to  offer  the  last-resort 
catastrophic-only  coverage  represented  in  the  **spend-down*' 
programs.  This  option  would  also  constitute  a  step  toward 
enrolling  low-income  people  (who  might  otherwise  choose  to 
piirhase  no  insurance  and  rely  on  public  providers  and  the 
Medicaid  spend-down)  in  the  same  private  plans  as  higher 
income  people  and  ensiire  that  providers  have  no  reason  to 
distinguish  between  them  and  others. 

E-  Medicaid  programs  might  be  required  to  make  a  pro  rata 
contribution,  based  on  the  number  of  women  and  children  they 
cover,  to  be  used  by  the  State  government  for  the  same  purposes 
as  the  insurance  surcharge. 

F.  Medicaid  might  be  required  to  continue  coverage  of  pregnant 
women  and  children,  once  it  is  established,  for  some  period  after 
they  are  otherwise  ineligible:^  or  until  they  are  covered  by  a 
qualified  policy.  CHAP  includes  such  provisions. 

G-  Medicaid,  like  private  insiircrs,  might  be  required  to  negotiate 
provider  agreements  as  described  above  for  "enrolling'*  pregnant 
women  and  children. 

H.  Medicaid  programs,  like  private  insurers,  might  be  required  to 
pay  for  only  approved  services  in  approved  facilities.  The  State 
agency  responsible  for  regionalization  of  health  services  to 
pregnant  women  and  children  would  determine  which  services 
are  approved. 

An  alternative  would  be  to  take  the  above  steps  regarding 
Medicaid,   but   ^federalize**   the   Medicaid  program  so  that 


adnmustration  of  all  the  above  activities  was  throiigh  the  Federal 
Govemment. 


UL  Improving  the  PubUc  Provider- 
Grantee  System 

A.  Recipients  of  future  Federal  and  Federal^tate  grants  for  health 
services^  and  aU  public  providers  who  receive  Federal  funds 
might  be  required  to: 

1.  Negotiate  ^enrollment  agreements**  and  ^^participating  pro* 
vider  agreements**  with  Medicaid  and  private  insurers, 
HMO*s»  and  self-insurers  who  insure  a  significant  number  of 
children  and  pregnant  women  in  their  area 

2.  Offer  such  services  as  they  are  qualified  to  offer  to  all 
pregnant  women  and  children  who  seek  services 

3-  Collect  for  all  covered  services  from  Medicaid  and  private 
insuras  as  broadened  by  this  proposal  in  accordance  with 
the  rule  for  enrolling  and/or  participating  providers 

B.  These  same  providers  might  be  required  to  charge  full  fees  to 
children  and  pregnant  women  who  are  not  insured,  and  also  to 
offer  payment  terms  for  noninsured  expenses  at  least  as  generous 
as  the  90-day  credit  arrangement  des^ibed  above  for  the  case  of 
certain  privately  insured  services.  The  intent  would  be  to 
discourage  lower  income  individuals  who  are  not  eligible  for 
Medicaid  from  relying  on  public  providers  and  reduced  charges 
rather  than  purchasing  adequate  health  insurance*  Aji  aJtem^dve 
to  the  full-fce-with-<Tedit  approach  would  be  to  require  all 
croployers,  employees,  and  all  individuals  to  purchase  some 
insimmce  that  included  the  standard  benefits  for  children  and 
pregnant  women. 

d  State  governments  mig^ht  perform  a  number  of  health  care 
provision  and  resource  development  functions  within  Federal 
guidelines  using  the  private  premium  surcharge^  Medicaid 
contributions,  and  Federal  matching  funds  described  above. 
1.    Eyt^H^^^  administrative,  case-finding  and  case-management 
m<*r;liaTiijftTrtc  in  schools  OT  Other  settings  C^uch  as  those 
funded  under  Title  XX  of  the  Social  Security  Act)  for 
f^oviding  or  coordinating  public  health  and  preventive 
services  to  aU  children  and  pr^iiant  women  in  their  area  or 
district;  ensuring  that  all  children  and  pregnant  women  in 
their  area  or  district  are  **enrolled**  or  put  in  touch  with 
provides;  wj>ir^T>g  and  following-up  on  referrals  to  provid- 
ers; and  working  with  providers  to  coordinate  the  patients' 
use  of  other  community  services  as  needed. 
2*    FyT^>^^^<^  means  to  provide  standard  services  to  institutional- 
ized or  other  children  and  pregnant  women  who  are 
constrained  firom  enrolling  or  obtaining  needed  care  and 
would  remain  unreached  without  state  initiative. 
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3.  Fund  planning,  startup,  and  initial  operation  of  needed 
primary  health  care  services- 

4.  Maintain  data  systems  based  on  input  from  the  school  or 
other  public  health  services  providers  for  purposes  of  patient 
foUowup  and  assistance  to  the  family  in  coordination  of 
services  and  for  epidemiologic  and  other  research  programs. 

5.  Establish  and  maintain  a  plan  for  regionalization  of  services 
to  children  and  pregnant  women. 

D.  States  might  be  offered  Federal  matching  funds  for  the  adminis- 
trative activities  required  to  set  surcharge  rates,  operate  insur- 
ance placement  services,  and  ensure  compliance  with  this  plan 
and  other  requirements  of  this  program  by  insurers,  providers 
and  others  affected  by  this  program. 

E.  The  Federal  Government  mi^t  maintain  grant  and  experimen- 
tal authorities  such  as  those  under  Titles  V,  XVIII  and  XIX  of 
the  Social  Security  Act  in  the  Public  Health  Service,  and  in  the 
E>evelopmental  Ehsabilities  and  Commimity  Health  Centers  Acts 
for  supporting  exp>criments  and  demonstration  projects  related 
to  the  provision  of  health  care  to  children  and  pregnant  women, 
that  are  more  comprehensive,  more  universally  accessible,  and 
more  appropriately  provided  and  utilized. 
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THE  ORGANIZATION  AND 

FINANCING 
OF  CHILD  HEALTH  SERVICES: 
OPTIONS  FOR  POLICY 

Ais^^-Marie  Foltz^  Ph.D.* 


INTRODUCnON^ 

Four  major  and  often  conflicting  goals  of  child  health  policy^  disease 
prevention^  comprehensive  and  continuous  health  care^  access  and 
appropriate  utilization  of  services,  and  adequate  information  systems, 
have  all  been  promoted  in  public  sector  child  health  programs*  A  fifth 
goaU  to  avoid  fragmentation  of  health  care  services^  derives  from  the 
conflicts  inherent  in  the  jn^ceding  goals.  This  paper  is  a  review  of  the 
literature  to  see  how  the  organization  and  firt^^irj^g  of  child  health 
services  promote  or  hinder  these  goals.^  In  the  light  of  these  findings, 
options  for  child  health  poh^  are  presented. 


THE  STATE  OF  RESEARCH  IN  CHILD  HEALTH 

Current  research  has  had  considerable  limitations  in  evaluating  the 
effect  of  organization  and  financing  on  child  health  service  goals. 
Although  there  are  many  studies  on  prevention,  comprehensive  care, 
access,  and  information  systems,  few  deal  with  the  organizational  issues  in 
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the  delivery  of  child  health  services.  Furthermore,  what  data  are  available 
are  uneven. 

Empirical  studies  on  child  health  services  were  searched  with  particular 
attention  to  the  literature  since  1970  on  the  Social  Security  Act  Title  V  and 
XIX  programs.  Maternal  and  Child  Health  and  Crippled  Children's 
Services  formula  grant  programs  (CCS),  Maternal  and  Infant  Care  (MIC), 
CbUdren  and  Youth  (C&Y)  project  grant  programs.  Early  Periodic 
Screening,  Diagnosis  and  Treatment  Programs  (EPSDT),  Neighborhood 
Health  Center  programs  (NHC),  and  regionalized  perinatal  care  pro- 
grams. 

There  are  four  major  problems  in  using  presently  available  research  to 
evaluate  the  effect  of  organization  and  financing  on  child  health  service 
goals.  The  first  is  that  although  the  literature  is  extensive,  many  of  the 
studies  have  methodological  problems  that  make  it  difficult,  if  not 
dangerous,  to  generalize  from  the  study  populations  to  a  larger  popula- 
tion. In  this  review  I  have  tended  to  ignore  those  studies  which  may  have 
interesting  findings,  and  which  may  even  be  frcquentiy  cited,  but  suffer 
from  methodological  problems. 

The  second  difRculty  derives  from  the  scope  of  the  studies.  Most  studies 
arc  of  a  particular  project,  health  center,  ambulatory  care  center,  or 
physician's  practice.  The  studies  are  targeted  to  a  limited  geographic  area 
and  often  do  not  relate  specifically  to  a  Ck>vemmcnt  program  or  policy. 
Larger  area  studies,  for  example,  of  a  State's  crippled  children's  program 
are  relatively  rare.  The  Title  V  maternal  and  child  health  and  crippled 
children's  programs  in  particular  have  had  few  objective  evaluations. 

A  third  problem  stems  from  the  inabili^  of  most  smdies  to  control 
other  variables  in  assessing  the  effect  of  organization-  A  few  studies 
overcome  this  problem  by  comparing  simultaneously  several  different 
types  of  organizations  serving  similar  populations,  but  these  studies  run 
the  danger  of  being  micro-studies  of  idiosyncratic  groups  or  methods  of 
organization.  When  studies  apply  to  a  total  population,  the  findings  may 
not  be  generalizable  to  other  populations. 

A  final  problem  is  the  confounding  of  methods  of  financing  and 
methods  of  organization-  Neighborhood  health  centers  may  receive 
financial  support  from  several  Federal  agencies  such  as  the  Biireau  of 
Community  Health  Services  (BCHS)  and  Medicaid  in  the  Department  of 
Health  and  Human  Services,  from  the  Supplemental  Food  Program  for 
Women,  Infants  and  Children  (WIC)  in  the  Department  of  Agriciilture, 
and  from  State  agencies  through  construction  grants.  When  Titie  V- 
supported  State  health  departments  report  the  number  of  children 
screened  in  a  program,  they  do  not  usually  indicate  that  some  of  the 
program  funds  may  come  from  Medicaid  (EPSDT).  Therefore,  e\-alu- 
ations  rarely  distinguish  the  effects  of  financing  itself. 

In  my  review  of  the  literature  I  have  found  no  easy  way  to  deal  with  this 
confounding  of  organizational  and  financial  structures.  In  addition  to 
complicating  evaluations,  the  multiplicity  of  fimding  sources  is  responsible 
for  much  fragmentation  in  child  health  care. 

It  appears  that  policymakers,  despite  Government  intervention  in  child 
health  for  over  40  years,  have  very  little  of  the  information  needed  to 
make  intelligent  decisions.  This  may  be  viewed  as  a  failure  of  the  research 
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establisluneiftt  ta  prcfwidc  usable  knoiMedge.  However*  the  burden  should 
be  shared  equalfy  by  program  planners  and  administrators  who  have 
neglected  to  conunisskm  such  studies.  Oeady,  the  evaluation  of  child 
health  programs  has  been  insufficient  to  date.  Better  and  more  complete 
evaluations  are  needed  to  assess  how  or^nization  and  financing  affect  the 
delivery  of  child  health  services. 

THE  IMPACT  OF  ORGANIZATION  AND 
FINANCING  ON  CHIIJ> 
WLAUm  POLICY  GOALS 


Preventioa 

Prevention  first  appeared  as  a  goal  in  the  amendments  to  the  Social 
Security  Act  of  1935.  Under  the  mandate  of  **promoting  the  health  of 
mothers  and  children**  (Title  V,  Section  501)»  States  received  funds  which 
enabled  them  to  establish  maternity  and  child  health  services  which 
included  well-<:hild  dinics.  Section  502  of  the  same  law  required  that 
States  carry  out  secondazy  prevention  through  identifying  children  who 
were  crqypled  or  suffering  firom  diseases  which  might  result  in  handicap- 
|»ng  conctitions  (the  Crippled  Children's  Services — CCS).  In  1963  Federal 
Oovemment  participation  in  the  prevention  of  illness  was  ej^panded  when 
Congress  fur^er  amended  the  Social  Security  Act  to  provide  project 
grants  for  high-risk  mothers  and  children  (MIC  and  C&Y  projects).  The 
dearest  and  most  recent  statement  of  Federal  concern  about  preventive 
services  for  children  appears  in  the  1967  Child  Health  Amendments  to 
both  Title  V  and  Tide  XIX  (Medicai<Q  that  provides  for  **such  early  and 
periodic  screening,  diagnosis  and  treatment  as  may  be  necessary  for  the 
promotion  of  health  and  the  prevention  of  disease**  (Section  1901). 

Prevention  has  also  become  an  explicit  goal  of  many  States  such  as 
Minnesota  (/)-  ^  all  Federal  and  State  laws  both  primary  prevention,  the 
prevention  of  disease,  and  secondary  prevention,  the  eaily  detection  of 
disease,  have  been  emphasized.  State  and  local  health  agencies  have 
proved  to  be  the  most  effective  groups  in  pwxwnoting  preventive  services 
even  though  they  have  reached  only  limited  populations.  Odicr  provider 
groups  have  been  less  involved  in  the  provision  of  such  services  often 
because  they  had  other  goals  and  interests. 

State  health  programs  have  provided  a  wide  variety  of  services,  but 
often  with  only  limited  coverage.  In  most  States  only  a  small  proportion  of 
the  children  was  reached  by  Tide  V  programs  except  during  the  eaxiy 
days.  In  Vermont  and  Connecticut,  for  example,  the  proportion  of  the 
population  receiving  well-chiid  services  declined  between  1950  and  1970. 
By  1970  only  1  percent  of  Vermont's  and  7  percent  of  Connecticut's 
children  under  the  age  of  21  were  being  served  by  well-cfaOd  clinics  (Z).  As 
was  noted  by  the  American  Academy  of  Pediatrics,  "A  small  percentage 
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of  the  population  at  risk  is  receiving  direct,  personal,  preventive  services, 
even  if  only  the  poor  are  considered**  (3). 

On  the  other  hand,  there  is  substantial  evidence  that  State  and  local 
health  departments  have  been  effective  in  reducing  perinatal  mortality 
and  providing  preventive  services  in  selected  areas.  In  California,  a  county 
with  a  strong  health  department  yielded  much  lower  perinatal  mortality 
rates  than  matched  counties  with  traditional  private  practice  systems  or 
other  traditional  health  care  organizations  (4).  A  North  Carolina  health 
department  perinatal  regionalization  program  resulted  in  a  34-percent 
decrease  in  fetal  mortality  compared  to  only  a  10-percent  decrease  in  a 
control  area  (5). 

Whether  the  nuyor  factor  in  these  studies  is  the  participation  of  the 
health  departments  per  se  or  the  establishment  of  regional  networks 
financed  by  a  variet/  of  sources  is  not  known.  Also  unlmown  is  the 
specific  activity  of  the  health  department  that  leads  to  lower  perinatal 
death  rates.  The  most  likely  factor  for  change  is  the  deployment  of  public 
health  nurses,  but  this  theory  has  not  been  tested. 

An  eariy  evaluation  of  the  New  York.  City  MIC  program  was  highly 
favorable  and  showed  that  the  program  reduced  infant  mortality. 
Unfortunately,  its  results  are  difficult  to  interpret  since  no  comparisons 
were  made  with  other  groups  (6).  A  later  study  in  Georgia  showed  a 
reduction  of  44  percent  in  total  infant  mortality  in  counties  with  MIC 
programs,  compared  to  20  percent  in  counties  without  them  (7).  These 
excellent  results  may,  however,  Le  partly  due  to  a  family  planning 
program  which  operated  concurrently  in  the  MIC  project  area.  However, 
Michigan  in  1974—76  also  showed  a  consistently  lower  neonatal  mortality 
rate  for  those  receiving  care  in  MIC  programs  than  for  those  not  receiving 
such  care.  The  data  on  the  fetal  death  rate  were  more  equivocal  (^). 

State  health  department  Children  and  Youth  projects  provided  greater 
health  maintenance  services  for  older  children  than  did  similar  projects 
run  by  medical  schools  or  teaching  hospitals.  Unfortunately,  they  also  cost 
more  (9).  In  Baltimore  in  1968-70,  Oiildren  and  Youth  Pro^^ms  were 
effective  in  preventing  rheumatic  fever  among  children  in  those  areas 
served  by  such  programs  compared  to  other  children  (/O).  The  results, 
however,  cannot  be  attributed  solely  to  the  C&Y  program  because  an 
Office  of  Economic  Opportunity  Health  Center  also  participated  in  the 
program.  Nevertheless  both  were  publicly  supported  programs. 

State  health  departments  have  been  particularly  effective  in  promoting 
mass  preventive  screening  and  immunization  programs.  In  Massachusetts, 
the  ist%roduction  of  a  PKU  program  resulted  in  an  estimated  saving  of 
over  $300^000  in  1972—73  (//).  State  health  departments  have  also  been 
relatively  successful  in  rubella  immunization  programs,  although  coverage 
is  by  no  means  complete  (/-2).  In  1977,  the  Michigan  EPSDT/Medicaid 
program  seemed  to  have  been  successful  in  bringing  the  immunization 
levels  of  poor  children  up  to  the  levels  reported  for  high  income  children 

State  health  departments  have  been  less  successful  in  mass  surveillance 
activities,  such  as  the  development  and  maintenance  of  registries  of 
cri|^led  children  that  most  States  abandoned  following  World  War  II. 
Rheumatic  fever  r^;istries  have  proved  no  more  successful;  for  example. 
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only  ooo-third  of  the  documented  cases  of  rheumatic  fever  in  Minnesota 
were  reported  to  the  State  registiy  (/4>. 

The  EPSDT  under  Medicaid  has  had  a  wide  imf>act  on  the  financing 
and  avaiilahiKty  oT  preventive  services.  The  program's  complex  administra- 
tive stmcture  makes  it  both  a  welfare  and  health  responsibility,  but  in  14 
States,  the  program  is  either  directly  administered  by  or  contracted  out  to 
the  health  depaitment  (/5).  In  1976,  16  percent  of  the  13  million  children 
eligible  received  EPSDT  screening  services  (,t^.  As  might  be  expected,  the 
EPSDT  programs  carried  out  by  strong  health  and  welfare  departments 
seemed  more  efiective  in  reaching  children  </7). 

Despite  the  above  instances  in  which  State  health  departments  have 
been  efiective  in  prcMUOting  preventive  health  servi^s,  their  impact  in 
general  has  been  extremely  timitrd  and  focused  more  on  filling  gaps  rather 
than  on  planning  statewide  services.  The  General  Accounting  Office 
(1979)  found,  for  example,  that  State  maternal  and  child  health  Agencies 
have  geMrally  not  fulfilled  the  role  of  focal  point  for  unproved 
management  of  activities  directed  at  inqproving  pregnancy  outcome. 
Where  States  have  <^>erated  incentive  programs^  the  evidence  would 
indicate  that  the  health  agencies  have  been  relativ^y  successful  and  that 
problems  arise  mainly  from  the  limited  nature  of  the  programs  and  from 
their  limited  administrative  capacities. 

Neigftteffteod  Health  Centers 

Neighborhood  health  centers  are  semi-public  a^ncies  whose  contribu* 
tion  to  preventive  care  is  often  difficult  to  define.  Orso  (/^>  found  that  for 
persons  of  all  ages»  preventive  visits  accounted  for  a  lower  proportion  of 
visits  m  an  urban  Boston  health  center  than  the  national  average  for 
office-based  i^ysicians*^  Although  preventive  services  may  have  been 
incorpoiated  into  illness-related  visits^  and  thus  been  under-reported,  the 
authors  concluded  that  the  amount  of  preventive  care  would  nc«.  have 
exceeded  that  reported  for  traditional  practices.  In  Cleveland,  of  a  san^Ie 
of  active  patients  registered  with  a  neighborhood  health  center  for  the 
previous  5  years,  20  percent  of  the  <^iildren  15  years  old  and  under  had  not 
received  physical  examinations,  although  the  pediatric  director  felt  they 
should  have  had  one  annually  (19),  In  a  West  Oakland  dinic,  only  6 
percent  of  the  visits  were  for  prevmtive  care  and  these  were  mainly 
immunizations  and  required  school  physical  examinations. 

Nei^iboihood  health  centers,  if  not  successful  in  delivering  routine 
pediatric  preventive  care,  have  had  more  success  with  immunization.  The 
General  Accounting  Office  <1978>  in  its  survey  estimated  that  89-92 
percent  of  the  children  participating  in  the  health  centers  had  received 
^shots,  immunization,  or  oral  vaccine'^.  This  figure  seems  hig|i  when 
compared  to  the  evaluation  of  an  intensive  outreach  program  in  a 
neighborhood  clinic  where  it  was  thought  to  be  impossible  to  reach  the 
BCHS  immunization  goal  of  90  percent,  particularly  since  funds  for 
outreach  workers  were  being  severely  restricted  (20). 


^Tfa»pn«ical«rocBfteraIaotiicorporated  a  CJfcY  project  so  its  eflfects  we  oooftKindcd  by  the  method  oT 
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As  promoters  of  preventive  services  the  NHCs  have  been  only 
moderately  successftiL  This  may  be  because  they  care  for  people  of  all 
ages  and  tend  not  to  emphasize  the  care  of  children  for  whom  preventive 
services  are  more  important.  It  may  also  be  because  such  centers  do  not 
have  sufficient  staff  and  funds  to  cany  out  extensive  prevention  programs. 


Schools 

Schools  at  one  time  were  believed  to  be  ideal  places  for  providing 
preventive  services  because  they  had  a  captive  population.  In  many  States 
regularly  scheduled  physical  exa:  .  are  a  prerequisite  for  school  atten- 
dance and  all  States  have  laws  requiring  immunization  (27).  E>espite  these 
requirements,  the  history  of  school  health  services  has  not  been  produc- 
tive. Yankauer  (22)  found  that  school  health  exams  had  a  low  yield  and 
were  of  Httle  value  as  a  case  finding  t  .sasure. 

However,  there  may  be  groups  of  children,  such  as  the  poor  and  near- 
poor,  for  whom  a  non-traditional  school  health  program,  incorporating 
screening  treatment  and  fcUow  up  may  be  helpfiiL  A  study  of  a  school 
health  program  in  central  Harlem  which  provided  health  assessment  and 
follow  up  for  Door  children  showed  that  two-thirds  of  the  children  referred 
for  treatment  did  receive  care.  This  was  a  much  higher  proportion  of 
successful  referrals  than  was  Ound  in  school  health  programs  without 

follow  up  (25).  . 

Experimental  comprehensive  school  health  care  programs  m  areas  with 
a  high  proportion  of  poor  children  have  been  established  during  the  past 
few  years  under  the  sponsorship  of  the  Rob<-n  Wood  Johnson  Founda- 
tion. A  preliminary  evaluation  in  Galvestoii,  Texas,  showed  that  94 
percent  of  health  maintenance  contacts  for  cl  Idren  took  place  in  the 
school  (24).  Even  though  newer  types  of  comprcnensive  care  programs  in 
areas  witi:  needy  children  may  be  more  effective  in  promoting  health 
maintenance  than  traditional  school  health  programs,  there  are  at  this 
time  no  clear  answers  about  the  effectiveness  of  any  type  of  school  health 
program.  Definitive  evaluation  of  these  special  school  programs  must 
await  further  research. 


Ootpstdent  'Departmesats 

Outpatient  departments  of  hospitals  do  not  appear  to  be  notably 
successful  in  the  provision  of  preventive  services.  One  study  indicated  that 
black  mothers  who  used  outpatient  departments,  like  those  who  had  no 
regular  source  of  care,  were  less  likely  to  xise  preventive  care  (25).  A  study 
of  an  outpatient  clinic  in  a  teaching  hospital  by  the  McMaster  Umversity 
CUnic  of  Canada  showed  that  only  41  percent  of  the  children  under  1  year 
had  the  number  of  visits  recommended  by  the  Academy  of  Pediatrics 
(26)^  By  the  age  of  4-5,  the  proportion  of  children  making  the 
recommended  number  of  visits  had  fallen  to  20  percent  and  the  bigbest 

^At  that  time  the  Ac«iemy  of  Pediatrics  reeotmnended  a  v«y  high  number  of  visits  (9-12)  during  the 
fimyear  H  j  perhaps  not  surprising  that  there  was  such  a  low  compUance  rate.  Since  thc^ 
has  dsasassd  the  recommended  number  of  visits  during  the  first  yw  to  a  level  met  by  the  dime. 


544 


conq>lete  immtm^ation  rates  for  any  disease  were  45  percent  (^2S)*  The 
authors  of  this  study  did  point  out  that  after  disc?^ssions  with  the 
pediatricians  about  the  standards  and  procedures,  the  proportions  of 
appropriatdy  completed  procedures  nearly  doubled. 

Health  Maintenai&ce  OigauizatiosM 

Health  Maintenance  Organizations  (tlMOs)  or  prepaid  group  practices 
have  traditionally  been  regarded  as  likefy  providers  of  high  levels  of 
preventive  health  services  as  a  result  of  the  h<^th  maintenance  incentives 
considered  inherent  in  this  form  of  organization.  Ouring  the  late  1950^s 
enrollees  in  the  Health  Insurance  Plan  of  CSreater  New  York  (HIP)  had 
lower  perinatal  mortality  rates  than  other  persons  in  New  York.  This  held 
true  for  both  white  and  non-white  populations  and  for  those  populations 
delivered  by  private  physicians  (.27).  These  differences,  however,  could  a. 
least  in  part  be  accounted  for  by  socioeconomic  differences  in  the 
peculations. 

In  1979  HIP  had  a  less  enviable  record  in  providing  preventive  services 
to  Medicaid  eligible  children.  Through  a  review  of  a  random  sample  of 
178  medical  records  the  New  York  State  Office  of  Health  Systems 
Management  i28)  found  that  complete  or  partial  preventive  examinations 
were  performed  for  fewer  than  40  percent  of  HIF^s  child  enrollees  during 
1973.  As  in  all  studies  based  on  record  examination,  the  question  must 
alwa3rs  be  raised  whether  these  findings  reflect  poor  services  or  poor 
documentation  of  services.  Nevertheless,  because  it  is  important  not  only 
to  cany  out  services,  but  to  document  thrai,  such  findings  are  disturbing. 

An  East  Baltimore  study  found  that  children  whose  usual  source  of  care 
was  an  HMO  did  not  have  hi^er  immunhsation  levds  than  those  who 
used  other  sources  of  care.  However,  the  cdiildren  were-nlore  likely  to  have 
had  a  physical  examination  diuing  the  previous  year  particularly  if  they 
were  over  the  age  of  6  (2!9). 

In  a  survey  of  Washington,  D.C*  children,  the  use  of  preventive  care 
Ccheckiq>s)  was  higher  among  children  in  prepaid  group  practices  than 
among  children  served  by  solo  practice  physicians  or  hospital  outpatient 
departments  (which  had  the  lowest  rat^)  (30)^  Because  this  survey  was 
carried  out  on  a  single  somewhat  urJque  population  (90  percent  black), 
the  investigator  warned  that  the  results  mi^t  not  be  applicable  to  other 
cities. 

Prepaid  group  practice  per  se  may  not  produce  ^4iat  is  considered 
appropriate  use  of  preventive  services^  Luft  (3/)  has  suggested  that  greater 
use  of  preventive  services  in  an  HMO  may  be  determined  by  better 
financial  coverage  rather  than  by  the  preventive  care  ideology.  Once  the 
financial  barriers  are  removed  utilization  of  preventive  services  would  be 
determined  "noainfy  by  the  patients  ^emselves.  For  particular  populations, 
such  as  T-ie  7  0or,  belonging  to  an  HMO  itself  may  not  increase 
appropria  'I  ^  j'r  ^entive  care*  In  a  study  of  Ka^er-Permanente  NTeigjUbor- 
hood  Heali! .  Center  of  California,  pre-school  childien  who  received  the 
services  <^  an  outreach  coordinator  had  a  55  percent  higher  utilization  of 
preventive  services  than  did  a  matched  group  of  enrollees.  The  conclusion 
was  that,  at  least  for  those  children  who  were  poor,  outreach  services  were 
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an  important  and  necessary  part  of  prevention,  even  in  a  prepaid  group 
practice  ( J2>. 

^«e4br-SerTice  Private  Practice  Pfaysiciaus 

In  general,  private  practice  has  not  been  considered  as  effective  as  other 
forms  of  organization  in  promoting  prevention  services.  A  survey  of 
pediatric  practices  in  Baltimore  s'  T-ycd  that  only  80-84  percent  of  the  5- 
year-<dds  had  complete  recorded  immunizations  for  DPT,  polio,  and 
measles  and  only  12  percent  had  a  recorded  hematocrit  or  hemoglobin 
<33).  The  k>w  number  of  procedures  carried  oxit  could  represent  low 
recording,  or  that  these  procedures  were  not  carried  out  in  private 
practice. 

Similar  findings  on  immunizations  were  found  in  physicians*  practices 
in  Iowa.  In  that  study,  only  36  percent  of  .the  2-year-old  children  sxirveyed 
in  13  private  practices  had  complete  recorded  immunizations  as  recom- 
mended by  the  U.S.  Public  Health  Service  for  that  age  group  (34). 

As  mentioned  previous^,  children  in  Washington,  D-C.  who  were 
patients  of  solo  practice  physicians  used  less  preventive  care  than  those  in 
prepaid  grot^  practices  or  hospital  ou^>atient  departments  (30).  However, 
a  subsample  those  children  had  a  higher  than  e5q>ected  number  of 
illnesses.  These  differences  were  not  related  to  the  organization  of  care 
(35).  Later  findings,  although  consistent,  were  not  statistically  significant, 
and  must  be  viewed  with  certain  caution  (35). 

A  Rochester  survey  drawn  from  one-quarter  of  all  children  bom  during 
1965—1^9  who  did  not  have  a  private  physician  found  that  less  than  10 
percent  received  •*a  level  of  health  supervision  that  is  considered  adequate 
by  Rochester  pediatric  s?:andards,  and  less  than  1  percent  received  the 
level  recommended  by  the  American  Academy  of  Pediatrics"  (35)-  Thus, 
private  physicians,  when  scrutinized  carefully,  do  not  have  an  illmtrious 
record  in  promoting  preventive  care.  The  organisations  most  apt  to 
promote  it  are  pubUc  health  departments  and  sometimes  HMOs. 


Compreheosive  and  Continuous  Care 

Comprehensiveness  has  been  taken  to  mean  (1)  the  provision  of  all 
services  from  preventive  throu^  rehabilitative  and  (2)  the  provision  of 
services  to  an  entire  population-  The  first  definition  of  comprehensiveness 
has  also  been  expanded  to  include  not  only  medical,  but  psychosocial 
services  as  well  (37). 

Comprehensive  care  as  a  goal  appeared  in  the  1965  Amendments  to  the 
Social  Seciiirity  Act  as  part  of  the  projects  for  Children  and  Youth 
established  under  Title  V.  As  the  legisUtion  and  regulations  developexi, 
each  C&Y  project  was  to  ensure  that  eligible  children  and  youth  within  its 
district  received  comprehensive  ambulatory  care  at  a  single  center,  as  well 
as  approprir  .e  referrals  for  hospital  care  when  necessary- 
Continuity  of  care  has  not  been  formally  espotzsed  in  any  legislation, 
but  was  assumed  as  a  necessary  goal  of  good  medical  care.  Its  absence 
from  the  l^islative  mandate  may  reflect  a  lack  of  interest  among 
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polic3anakers  to  ensure  that  quality  care  is  rendered  rather  than  just  to 
ensure  that  services  or  financing  are  available.  Rogers  and  Curtis  (38}  in 
reviewing  the  definitions  of  continuity  of  care  point  out  that  it  can  mean 
both  the  extent  to  which  a  single  physician  manages  a  person^s  health 
care^  or  the  extent  of  coordination  of  an  individuates  health  care. 

For  purposes  of  this  |>ap>er,  comprehensiveness  means  that  all  types  of 
services  are  provided,  that  services  are  provided  for  all  conditions,  or  that 
services  are  provided  for  an  entire  p>opulation;  continuity  is  taken  to  mean 
both  a  single  source  of  all  care  for  an  individual  or  a  single  source  which 
coordinates  care  from  many  sources. 

State  and  Local  Health  Departments 

Health  departments  have  attempted  to  provide  comprehensive  care 
mainly  through  two  mechanisms:  the  Crippled  Children's  Services  (CCS) 
and  C&V  clinics^  but  also  have  tried  to  achieve  some  comprehensiveness 
of  care  ^iirough  the  EPSDT  program. 

The  crippled  children's  program  has  not  been  comprehensive  in  either 
the  scope  of  conditions  treated,  the  types  of  services  provided,  or  the 
proportion  of  children  with  handicapping  conditions  it  has  served.  For 
example,  of  children  bom  with  cleft  palates  in  Maryland  in  1969—71,  only 
12.7  percent  were  known  to  the  Crippled  Children's  Service  (3P)- 
Moreover,  many  children  who  were  both  clinically  and  financially  eligible, 
received  services  outside  the  CCS  system  (40). 

Estimates  of  the  proportion  of  U.S*  children  with  birth  defects  treated 
by  CCS  in  1975  range  from  14.8  percent  for  PKU  to  37  percent  for  cystic 
fibrosis  (41),  However^  these  figures  only  indicate  that  CCS  delivered 
some  care  to  these  children;  they  do  not  indicate  what  proportion  of  total 
care  required  was  provided  or  p>aid  for  through  the  CCS  program. 

Only  14  of  49  States  surv^ed  were  found  to  be  providing  services  for 
children  with  diabetes  in  their  CCS  programs  (42).  Inad-^qxiate  coverage 
for  diabetics  in  Florida  by  CCS  1^  to  the  establishment  of  a  State- 
sponsored  Regional  Diabetes  program  in  1974  (42).  In  Appalachia,  a 
special  mobile  neurology  team  was  formed  to  provide  services  not 
otherwise  available  to  children  in  rm^  areas  (43},  Children  in  need  of  care 
were  referred  to  other  sources  for  treatment.  Forty-two  percent  were 
referred  to  the  health  department  and  for  some  who  needed  special 
treatment  the  only  available  source  of  care  was  a  University  of  Kentucky 
Medical  School. 

When  the  CCS  program  first  began,  most  States  had  no  restrictions  on 
financial  eligibility.  However,  as  costs  of  treatment  increased,  as  more 
types  of  illnesses  were  included  in  State  CCS  programs,  and  as  funds  did 
not  increase  greatly.  States  began  ?o  establish  financial  eligibihty  stan- 
dards for  treatment.  Usually,  these  are  set  at  levels  high  enough  to  include 
at  least  the  working  poor,  with  the  assumption  that  Medicaid  pays  for  the 
poor* 

In  addition  to  financing  care,  CCS  also  establishes  services  which  are 
otherwise  unavailable*  Because  this  aspect  of  the  CCS  program  has  not 
been  coordinated  it  is  difficult  to  assess  its  effectiveness.  For  example. 
State  CCS  programs  have  established  heart  ;^eatment  centers,  and  cystic 
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fibrosis  treatment  centers,  but  there  is  no  way  of  estimating  how  much  of  a 
need  >»a<^  been  met  or  whether  more  or  less  should  have  been  done.  The 
proportion  of  children  served  by  this  program  has  remained  fairly  low. 
Because  CCS  is  not  comprehensive  by  disease,  child,  or  financial 
eligibility  and,  because  of  the  lack  of  adequate  data,  it  is  difRcult  to 
determine  whether  or  not  continuity  is  provided  either. 

Children  and  youth  projects  originally  could  be  run  by  health 
departments,  teaching  hospitals,  or  medical  schools.  However,  C&V 
projects  seem  to  have  been  most  effective  when  run  by  health  departmattji 
providing  comprehensive  care,  preventing  hospitalization,  providing 
outreach,  and  moving  children  rapidly  through  the  system  (44). 

In  a  !978  study  of  eight  C&Y  projects  within  one  HEW  region  (45) 
participation  by  children  and  youth  in  the  target  area  was  relatively  low. 
from  15  to  20  percent;  for  the  two  programs  for  which  stich  estimates 
could  be  made,  participation  of  poor  children  was  between  20  and  50 
percent.  The  comprehensiveness  and  continuity  of  care  also  varied.  In  five 
rural  projects,  only  preventive  services  were  provided,  while  in  the  urban 
projects  some,  but  not  all,  preventive,  diagnostic,  and  treatment  services 
were  available.  All  projects  had  nutrition  programs.  Some  projects 
provided  social  work  services;  others  did  not. 

No  information  is  currently  available  on  the  effect  of  organization  cr 
financing  on  the  comprehensiveness  of  services  rendered  in  other  health 
department  programs,  such  as  maternity  nursing  or  MIC  projects. 
However,  the  very  existence  of  MIC  projects  may  reduce  the  comprehen- 
siveness of  care  because  they  segregate  children  by  age.  Many  health 
departments  attempted  to  get  around  this  problem  by  placing  MIC 
projects  at  the  same  sites  with  C&Y  projects  or  other  clinics.  In  this  ^-'-i^e, 
the  fimding  source  of  the  program  decreases  comprehensiveness  and 
shows  how  conflicting  incentives  and  goals  are  created  by  piecemeal  child 
health  policy. 

The  Medicaid  jwogram  was  not  initially  concerned  with  comprehensi- 
veness or  continuity.  When  some  State  h^tlth  dep>artments  (Texas,  North 
Carolina,  and  Michigan)  undertook  screening  for  EPSDT  they  could  not 
provide  comprehensive  or  continuous  care.  Although  the  EPSDT  pro- 
grams in  these  States  reached  a  high  proportion  of  those  children  elig;ible 
for  screening  and  although  State  agencies  could  provide  preventive 
services  and  payment  for  treatment  they  could  not  provide  continuity  of 
care  either  through  a  single  so»arce  provider  or  through  an  oversight 
system. 

At  best  State  health  agencies  have  a  mixed  record  in  providing 
comprehensive  or  continuous  care,  partly  because  they  are  required  to 
provide  certain  specialized  services  which  are  not  available  through  the 
private  sector  and  partly  as  a  result  of  their  reluctance  to  become  heavily 
committed  to  providing  direct  health  services  (2  J  ). 


Neigfaborbood  Health  Centers 

Although  the  scope  of  pediatric  services  provided  by  neighborhood 
health  centers,  either  directly  or  through  referral,  is  fairly  comprehensive, 
their  performance  appears  .less  adequate  if  the  proportion  of  eligible 
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children  actually  served  is  taken  into  account.  Neighborhood  health 
centers^  like  the  C&Y  clinics,  have  target  areas  tc  serve.  However,  there 
are  no  data  to  show  the  extent  to  which  such  centers  provide  comprehen- 
sive coverage  of  a  geographic  area.  Nevertheless,  there  is  some  evidence 
that  neighborhood  health  centers  once  they  enroll  a  given  population  are 
able  to  maintain  a  stable  population^  thus  providing  some  continuity.  For 
example^  a  Boston  center  was  successful  in  keeping  80  percent  of  the 
patients  who  used  the  cei*ter  from  one  year  to  the  next  (/7). 

When  neighborhood  health  centers  are  established  in  a  new  area» 
sometimes  they  lead  to  more  continuous  or  comprehensive  care  and 
sometimes  they  do  not.  After  the  establishment  of  such  a  center  in  a 
district  of  Rochester,  children  in  that  district  had  fewer  emergency  room 
visits  than  did  children  in  the  rest  of  the  city  (46).  However,  other  studies 
showed  that  this  shift  away  from  emergency  room  use  did  not  always  hold 
true.  Levy  et  ai.  (47>  fourd  marked  differences  in  patterns  of  use  among 
the  neighborhood  health  center  registrants*  Forty-four  percent  of  children 
at  one  center  used  it  for  limited  primary  care  only.  This  meant  that  the 
neighborhood  health  center  was  used  primarily  for  checkups,  while  the 
emergency  room  was  being  used  for  treatment*  At  no  neighborhood  health 
center  were  more  than  half  the  children  receiving  comprehensive  primary 
care- 
One  important  aspect  of  comprehensive  care  is  good  management  of 
referrals  outside  the  center  itself-  In  a  study  of  Boston  area  health  services, 
neighborhood  health  centers  (and  hospital  primary  care  centers)  were 
more  likely  than  other  providers  to  refer  children  appropriately  to  other 
sources  of  care  {48)^  Thus,  neighborhood  health  centers  may  provide 
services  which  are  more  comprehensive  than  other  forms  of  organization, 
but  even  with  the  range  of  comprehensive  and  continuous  services  they 
offer,  fragmentation  may  occur.  This  fragmentation  may  arise  because 
parents  choose  to  use  different  health  providers  even  when  all  needed  care 
is  offered  at  one  site. 

Scbods 

In  the  past,  school  health  services  focused  on  specialized  preventive  care 
and  screening  but  more  recently  there  has  been  a  shift  toward  the 
estabhshment  of  primary  care  centers  in  school.  When  school  health 
centers  arc  tied  to  a  neighborhood  health  center  with  24-hour  coverage  the 
part-time  nature  of  the  school  programs  does  not  limit  continuity  or 
comprehensiveness  of  care,  Nevextheless,  despite  their  obvious  advantages 
school  health  programs,  even  for  primary  care,  arc  another  source  of 
fragmentation  of  care.  At  present  we  do  not  have  enough  information  to 
draw  conclusions  about  the  effect  of  organization  and  financing  on  the 
comprehensiveness  of  school  health  services. 

CompariscMis  of  AJternotive  Ways  €>f  Organizing  Care 

Much  of  the  evidence  regarding  ^^"^  ^comprehensiveness  of  care  appears 
in  studies  comparing  several  different  ways  of  organizing  child  health 
care.  According  to  Starfield  et  ai.,  "A  ^Medical  Home"  and  continuity  of 
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care  are  essential  features  of  first  rate  medical  care"  (55).*  Yet,  the 
Utetature  indicafrs  that  few  child  care  programs,  whether  public  or 
fMivate,  achieve  this  goal. 

In  a  study  of  lower  and  middle  class  infants  in  the  New  York  area, 
Mindlin  and  Densen  {49)  found  that  continuity  of  medical  care  was 
la^dng  for  40  percent  of  the  white  middle  class  children,  and  for  90 
percent  of  minority  lower  class  children  n^ardless  of  their  source  of  care. 
Other  investigators  found  that  one-third  of  children  who  were  patients  at  a 
hospital  specialty  <dinic,  had  no  source  of  primary  care  <5£>). 

Single  providers  seemed  to  be  more  eflfective  than  others  in  providing 
continuous  care.  An  experimental  Bronx  hospital  porpgram  that  provided  a 
walk-in  clinic  and  a  ^>ecific  pediatric  nurse  practitioner  for  each  patient 
that  were  available  at  all  times  resulted  in  lower  emergency  room  use 
among  the  experimental  group  than  among  a  control  group  who  had 
several  providers  (5/).  In  another  experimental  study  which  assigned  a 
single  pediatrician  to  each  patient,  patient  satisfaction  was  much  greater 
among  mothers  of  children  receiving  the  continuous  care  than  among 
those  receiving  episodic  care  (52).  Pediatricians  may  be  particularly 
effective:  children  who  identified  pediatricians  as  their  regular  source  of 
care  received  more  routine  care  than  children  who  saw  other  types  of 
physicians  (55) 

When  various  forms  of  organization  of  child  health  care  are  compared 
for  the  degree  of  comprehensiveness  of  care,  results  are  mixed.  Cordis  and 
Maxicowitz  could  find  no  difTerencey  in  completeness  of  immimization, 
morbidity,  or  mortality  between  children  receiviiig  comprehensive  and 
continuous  pediatric  care  in  a  family  clinic  and  those  receiving  traditional 
episodic  care  (55).  In  another  study,  they  found  compliance  with 
physicians'  recommendations  was  no  better  in  the  experimental  group 
than  in  the  traditional  caxe  group.  On  the  other  hand,  two  studies  of 
experimental  physicians'  group  practices  associated  with  hospital  outpa- 
tient departments,  but  housed  separately,  reported  better  outcomes  for 
those  children  in  the  experimental  groiq>s.  Alpert  er  ai.  in  a  well-designed 
study  found  that  children  in  the  experimental  ^oup  had  received  70-75 
percent  of  the  "optimal"  number  of  health  visits  compared  with  40-50 
percent  for  the  control  group  (54).  The  experimental  group  had  lower 
hospital  use,  laboratory  and  X-ray  use,  and  illness  visits.  However,  there 
was  no  evidence  that  morbidity  was  altered.  Ullman,  Kotok,  and  Tobin 
foimd  that  children  in  another  experimental  physicians'  group  practice 
had  higher  well  visit  rates  and  lower  emergency  room  rates  than  children 
using  the  regular  outpatient  services  r  j  hospital  (55).  Mothers  of  these 
patients  also  said  that  if  they  needed  help  in  an  emergency,  they  would 
call  their  pediatrician  rather  than  the  emergency  room  or  the  police. 
Neither  of  these  two  studies  presented  evidence  that  morbidity  or 
mortality  were  affected  by  the  attempts  to  provide  continuity  and 
comprehensiveness-  From  these  data  it  seems  evident  that  a  single 
provider  available  24  hours  p>er  day  is  the  best  organizational  form  to 

*A  "medical  home"  refer*  to  a  single  provider  who  is  responsible  for  providiiig  or  si^>ervising  mgdical 
care  for  an  individual. 
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driver  continiious  care.  Comprehensiveness  of  care  is  maximized  when 
the  essential  primary  care  services  can  be  delivered  at  one  site. 


Utilization  and  Access 

The  rdated  objectives  of  access  to  care  and  adequate  utilization  have 
been  at  the  heart  of  child  health  legi^ation  in  this  coimtry.  Each  act 
has  focused  on  specific  groups  which^  withccfit.  public  intervention,  would 
receive  inadequate  care.  Title  V  funds  were  to  be  used  particularly  for 
children  in  rural  areas  or  areas  suffering  from  severe  economic  ais  tress 
(Sec.  501).  The  Title  V  MIC  and  C&Y  projects  aH  emphasized  services  for 
poverty  areas.  Title  XIX,  by  virtue  of  its  eligibility  standards,  has  been 
devoted  to  the  health  needs  of  the  p>oorest  segment  of  the  population.  This 
was  particularly  reflected  in  the  EPSDT  program  and  in  attempts  since 
1977  to  exp>and  coverage  under  that  program. 

The  studies  most  relevant  to  tl^  analysis  have  dealt  not  with  the 
organization  of  health  services,  but  with  the  impact  of  financing  on 
utilization  and  access.  Therefore,  it  does  not  seem  useful  to  continue  to 
discuss  programs  m  terms  of  their  rvrganizational  patterns  as  we  have  done 
in  the  previous  two  sections. 

Two  kinds  of  studies  contribute  to  the  evaluation  of  access:  comparison 
of  utilization  patterns  before  and  after  the  financing  of  services  is  made 
available,  and  comparison  of  the  utilization  of  services  by  needy  users  and 
by  others.  Before  utilization  can  be  used  as  a  measure  of  access,  it  must  be 
recognized  that  appropriate  standards  have  not  been  established  in  either 
Government  or  private  programs.  Thus,  the  criteria  in  utilization  studies 
vary  widely. 

The  greatest  number  of  available  studies  are  on  the  effects  of  Medicaid, 
which  is  primarily  a  financing  program.  The  Medicaid  program  was 
developed  and  implemented  on  the  assumption  that  the  inability  to  pay 
for  care  prohibits  appropriate  use  and  access  and,  conversely,  that  the 
availability  of  financing  should  increase  access.^  A  second  barrier  to 
access  is  simply  the  unavailability  of  services,  time,  or  transportation 
required  to  reach  distant  health  care  facilities. 

Medicaid  program  studies  on  access  of  health  services  present  the  best 
data  on  the  effects  of  financing  on  utilization.  In  1969  children  under  age 
17  in  families  with  incomes  under  S5J0OO  visited  the  doctor  3S  times  per 
year  if  they  received  Medicaid,  and  only  3.0  times  if  the  were  not  eligible 
for  Medicaid.  However,  the  children  of  high-income  families  (over 
$15,000)  had  4.5  visits  (56).  These  figures  whi<^  are  adjusted  for  at  least  a 
crude  measure  of  health  status^  indicate  that  the  availability  of  financing 
through  Medicaid  reduced^  but  did  not  totally  obliterate  die  barriers  to 
access.  Between  1964  and  1974  poor  children  under  age  15  Cfamily 
incomes  under  $5,000)  increased  their  annual  visits  from  33  to  3.7,  while 
all  other  income  groups  decreased  their  artmial  visits  (57>.  Neverdieless^ 


For  a  more  detailed  discttssiocu^ee  Dutton  in  this  volume. 
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children  of  uoper-income  families  still  used  physicians  more  frequently 
than  the  poor. 

The  Quebec  health  insurance  system  produced  smiilar  results-  Two 
years  after  this  system  was  instituted,  althoiigh  the  prop)ortion  of  children 
with  symptoms  of  illness  remained  the  same,  the  proportion  of  low-  and 
moderate-income  children  consulting  a  doctor  increased  (55). 

In  the  U.S.,  access  to  medical  care,  even  with  Medicaid,  remains 
limited.  In  one  Michigan  county.  Medicaid  covered  only  43  percent  of 
two-parent  poverty  families  and  57  percent  of  near-poverty  single-parent 
families  (/:?).  Moreover,  in  California,  administrative  foniiulae  for  the 
allocation  of  these  health  service  funds  seemed  to  favor  rural  counties 
rather  than  the  more  densely  populated  urban  counties  in  which  most  of 
the  poor  children  lived  (59).  However,  one  should  note  that  administrative 
expenses  may  have  been  higher  in  rural  areas  because  administration  is 
alwavs  more  costly  where  resources  are  scattered  across  sparsely  p>opu- 
lated  areas. 

Through  the  development  of  additional  health  care  delivery  sites,  such 
as  neighborhood  health  centers,  public  healdi  service  prograrns  have 
provided  health  care  to  persons  previously  without  access  to  it.  It  is 
estimated  that  in  1978,  about  12  percent  of  the  persons  in  medically 
underserved  areas  received  health  care  services  from  these  programs  (60). 
Another  report  estimated  that  about  10  percent  of  the  45  million  persons 
residing  in  these  areas  were  served  by  neigjiborhood  health  centers  (i9). 
Whatever  the  exact  figure,  current  forms  of  organizing  publicly  supported 
health  care  in  medically  underserved  areas  appear  to  be  inadequate. 

In  assessing  the  effect  of  organizational  factors  on  utilization,  several 
studies  have  been  carried  out  in  prepaid  group  practices.  These  would 
indicate  that  the  deterrent  eflFects  of  fee-for-service  pricing,  even  when 
financed  by  Medicaid,  were  stronger  than  the  organizational  barriers  that 
might  be  inherent  in  a  prepaid  group  practice  (^).  In  another  study  based 
on  the  same  Washington,  D.C.  interview  data,  the  author  concluded  that 
in  explaining  utilization  of  health  services  "income-related  factors, 
particularly  the  type  of  health  care  system  used,  play  a  more  important 
role  than  income  itself  in  determining  patterns  of  discretionary  use"  (67). 
However,  prepaid  group  health  plans  despite  continuing  Federal  support, 
can  scarcely  be  looked  to  as  a  major  vehicle,  at  least  in  the  near  future,  for 
improving  utilization  of  services,  particularly  for  the  poor.  At  present, 
prepaid  health  plans  serve  only  7  million  persons  in  the  United  States, 
about  3  percent  of  the  population.  Thus  alternative  means,  such  as 
increased  financing  and  a  greater  distribution  of  health  resources,  must 
continue  to  be  used  to  provide  adequate  access  and  utilization  of  health 
services  for  children- 
Information  Systems' 

Information  systems,  although  not  specified  in  any  legislation,  have 
become  the  means  by  which  the  Federal  Govemmeni  ensures  itself  of  the 

»For  a  more  detailed  discussion  of  information  and  reporting  systems,  sec  Zill  and  Mount  in  this 
volume. 
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States*  accountability  for  the  funds  it  has  made  available.  In  the  Title  V 
legislation,  this  took  the  form  of  requiring  that  State  f^ans  be  drafted  to 
ensure  poIi<^  compliance.  In  addition,  the  Children's  Bureau  and  its 
successors  in  the  Public  Health  Service  set  up  reporting  systems  for  both 
formula  grants  under  the  Title  V  maternal  and  child  health  and  crippled 
children's  programs.  Reporting  on  the  Title  V  projects  (MIC  and  C&Y 
programs)  was  less  stringent  and  at  no  time  did  a  ^rstem  of  nationwide 
reporting  on  the  projects  develop.  In  fact,  the  Title  V  reporting  systems 
left  much  to  be  desired  both  in  terms  of  service  accountability  and 
financial  accountabili^  (^^)*^ 

Under  Title  XIX  (Medicaid),  reporting  systems  were  a  caxise  of  major 
concern  in  Congress,  but  for  the  most  part,  the  concern  has  been  about 
fiscal  accountability,  not  service  accountability*  The  information  systems 
that  have  ):>een  established  such  as  the  Medicaid  Management  Informa- 
tion System  are  designed  to  remedy  problems  such  as  fraud  and  abuse, 
that  is,  over  utilization,  not  under  utilization. 

Information  ^sterns  serve  several  purposes:  (1)  to  identify  cLdldren  in 
need  ^nd  to  provide  followup  services  to  children  so  identified,  (2)  to 
sar/oy  the  population  from  time  to  time  to  see  if  certain  procedures,  such 
as  'mmunization,  are  carried  out,  (3)  to  account  for  Federal  and  State 
funds  spent  on  child  health.  However,  few  studies  are  available  on  the 
effects  of  the  organization  and  financing  of  information  systems. 

The  crippled  children's  program  attempted,  particiUarly  in  its  early 
days,  to  set  up  registries,  but  these  listings  were  rarely  us^  and  proved 
ineffective  in  making  sure  that  needy  children  reached  treatment.  Recent 
studies  have  shown  that  CCS  programs  more  often  than  not  are  unaware 
of  the  number  and  identity  of  children  in  need  in  their  States  (40).  High- 
risk  registers  were  used  in  England  during  the  1950*s  and  1960*s,  but  they 
did  not  prove  successful  in  identifying  children  in  need  of  care  (65). 
Similar  foldings  were  reported  in  the  study  of  a  State  rheumatic  fever 
registry  (i3).  Methods  for  detecting  perinatal  risk  have  been  developed, 
but  to  date  there  are  no  studies  of  the  efficacy  of  such  risk  registers,  Tlius, 
the  existence  of  a  high-risk  or  identification  registry  per  se  does  not 
improve  services  for  children.  The  weaknesses  of  these  statewide  systems 
stem  in  part  both  from  the  lack  of  high-risk  predictors  of  known  validity 
and  reliability,  and  from  the  lack  of  sufficient  staff  and  an  infrastructure 
to  use  those  predictors  that  might  be  effective  in  improving  child  health 
(64). 

Since  1973,  the  EPSDT  program  under  Tide  XIX  has  been  charged  with 
identifying  children  eligible  for  services  and  seeing  that  services  are 
provided.  Eligibles  are  id^  tified,  not  on  the  basis  of  risk,  but  according  to 
the  financial  and  categorical  criteria  of  the  welfare-based  Medicaid 
program.  The  fact  that  welfare/social  service  departments  have  case  files 
on  all  families  eligible  for  Aid  to  Families  with  Dependent  Children 
(AFDC)  should  r  ake  identification  easy*  However,  many  States  have  had 
severe  problems  in  setting  up  computer  systems  that  coiild  identify  eligible 
children  and  within  that  group,  those  who  needed  rare  (64,  21^. 

One  problem  in  identifying  children  existed  for  those  States  that 
included  the  medically  needy  in  their  eligibility  files.  Since  these  children 

Vor  a  more  detailed  dtscMsioD  of  Tit!c  V  reporting  sec  Kli^rman's  Title  V  paper  in  this  volume. 
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usually  were  identified  only  after  they  or  their  parents  had  accumulated 
sufficient  medical  bills  to  make  them  eligib^  for  the  screening  program^ 
their  names  were  not  readily  available  or  computerized.  Just  how  effective 
these  Medicaid  systems  have  been  is  imclear.  A  review  of  several  EPSDT 
evaluation  and  demonstration  programs  indicated  that  although  a 
statewide  EPSDT  support  system  could  be  used,  as  it  was  in  South 
Carolina^  it  often  ran  into  problems  such  as  the  inability  to  record 
unsuccessful  contracts  with  a  family  or  to  link  a  family  contact  form  with 
other  data  (65)- 

Other  EPSDT  information  system  problems  have  come  from  the  need 
to  transfer  information  from  one  State  agency  to  another.  For  example,  in 
many  States,  the  welfare/social  service  agencies  would  not  transfer  data 
on  eligibility  to  health  or  education  department  workers  who  were  charged 
with  finding  the  children.  Another  type  of  problem  arose  in  Texas  which 
had  an  excellent  computerized  information  system  which  printed  out  the 
names  of  all  children  due  for  screening-  However,  these  data  once 
available,  rather  than  being  given  to  case  workers,  went  to  central  offices 
where  they  sat  unread.  The  case  workers  claimed  that,  in  any  case,  the 
data  would  have  been  obsolete  by  the  time  they  received  them. 

The  major  problem  with  Medicaid  infomiation  systems,  however,  is 
that  they  were  designed  primarily  to  provide  information  on  payment,  not 
on  services.  Those  States  Aat  have  been  most  successful  in  overcoming 
these  obstacles  are  those  which  from  the  outset  had  strong  computerized 
data  bases  and  a  capacity  in  both  health  and  velfarc  departments  to 
function  effectively  (/7),  States  such  as  Michigm  and  Texas  (2/) 

were  particularly  successful  in  developing  information  systems  to  identify 
children  needing  services. 

Surveillance  activities  are  an  integral  part  of  a  health  department's  role. 
Surveillance  is  carried  on  through  the  ref>orting  of  cases  of  specific 
diseases  by  physicians  to  local  and  State  health  departments.  Such 
reporting  is  relatively  accurate  for  serious  diseases  likely  to  be  diagnosed 
by  physicians-  However,  the  systems  set  up  to  handle  such  information  are 
not  always  designed  in  such  a  way  as  to  be  comp>atible  with  the  neecs  of 
health  services  planners.  Two  examples  stand  out  as  exceptions.  One  was 
the  immunization  surveillance  activities  begun  in  1977  under  President 
Carter*s  directive  (no  evaluation  available);  the  other  was  a  Minnesota 
State  health  department  influenza  surveillance  system  in  1974-75  which 
included  direct  monitoring  through  laboratory  reports  and  indirect 
monitoring  ihrou^^b  absenteeism  rates  (67).  The  primary  difficulty  with 
surveillance  systems  is  that  to  be  successful  they  must  be  disease  or 
procedure  oriented.  Thus,  they  cannot  serve  as  the  basis  for  ongoing 
monitoring  systems  for  all  health  services. 

Any  effective  information  system  that  can  provide  data  on  the  services 
rendered  as  well  as  financing  must  include  the  ability  to  provide 
surveillance  for  disease-specific  conditions  as  well  as  overall  information 
about  the  health  needs  of  children.  The  problem  with  present  systems  is 
that  even  where  Jiey  exist,  they  are  fragmented  and  gather  information  on 
only  selected  segments  of  the  child  population  whether  by  age,  disease, 
geographic  area^  or  financial  eligibility. 
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STOEi  GTHS  AND  WEAKNESSES  OF  HEIALTH 

PROGRAMS 
IN  PROMOTING  GOALS 


Pmeventian 

Public  State  and.  local  health  departments  have  been  among  the  most 
effective  groups  in  delivering  pireventive  care  to  children.  Their  programs 
have  been  particularly  successful  in  carrying  out  immunization  programs, 
promoting  mass  screening  programs*  programs  of  perinatal  care,  well- 
child  services  and  in  particular  NOC  and  C& Y  fn^cgects.  It  is  not  surprising 
that  public  programs  have  been  most  effective  in  carrying  out  preventive 
care  for  poor  diildren  since  that  is  what  the  public  sector  has  emphasized. 
Public  agencies,  following  a  phiic^ophy  of  not  interfering  with  the  private 
practice  of  medicine,  have  stepped  in  only  when  it  was  evident  that 
children's  needs  for  preventive  services  were  not  bnng  met  by  the  private 
sector.  This  means  that  although  public  agencies  may  have  been  successful 
in  reaching  limited  groi^  of  children,  they  have  not  succeeded  in 
providing  r^ionwide  or  statewide  services. 

Private  health  providers,  neighborhood  health  centers  and  prepaid 
group  practices  have  been  less  effective  than  public  agencies  in  promoting 
prevention.  At  least,  that  is  what  can  be  concluded  from  presently 
available  research.  Part  of  the  problem  in  evaluating  the  effectiveness  of 
preventive  care  is  that  different  standards  Car  preventive  care  have  been 
used  in  different  studies.  If  the  TniTii|Tiiiyn  standards  for  preventive  care 
were  nationally  agreed  upon  we  would  then  have  clear  criteria  against 
whic^  to  assess  such  programs. 

One  successful  fbrm  of  organizing  preventive  care  for  children  is  to  have 
nurses  or  lay  workers  vi^t  or  even  screen  children  in  their  own  homes.  In 
such  a  program  developed  in  Colorado,  half  of  the  families  considered  to 
be  high  risk  for  child  abuse  or  neglect  were  given  special  counseling,  and 
weU-child  care  which  included  regular  home  visits.  They  also  received 
more  than  the  usual  number  of  office  visits  and  telephone  calls.  At  the  end 
of  one  year,  no  child  in  the  high-risk  group  who  had  received  ^>ecial  care 
had  a  serious  iryury  that  was  considered  to  be  due  to  abnormal  parenting. 
However,  such  injxxry  did  occur  among  high-risk  families  who  did  not 
receive  special  care  (6Sy^ 

A  program  in  Appalacfaia  designed  to  promote  more  traditional 
preventive  care  for  <^iildren  produced  mixed  results.  No  differences  in 
health  outcome  were  found  between  children  who  received  special 
outreach  services  and  those  who  did  not.  Howe\*er»  problems  in  the 
research  design  may  have  obscured  real  dififerences  between  the  two 
ffroups  and  die  authors  therefore  ccmcluded  that  the  study  group  may 
nevertlidess  have  benefited  firom  special  outrea<±i  services  d^^te  the  lack 
of  signifKant  findii^s  (69). 

Horkelman  and  Zimmer  ( J6)  found  that  hospital-based  public  health 
nurses  could  significantly  increase  the  entry  of  poor  babies  into  the  well- 
child  care  system,  while  Dawson  iJO}  reported  that  a  screening/outreach 
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program  in  a  housing  project  also  proved  effective  in  getting  high-risk 
ciiildren  into  preventive  care  services. 

The  EPSDT  program  found  that  the  critical  factor  in  getting  poor 
children  to  preventive  care  was  the  manner  in  which  the  parents  were 
infcmned  of  the  services  available.  When  parents  were  informed  in  person 
at  the  welfare  department  or  during  a  home  visit  by  case  aides,  they  were 
more  likely  to  use  preventive  services  than  when  informed  by  mail  or 
telephone  (7/). 

Whether  performed  by  pubhc  healdi  nurses,  lay  visitors,  or  case  aides, 
outreach  seems  lo  be  an  important  factor  in  ensuring  preventive  care  for 
high-risk  children.  These  services  have  been  found  useful  for  targeted 
programs  such  as  prevention  of  child  abuse  or  perinatal  mortahty  (3),  for 
more  general  programs  such  as  prepaid  group  practices  (52)  or  EPSDT. 


Comprefaenshre  snd  Coatinaoas  Care 

No  public  nor  private  system  seems  to-deal  adequately  with  comprehen- 
sive or  continuous  care.  Again,  definitions  cause  problems  in  evaluating 
programs.  If,  however,  the  basic  minimum  is  asstimed  to  be  a  single 
provider  charged  with  responsibility  for  primary  care  and  coordinating 
other  care,  this  goal  has  not  l>cen  realized  either  in  public  or  private 
y  -tems.  The  best  sources  for  such  care  seem  to  be  single  providers  who  in 
groups  or  in  outpatient  clinics  can  provide  24-hour  service.  Certainly, 
mobile  clinics  have  been  of  little  use  in  promoting  comprehensiveness  of 
care  since  they  create  their  own  forms  of  fragmentation  (72). 

In  attempting  to  establish  continuous  and  comprehensive  care,  the 
methods  of  organizing  programs  themselves  promote  fragmentation.  For 
example,  programs  such  as  CX:S,  designed  to  meet  special  needs,  provide 
conmrefaensive  services  for  a  given  condition,  but  fragment  servic^  by 
dia^iosis  or  by  separating  services  for  the  handicapped  from  those 
delivered  by  regular  primary  care  providers.  MIC  and  C&Y  projects 
fragment  by  age  group;  neighborhood  health  centers  by  geographic  area. 

The  real  question  then  becomes  how  much  comprehensiveness  and 
continuity  arc  necessary  to  promote  child  health?  That  question  cannot  be 
answered  easily  because  the  available  literature  seldom  addresses  out- 
comes. It  does  give  some  clues,  however.  For  example,  good  health  docs 
not  necessitate  that  aU  medical  services  be  rendered  at  a  single  site- 
However,  it  is  desirable  that  all  primary  care  services  be  provided  at  one 
site  Even  then,  if  the  faciHty  or  staff  are  not  available  around  the  clock  it 
is  likely  that  users  will  also  resort  frequently  to  emergency  rooms.  It  may 
be  desirable  to  have  the  primary  care  provider  coordinate  aU  other  types 
of  services.  However,  because  there  is  Uttle  evidence  to  indicate  that  this  is 
the  present  pattern  for  children  rcceiv  care  through  either  the  pubhc  or 
private  sector,  it  may  seem  unreasonable  to  require  that  pubUc  programs 
provide  services  hitherto  imavailable  to  those  in  the  private  sector. 

UtUizatioo  and  Access 

Utilization  and  access  have  been  affected  by  several  pubUc  programs. 
Medicaid  has  reduced  the  gaps  in  utilization  between  low-mcome  and 
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high*mcome  persons.  Public  Health  Service  programs  such  as  the 
neighborhood  health  centers  have  reached  about  10-12  percent  of  the 
persons  in  medically  underserved  areas.  Health  maintenance  organiza- 
tions, many  of  which  receive  start-up  financial  assistance  from  the  Federal 
Government,  serve  3  percent  of  the  U.S*  population  as  a  whole.  The 
effects  of  the  Title  V  maternal  and  child  health  and  crippled  children's 
programs  on  utilization  or  access  are  harder  to  assess  since  few 
evaluations  are  available.  However,  it  seems  evident  that  the  planning  and 
service  component^  particularly  of  the  CCS  program,  b^n  important 
in  many  States  in  ensuring  ^he  availability  of  certain  types  of  services. 
Therefore,  both  financing  and  organization  by  Federal  and  State  agencies 
appear  to  be  critical  in  improving  access  and  utilization. 

For  instance  the  relationship  between  CCS  and  other  service  and 
financing  programs  is  con^lex.  If  insurance  were  available  for  all  parents 
with  handicapped  children  instead  of  the  present  financing  for  the  poor 
under  Medicaid,  and  the  working  poor  and  some  middle  class  under  CCS, 
the  financing  aspect  of  the  CCS  program  would  no  longer  be  necessary* 
Whether  the  service  components  would  still  be  necessary  cannot  easily  be 
determined  on  the  basis  of  presently  available  d^tj^.  One  is  inclined  to  say 
they  would  because,  as  the  EPSDT  programs  has  demonstrated,  a 
financing  program  that  merely  gives  recipients  the  opportunity  to  buy 
services  that  are  not  available  is  not  very  useful  (75). 

In  addition^  there  is  increasing  evidence  that  system^letermined  factors 
must  be  distinguished  from  patient-determined  factors  in  health  services 
utilization.  Ouring  a  6— 10-year  period  in  two  prepaid  practices,  some 
children  were  consistendy  high  users  while  others  were  consistently  low 
users  despite  the  fact  that  they  were  members  of  the  same  type  of  practice 
(74).  Therefore,  to  focus  solely  on  organizational  and  financial  barriers  of 
care  may  be  misleading.  It  will  be  important  to  learn  whether  those 
children  who  are  consistently  high  users  are  those  at  hi^est  risk  and 
therefore  need  ihe  most  contacts  and  whether  the  lowest  users  are  at 
lowest  risk.  If  this  is  true,  research  must  also  be  undertaken  to  leam 
whether  it  is  possible  to  identify  poor  children  at  risk,  or  whether  only  the 
utilization  patterns  elucidate  the  risk  information  after  the  fact. 

Information  Systems 

Information  systems  and  accoimtability  are  provided  better  by  State 
systems  than  by  projects^  localities^  or  the  private  sector.  However^  none 
of  the  public  systems  have  been  adequate  to  date.  The  three  elements  of 
such  a  system — identification  of  children  in  need,  surveillance  of  the 
population,  and  accoimtability  of  funds  and  services — remain  difficult 
and  costiy  to  monitor-  However,  they  can  be  monitored  only  by  public 
agencies  with  appropriate  reporting  from  private  providers. 

The  ability  to  establish  accoimtability  in  terms  of  services  rendered  may 
prove  to  be  the  most  important  contribution  of  information  systems. 
Presently  existing  child  health  programs  have  done  very  little  to  ensure 
such  accountability^  The  Title  V  formula  grant  reporting  systems  have 
provided  frequendy  overlapping  or  duphcated  data.  When  the  MIC  and 
C&Y  projects  provided  data  at  all,  it  was  expressed  not  in  terms  of  the 
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population  in  areas  served,  but  in  relation  to  .that  proportion  of  the 
population  enrolled  in  the  program.  The  EPSDT  program  also  has  for  the 
most  part  fimctioned  without  adequate  accountability  and  use  of  its 
information  systems. 

Virtually  none  of  the  present  public  sector  child  health  systems  have 
been  able  to  supply  any  degree  of  accountability  for  their  prograins. 
However,  lest  one  be  too  harsh  on  the  public  system,  one  must  kixp  m 
mind  that  there  is  no  accoimtability  in  the  private  system  either. 

Information  systems  have  great  potential  for  assisting  in  the  dehvery  of 
chUd  health  services.  Because  they  have  not  received  high  priority  m  the 
past  and  because  they  have  been  used  mainly  to  assess  accountability  m 
financing  rather  than  quality  of  care,  their  potential  remains  untapped. 


AVOIDING  FRAGMENTATION 

The  most  persistent  complaint  about  child  health  poUcy  is  its  fragmen- 
tation. Fragmentation  of  children's  health  needs  occurs  because  programs 
are  developed  on  the  basis  of  age  (75),  disease,  area  of  residence,  type  of 
care,  method  of  financing,  or  form  of  administration,  whether  public  or 
private.  Federal  or  State.  All  health  poUcy  fragments  care  in  some  way. 
The  problem  for  policymakers  is  to  determine  what  type  and  degree  of 
fragmentation  is  acceptable  and  what  is  unacceptable. 

The  most  evident  fragmentation  occurs  wh<;n  responsibilities  for 
preventive  and  primary  care  are  assigned  to  diffenmt  providers.  The  Title 
V  programs,  by  estabUshing  weU-child  cUnics,  provides  preventive  care 
through  the  public  sector  whHe  treatment  is  handled  by  the  private  sector. 
This  spUt  was  intensified  in  certain  States  under  the  EPSDT  program 
where  the  Title  V  agencies  provided  screening  for  all  Medicaid-ehgible 
children  but  limited  the  services  strictly  to  screening.  Even  immunizations 
were  often  carried  out  seoarately  at  different  sites  or  times.  A  public 
health  nurse  in  one  State  pointed  out  that  staff  in  the  EPSDT  screening 
clinics  even  for  a  problcja  ach  as  scabies,  had  to  refer  the  child  to  a 
physician  rather  than  pre&:-i':>e  the  appropriate  and  readQy  avaUable 

treatment  (20).  ^  .         -  j 

Tuis  fragmentation  has  been  somewhat  imtigated  m  neighborhood 
health  centers  and  hospital  primary  care  centers.  However,  these  programs 
fragment  care  by  geographic  area  or  hours  of  the  day  and  continue  to 
serve  relatively  small  numbers  of  children  across  the  United  States. 

Fragmentation  also  occurs  when  primary  care  is  separated  from  other 
levels  of  care,  thus  raising  questions  about  the  ability  of  public  agencies  to 
provide  continuous  care.*^  Either  all  primary  care  is  not  provided  by  a 
single  provider  or  at  a  single  site,  or  primary  and  secondary  care  are 
rendered  by  different  providers  with  little  coordination.  This  presents  a 
particular  problem  for  those  primary  care  centers,  such  as  some 
neighborhood  health  centers,  which  do  not  provide  24-hour  service. 
Under  these  circumstances,  private  providers  through  use  of  telephones 


•<*Whcthcr  contintiity  contributes  to  the  quality  of  care  is  debatable.  Some  recent  evidence  would 
indicate  that  tt  does  no»  See  {  7S) 
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seem  to  provide  more  continuous  care  than  do  the  ostensibly  comprehen- 
sive nei^borhood  health  centers* 

Administrative  arrangements  are  another  source  of  fragmentation  for 
child  health  programs  and  this  takes  many  forms.  Firsts  much  child  health 
re^>onsibili^  is  divided  between  the  public  and  private  sector.  ^ 
financing  and  health  services  are  available  for  only  those  grc 
children  who  do  not  have  access  to  the  private  sector*  Therefore  *Mic 
CLnancing  programs,  such  as  Medicaid,  pay  for  children  on  welf  c 
those  otherwise  categorically  eligible;  categorical  programs,  such  as  v 
finance  and  provide  services  for  children  with  certain  handicapping 
conditions  who  also  meet  financial  eligibili^  requirements;  neighborhood 
health  centers,  C&V,  and  MIC  projects  meet  the  primary  and  some 
secondary  health  needs  of  children  in  certain  geographic  areas.  The  public 
sector  usually  only  makes  it^  presence  known  when  the  private  sector  has 
already  demonstrated  its  inability  to  provide  services.  Strong  health 
department  maternal  and  child  health  programs  tend  to  be  foimd  in  States 
where  the  networks  of  private  preventive  services  are  relatively  limited  for 
poor  children.  The  absence  of  competition  from  the  private  sector 
facilitates  public  action.  The  public  agencies  perceive  their  roles  as  filling 
gaps,  not  establishing  complete  care  systems.  However,  even  in  this 
limited  role,  public  health  agencies  would  n':>ed  better  information  than 
they  now  have  to  know  what  the  needs  are.  Moreover,  imder  the  current 
system  of  service,  children  and  their  parents  have  difficulty  finding  out 
what  resources  are  available  through  either  the  private  or  public  sector. 

Another  form  of  administrative  fragmentation  results  from  multiple 
public  health  programs  administered  by  different  Federal,  State,  and  local 
agencies.  The  Federal  Government  finances  services  through  Medicaid 
and  CCS,  provides  funds  for  establishing  services  through  neighborhood 
health  centers,  maternal  and  child  health,  and  CCS,  and  provides  fimds 
for  State  administration  of  maternal  and  child  health  services.  The  State 
agencies  cany  out  surveillance  of  child  health  services  and  provide  some 
services  through  their  own  and  Federal  fimds.'  Finally,  counties  and 
municipalities  provide  some  planning,  surveillance,  and  dir^.^t  services  on 
their  own  with  the  assistance  of  Federal  and  State  funding. 

Each  level  of  government  tenos^  to  see  the  other  levels  as  being  the 
source  of  f3ragmentation.  States  may  coip--''r*\i  that  the  Federal  regulations 
for  categorical  progmms  make  it  impo'  "  them  to  integrate  various 

programs-  Often,  however,  it  is  State  r>  >  ^. is,  budgeting  provisions,  or 
bureaucratic  rivalry  which  prevents  *it*  -:w>ling  of  Federal  funds  and 
programs.  States  may  resolve  these  probit/ns  very  differently,  Michigan, 
for  example,  integrated  the  EPSDT  screening  program  with  its  ongoing 
Health  Department  Title  V  programs.  Texas,  on  the  other  hand,  placed 
the  EPSDT  screening  program  into  the  Health  Department,'  but  kept  it 
completely  separate  from  the  Tide  V  well-child  programs  within  that  same 
departments  a  move  that  was  totally  unnecessary  from  the  Federal  point 
of  view. 

A  final  source  of  administiative  fragmentation  is  the  allocation  of 
health  fimctions  to  several  different  Federal  and  State  agencies.  For 
example.  Medicaid,  ihtr  rnajor  public  financing  program  of  child  health  is 
administered  in  most  States  by  the  social  services/ welfare  departments. 
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School  health  may  be  administered  by  State  or  local  school  boards,  and 
the  departments  of  agriculture  administer  nutrition  programs.  At  the  State 
leveU  no  single  agency  controls  child  health  planning,  the  funds  to  be 
allocated,  nor  the  resources  to  be  developed. 

Fragmentation  has  several  outcomes.  Firsts  it  has  led  to  the  odd 
pGtchwork  of  present  programs  in  child  beslth.  With  nearly  every  new 
program  enacted,  a  bureaucracy  with  its  own  administrative  goals  and 
culture  is  also  created.  However,  this  new  bureaucracy  then  creates  a 
demand  for  its  own  continued  existence  regardless  of  need.  The  entrench- 
ment of  these  bureaucracies  also  often  makes  it  desirable  when  starting 
new  programs  to  establish  them  isnder  independent  auspices  to  give  them 
a  firesh  start  and  avoid  the  competitive  biddix^  among  orhcr  agencies. 
These  two  processes  then  lead  to  more  fragmentation  rather  than  less.  One 
must  break  the  cycle  somewhere,  but  it  becomes  incrcaangly  difBcult  as 
existing  programs  vie  with  one  another  to  maintain  visibility  and  solvency. 

Second,  fragmentation  can  also  decrease  access  because  the  public 
sector  payment  system  is  so  complex.  This  has  been  a  particular  problem 
in  the  case  of  maternity  care.  Private  physicians  in  California  were 
reportedly  reluctant  to  refer  pregnant  patients  for  specialized  care  because 
if  they  did  not  perform  the  delivery,  they  would  not  receive  any  payment 
for  the  prenatal  care  they  had  provided  (4).  In  California,  it  was  also 
noted  that  virtually  no  intrapartum  maternal  transfers  took  place  from  a 
community  ho^tal  to  a  ^>ecialized  perinatal  care  regional  center,  nor  did 
antenatal  referrals  for  special  tests  occur  within  the  private  sector  (77). 

A  third  result  of  frs^imentation  is  the  multiplicity  of  policies  that 
emanate  from  three  levels  of  government  and  from  three  to  four  different 
agencies  at  each  level.  Not  only  does  it  lead  to  multiplicity  of  programs, 
but  simple  confusion  and  uncertainty.  When  fundings  are  delayed  for  new 
pro!grams  (7S)  or  ^en  the  method  of  the  administration  is  changed  (79), 
policy  changes  affect  all  levels  of  government. 

Because  of  the  fragmentation  of  child  health  policy.  State  and  local 
planners  fo-  child  health  services  have  to  piece  together  different  kinds  of 
funding  fr  m.  different  sources  in  order  to  put  a  program  together.  This 
results  ir  the  usual  complaints  from  the  States  about  the  Federal 
Government  fostering  fragmentation,  but  more  often  than  not  the  States 
themselves  also  contribute  to  the  sources  of  this  fragmentation  through 
their  bureaucratic  structures. 

Organization  and  financing  affect  the  degree  to  which  fragmentation 
will  occur.  Policymakers  must  choose  between  favoring  groups  of  children 
of  particular  ages,  diseases,  or  geographic  areas  over  others.  The  easiest 
solution  to  avoid  some  forms  of  fragmentation  is  to  finance  and  organize 
health  services  for  all  children.  This  limits  the  fragmentation  to  the 
children  themselves.  However,  some  firagmentation  may  nevertheless 
persist  because  a  child  may  still  need  to  see  different  providers  for 
different  types  of  care.  Nevertheless,  a  univiersal  method  of  financing, 
which  also  finances  some  organization  of  this  complex  system,  would  help 
considerably  to  assist  children  and  thfsir  parents  through  the  ^  i  of 
services  to  achieve  timely  and  appro*^  "ate  health  care. 
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FACTORS  THAT  FAVOR  CHIIJD  HEATH  GOALS 

DEVELOPMENT 
AND  MINIMIZE  FRAGMENTATION 

One  factor  that  seems  to  help  public  programs  to  function  is  the  absence 
of  competition  from  the  private  sector*  For  example,  Oreo  noted  that 
one  health  center  studiod  fared  well  because  there  were  few  physicians 
and  no  organized  health  facilities  to  create  opposition  or  competition.  A 
similar  lack  of  competition  for  the  patients  served  by  the  Denver  Health 
Department  and  City  Hospital  facilitated  the  development  of  an  integrat- 
ed health  and  hospital  service  in  that  city.  One  cannot,  of  course,  look 
toward  the  rapid  demise  of  the  private  sector  as  a  means  to  improve  public 
sector  services,  but  observations  do  indica^^e  that  the  competition  among 
private  health  providers  in  any  area  does  not  necessarily  mean  that  they 
will  promote  health  programs  for  chose  sector;*  of  the  population 
underserved  by  them.  It  also  seems  that  the  only  time  public  programs 
have  the  clear  support  of  private  providers  is  when  there  is  absolutely  no 
competition. 

A  second  factor  that  influences  the  success  of  some  public  programs  is 
the  ease  and  low  cost  of  some  types  of  administration.  It  is  easier  for  a 
health  department  to  institute  a  surveillance  program  to  assess  the 
immunization  levels  of  children  in  a  State  and  to  set  up  imm^mization 
clinics  than  it  is  to  establish  ongoing  service  systems.  A  one-time 
surveillance  program  such  as  PK.U,  for  example,  is  much  easier  to 
administer  than  a  system  of  primary  care  for  groups  of  children 
throughout  the  State.  Therefore,  it  is  not  surprising  that  State  health 
agencies  have  frequently  focused  more  on  these  former  types  of  services 
than  on  the  planning  and  delivery  of  more  general  health  services. 

A  third  factor  that  works  weU  bringing  children  into  contact  with  a 
health  system  is  the  use  of  outreach  workers.  Whether  such  people  are 
visiting  or  public  health  nurses,  health  visitors,  outreach  workers,  or 
whatever,  they  have  shown  themselves  to  be  remarkably  effective  in  health 
prevention  and  particularly  in  bringing  high*risk  children  to  care.  From  all 
the  studies  it  seems  evident  that  there  are  certain  groups  of  children  and 
their  mothers  who  will  not  readily  step  forward  for  care  or  for  whom 
access  to  the  health  system  is  so  difTicult  that  their  needs  must  be  met  at 
home.  The  access  barrier  in  these  cases  may  not  be  so  much  a  matter  of 
firLan^es  or  transportation,  but  of  language  or  social  ctistoms.  Even  when 
all  other  barriers  are  down,  these  barriers  will  persist  for  certain  groups  of 
parents  and  children.  For  these  high-risk  groups,  outreach  may  be  critical 
in  ensunng  receipt  of  care. 

One  factor  that  has  not  been  tested  in  any  studies  to  date  is  whether 
programs  that  use  low-level  technology  and  less  highly  trained  personnel 
may  be  as  effective  as  high-technolo^  programs  and  highly  trained 
personnel  in  delivering  preventive  and  continuous  health  services  for  some 
groups  of  people.  For  example,  health  visitors,  midwives,  and  childbearing 
centers  may  be  as  effective  in  lowering  perinatal  mortality  as  the  high- 
tcrchnology  regionalized  perinatal  centers.  The  later  may  be  efiicient  only 
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for  high-risk  mothers  and  infants  who  could  be  identified  early.  However, 
as  long  as  there  is  no  research  comparing  the  two  approaches^  it  is  diflicult 
to  identify  the  most  effective  methods  of  organizing  such  care. 

When  these  and  other  features  arc  combined  in  a  single  health  program^ 
they  can  be  extraordinarily  successful,  as  has  been  the  case  in  Denver 
during  the  past  10  years.  Denver  has  developed  a  citywidc  integrated 
health  and  health  services  department  that  provides  primary  and 
secondary  care  in  its  own  clinics  and  hospitals.  The  program  is  directed 
mainly  to  the  poor,  but  its  180,000  active  registrants,  out  of  a  city 
population  of  over  600,000,  include  the  working  poor  as  well."  The 
program  has  integrated  the  categorically  separate  Federal  and  State 
programs  to  provide  services  in  terms  of  the  city^s  demographic  needs. 
Each  person  in  the  system  has  a  single  medical  record  that  follows  him 
from  clinic  to  hospital  to  clinic  again. 

The  question  is  whether  Denver's  experience  can  be  replicated  else- 
where. Denver's  success  can  be  attributed  to  a  number  of  factors.  Among 
the  most  importajit  has  been  the  existence  of  an  energetic  group  of 
enterpreneurs  in  the  Health  ll>epartment  and  at  the  city  and  State  level 
who  were  willing  and  able  to  integrate  available  city.  State,  and  Federal 
funds.  Part  of  their  success  lies  in  their  ability  consistently  to  obtain  large 
Federal  grants  to  supplement  third-party  payments.  Denver  receives  more 
Federal  health  funds  per  capita  than  most  other  localities  in  the  country. 
It  is  unlikely  that  other  localities  receiving  comparable  funds  would  be 
able  to  achieve  the  same  integrated  health  services  structure  as  Denver 
because  they  might  lack  other  essential  elements  such  as  the  administra- 
tors and  pohtical  climate  necessary  to  take  advantage  of  such  funds.  It 
would  be  out  of  the  question  for  the  Federal  Government  to  finance  every 
locality  the  same  as  Trcnver. 

The  Denver  expedience  is  encouraging,  but  diflicult  to  replicate  t  does, 
however,  demonstrate  what  can  be  done  given  a  favorable  envirunment, 
capable  administrators,  and  sufficient  funds.  The  Denver  experience  is 
similar  to  Tiue  V  demonstration  projects  such  as  MIC,  C&Y,  and 
intensive  neonatal  « je.  They  are  all  operating  under  optimal  conditions 
with  high  levels  of  financing  and  resources.  Such  demonstration  projects 
have  shown  that  good  services  can  be  delivered  by  public  programs  to 
limited  groups  of  people  imder  optimal  conditions  althou^  they  have 
done  little  to  spread  resources  to  a  larger  segment  of  the  fK>pulation. 

If  there  is  one  lesson  to  be  drawn  from  these  experiences,  it  is  that  more 
demonstration  projects  are  not  needed.  In  fact  demonstration  projects 
coimter  the  broader  goal  of  equitable  access  to  health  sei  /ices  for  all 
children.  If  States  were  to  be  encouraged  to  apply  for  such  special  health 
grants  for  demonstration  projects,  then,  very  likely  those  localities  that 
have  rescLirces  would  get  more  and  those  without  would  get  less.  By 
encouraging  demonstration  projects,  policymakers  reduce  the  likelihood 
that  children  in  all  parts  of  the  country  would  have  at  least  some 
minimum  access  to  minimum  care. 


Abraham  Kauvcr.  M.D.,  interview,  September  27,  1979. 


OPTIONS  FOR  CHILD  HEALTH  POLICY 


The  preceding  discussion  would  indicate  that  there  is  no  single^  simple^ 
presently  available  system  to  implement  the  four  policy  goals  presented  at 
the  beginning  of  this  paper.  Existing  public  programs  are  more  successful 
in  achieving  some  goals  than  others.  The  goals  themselves  may  be 
competing^  if  not  conflicting.  To  achieve  any  of  the  goals  and  to  avoid 
fragmentation,  any  system  must  combine  methods  of  organizing,  financ- 
ings and  researching  services.  These  three  methods  may  be  discussed 
separately,  as  they  are  in  the  options  presented  below^  but  they  must  be 
understood  to  be  inextricably  linked.  Par*'  ularly  for  organizing  and 
financings  one  cannot  do  one  without  the  other.  Some  of  the  options 
presented  can  be  implemented  indejDendently^  but  others  are  paxt  of  a 
system. 

The  strategic  question  in  attempting  to  implement  any  of  the  options  is 
whether  to  proceed  incrementally  or  to  attempt  to  reform  the  system  all  at 
once.  The  lessons  of  the  child  health  programs  during  the  50  years  wuuld 
indicate  that  incremental  .  rategy  has  had  some  limited  success  because 
public  child  health  progr  ams  today  are  demonstrably  belter  than  they 
were.  The  incremental  approach  has  also  led  to  increased  fragmentation 
with  a  proliferation  of  programs  so  that  no  one  public  agency  is 
responsible  for  planning,  organizing*  and  financing  child  health.  The 
temptation  is  to  proceed  incrdnentally  because  that  is  the  politic  thing  to 
do.  Unfortunately,  such  an  approach  may  create  as  many  problems  as  it 
solves  by  i>erpeluating  piecemeal  approaches  to  child  health. 


Or^ganization 

(1)  Create  a  continuing  governmental  administrative  unit  within 
State  health  departments.  Its  functions,  greater  than  those  of  past 
State  Title  V  maternal  and  child  health  and  CCS  agencies,  would 
include: 

•  Surveillance  activities  such  as  monitoring  of  inmiunization 

•  Identification  of  children  in  need.  (This  is  a  planning  fimction 
that  would  require  continuous  epidemiological  assessment  of 
needs^  both  environmental  and  for  personal  health  services.  At 
present,  such  functions  are  more  within  the  domain  of  the 
health  planning  agencies.  However^  it  would  be  useful  to  have 
planning  take  place  in  the  same  agency  which  is  empowered  to 
establish  services.) 

m  Monitoring  and  gathering  information  on  children  who 
receive  public  services 

•  Establishment  of  direct  health  services  where  the  health 
department  ascertains  need.  (The  ability  of  a  State  to  provide 
such  services  depends  -  the  availability  of  long- term,  predict- 
able, comprehensive  fu  ^^Jing*  not  simply  categorical  or  dem- 
onstration grants.) 
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•  Momtoiing  health  services  received  by  all  children  through 
inspection  of  clinics  and  hospitals  and  by  requiring  all 
proviiders  to  meet  minimum  performance  standards  when 
reimbursed  by  third-party  payers 

•  Reporting  to  the  Federal  Coverxmient  on  the  planned  services, 
funds,  and  imj^ementation  to  meet  children's  needs. 

The  advantages  of  setting  up  such  an  administrative  structure  are  (1) 
that  it  is  already  partly  in  place;  (2)  that  it  provides  a  central  planning 
mechanism  for  maternal  and  child  health;  and  (3)  that  information 
gathering  planning,  and  implementation  can  be  carried  out  by  the  same 
administering  agency.  EssentiaUy,  it  is  an  expansion  of  the  functions  of  the 
Title  V  agencies. 

The  disadvantages  axe  (!>  that  it  wiU  necessitate  mcreased 
State/Federal  investment  to  establish  such  agencies  in  every  Stax  >;  (2)  that 
an  agency  or  subdivision  within  a  health  department  which  is  devoted 
only  to  children  will  conflict  with  other  health  programs  which  serve  ether 
populations;  and  (3)  that  needs  assessment  and  monitoring  are  difficult 
and  costly  to  carry  out. 

(2)  Establish  within  the  State  health  departments  or  in  private 
nonprofit  agencies  home  visitor  services  for  all  or  any  one  of  the 
following  functions  for  all  or  only  high-risk  families. 

•  Prenatal  and  perinatal  care 

•  Health  education  for  parents  of  infants  under  1  year 

•  Home  visits  for  children  at  higji  risk  for  abuse  and  neglect 

•  Visits  to  inform  parents  and  children  of  available  care  and 
how  £md  when  to  use  it 

•  Screening  of  hig|>-risk  infants  and  children 

Such  services  are  best  carried  out  when  integrated  into  the  State  agency 
services,  but  could  be  carried  out  by  an  independent  non-profit  corpora- 
tion  if  such  a  group  woAed  closely  with  the  State  health  department  and 
with  the  providers  of  services  in  the  area.  At  present,  the  EPSDT  program, 
visiting  nurse  associations,  public  health  nurses,  and  neighborhood  health 
centers  to  greater  or  lesser  degrees  carry  out  some  of  these  functions. 
However,  these  services  are  currently  program  dependent,  not  population 
dependent  and  therefore  create  a  fragmented  system.  Outreach  services 
could  be  financed  either  through  per  capita  grants  to  the  agencies,  or  on  a 
fce-for-service  basis. 

(3>  Substitute,  where  possible,  low  technology  care  for  more  costly 
high-technology  care,  such  as  midwives  rather  than  obstetricians 
for  routine  prenatal  and  perinatal  care.  If  sufficient  preventive 
services  of  this  kind  are  established,  the  need  for  the  high- 
lechnology  regionalized  perinatal  services  may  be  minimized. 
Howcvcr,  sxich  a  strategy  should  be  coupled  with  a  continuing 
recognition  of  the  need  to  provide  specialized  care  as  a  backup 
for  preventive  failures. 
(4)  Establish  through  Federal  grants  to  the  States  more  health 
centers  in  iredically  imdcrserved  areas.  The  advantage  of 
organizing  these  through  the  States  rather  than  through  local 
auspices  is  that  it  allows  the  States  to  select  priorities.  However, 
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such  freedom  should  be  coupled  with  a  .  ^quirement  for 
minimum  services  that  must  be  available  in  all  parts  of  the  State. 
(5)  Establish  through  Federal  grams  and/or  loans  to  the  States  more 
health  maintenance  organizations.  This  is  a  long  range  recom- 
mendation since  it  will  be  many  years  before  HMOs  are  able  to 
meet  the  needs  of  many  children  in  the  United  States.  To  choose 
this  option  would  be  a  recognition  of  the  fact  that  HMOs  may  be 
more  effective  providers  of  comprehensive  health  services  to 
children  than  other  sources  such  as  private  physicians  or 
neighborhood  health  centers. 

Financing 

All  the  proposals  require  the  type  financing  that  caxmot  be  provided 
solely  by  payments  for  the  services  themselves.  The  co<  of  these  services 
could  be  met  by  an  insurance  system  that  provides  payment  to  the 
providers,  and  to  the  administration  and  establishment  of  services. 
Payments  could  also  be  fimded  through  the  present  mechanism  of  Federal 
grants  for  the  administration  and  establishment  of  services  and  third-party 
financing  (insurance.  Medicaid)  for  the  services  themselves. 

Any  financing  system  that  does  not  take  into  account  the  need  to 
finance  the  organization  of  services  will  fail  to  provide  for  large  segments 
of  the  child  population.  It  would  be  futile  to  establish  a  national  insurance 
system  for  services  that  are  simply  not  available.  Some  part  of  the 
financing  must  therefore  be  directed  toward  organization.  Whether  this  is 
done  by  allocating  part  of  the  insurance  funds  or  by  setting  up  separate 
funds  should  be  considered* 

(1)  Establish  a  national  child  health  service  wherein  the  Federal 
Government  out  of  general  revenues  pays  for  both  the  organiza- 
tion of  child  health  services  and  the  services  themselves  through 
capitation^  fee-for-service,  or  salary  to  the  provider.  The  advan- 
tage of  this  option  is  that  it  avoids  some  of  the  fragmentation  of 
primary  and  secondary  care  services*  The  disadvantage  is  that  it 
requires  so  many  changes  in  the  present  health  system  that  it 
may  not  be  feasible. 

(2)  Establish  a  compulsory  national  insurance  program  for  children 
up  to  the  age  of  18*  The  program  would  be  funded  by  premiums 
paid  by  parents  and  employers,  and  by  general  revenues  for 
those  below  a  certain  income.  These  insiu'ance  funds  would  pay 
not  only  for  preventive  care,  routine  treatment,  and  catastrophic 
services  for  children,  but  also  for  the  establishment  of  services  in 
underserved  areas  and  for  State  administration.  Home  visitors 
should  be  considered  as  part  of  these  additional  services.  The 
premiums  for  such  a  program  could  be  collected  either  by  the 
Federal  Oovemment  or  by  private  instirance  agencies  with  the 
recognition  that  if  the  latter  group  administers  the  premiums, 
additional  fragmentation  may  occur  with  an  additional  adminis- 
trative layer.  This  program  would  allow  for  both  administration 
of  services  and  payment  for  them.  Because  it  would  cover  all 


children  regardless  of  financial  and  categorical  eligibility  require- 
ments it  w-uld  avoid  much  of  the  fragmentation  that  exists 
today.  Having  the  financing  mechanism  uniform  it  would  also 
avoid  the  fragmentation  thai  occiu^  when  a  single  provider  has 
to  bii:  more  than  one  insurer.  Moreover,  it  •  oxild  provide  a 
check  on  duplicate  or  incomplete  billings.  Because  all  care  would 
be  financed  by  the  same  source,  it  would  also  mitigate  the 
difTerences  between  private  and  public  care,  and  provide  State 
health  agencies  with  a  means  for  monitoring  care. 

(3)  Maintain  the  fmancing  system  as  is  with  service  fmancing 
through  Medicaid,  grants  for  the  establishment  of  services 
through  Title  V  and  other  Public  Health  Service  grants,  and 
catastrophic  financing  for  children  through  the  CCS  program. 
This  is  the  fragmented  system  that  was  described  previously. 

(4)  Add  a  catastrophic  insurance  program  for  all  children  This 
would  in  fact  be  an  extension  of  the  financing  side  of  the  ICS 
program  without  overseeing  tbe  necessary  services  or  cooi  na- 
tion of  care.  This  option  would  not  mitigate  most  oi  the 
problems  in  the  system  and  might  favor  the  use  of  high-  rather 
than  low-cost  technology  and  care. 


Research 

As  the  earlier  review  of  the  Uterature  indicated,  there  are  few  good 
studies  on  the  effect  of  organization  and  financing  the  delivery  of  child 
health  services.  Even  programs  established  as  demonstration  projects, 
such  as  C&Y  and  MIC,  were  not  effectively  evaluated.  Other  programs 
that  have  existed  for  more  than  40  years  have  never  been  exaimned 

carefu^y.  _ 

Despite  Government  intervention  in  child  health  for  over  40  years, 
policymakers  have  UtUe  useful  information  on  which  to  plan  future 
programs.  Whether  programs  were  run  by  health  departments,  schools, 
hospitals,  or  HMOs,  knowledge  of  their  effectiveness  is  limited.  Therefore, 
if  future  policymakers  are  to  be  able  to  build  on  past  experience,  any 
program  should  have,  as  a  major  component,  evaluative  research  of  the 
effect  of  the  organization  and  financing  on  the  dehvery  of  services.  This  is 
not  so  much  an  option  as  a  necessity.  Moreover,  the  studies  should  be  of 
ongoing  programs,  services,  and  organization,  not  Umited  to  demonstra- 
tion projects  operated  under  optimal  conditions. 

Following  are  some  needs  to  be  addressed  in  future  research: 

•  Are  comprehensive  care  services,  however  defined,  necessary  to 
promote  child  health? 

•  Can  adequate  care  be  delivered  when  the  deUvery  of  services  is 

fragmented?  i  i_ 

•  What  are  the  minimum  adequate  standards  for  prevenUve  health 

services? 

•  What  modes  of  organization  most  effectively: 
—reach  high-risk  children  for  preventive  services? 
— promote  comprehensive  and  continuous  care? 
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— provide  high  access  levels  to  care? 

^piomote  adequate  utilization  for  high-risk  children? 

•  Is  overutilization  ever  a  problem  in  child  bc^th? 

•  Are  low>technology  lahor  intensive  programs  (znidwives,  health 
visitors)  more  or  less  effective  than  high-technology  programs 
(physicians,  equipment)  for  certain  types  of  care? 

«  What  is  the  minimutr.  data  set  needed  by  State  health  departments 
to  adequately  plan  statewide  primary  and  secondary  care  for 
mothers  and  children? 

•  What  is  the  *wiiT%i«viiiin  data  sc  ceded  by  State  health  departments 
to  monitor  and  maintain  accou.    bility  of  health  care  providers? 

•  What  is  the  effectiveness  of  regiooaiization  programs? 


CONCLUSION 

All  public  and  private  health  policy  fragments  care  in  some  way.  To 
mtwiinfyj*  this  fragmentation,  the  public  sector  must  be  given  funds  to 
administer  and  organize  health  services.  This  often  requires  the  establish- 
ment of  administrative  structures,  preferably  at  the  State  level.  To  achieve 
continuity  of  care,  prevention,  adequate  access,  and  information  systems, 
and  to  minimize  fragmentation,  it  is  not  sufficient  simply  to  pay  for 
services.  A  system  that  only  pays  for  services  but  does  not  organize  thc^m 
will  do  little  to  £u:hieve  the  goals  that  have  long  been  a  part  of  Fedc.  A 
health  policy — and  it  will  do  so  at  high  cost. 

The  options  presented  in  this  paper  offer  some  ways  of  reducing 
fragmentation.  A  universally  financed  and  State-organized  program  of 
health  care  for  all  children  would  achieve  these  goals  and  .mitigate  many 
of  the  problems  arising  from  conflicting  goals.  However,  if  an  incremental 
plan  is  adopted  to  carry  out  such  a  policy,  or  if  previous  programs  are 
built  on  piecemeal  there  will  be  a  risk  of  continued  fragmentation. 
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THE  SPECIAL  HEALTH-MENTAL 
HEALTH  NEEDS  OF  CHILDREN 

by 
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HISTORY  OF  THE  HEALTH-MENTAL  HEALTH 
MOVEMENT  CM  THE  UPMITED  STATES* 

During  the  early  history  of  this  country,  mental  health  activities  as  we 
know  them  today  did  not  exist.  Resources  for  children  and  adults  were 
undifferentiated;  demoniacal  possession  was  the  chief  explanation  of  most 
forms  of  mental  disorder;  and  the  scourge,  the  rack,  the  stake,  and  the 
gallows  were  the  common  methods  of  treatment.  It  was  not  imtil  the 
I840^s  and  1850*5,  due  mainly  to  the  efforts  of  I>orothea  Dix,  that  the 
country  was  stimulated  into  constructive  action.  The  result  was  the 
establidmient  of  a  State  ho^ital  system  as  we  know  it  today.  However, 
the  State  hospital  was  also  used,  like  jails,  as  the  last  resorc  for  children 
who  were  severely  disturbed,  and  children  and  adults  were  still  placed 
together  on  the  same  wards. 

The  provisions  of  the  British  Poor  Law  of  1601  were  brought  to 
America  hy  the  colonists  and  determined  in  a  large  measure  what  was 
done  for  dependent  children  for  the  next  three  centuries.  This  law  and  its 
successors  provided  that  local  governments  might  set  destitute  children  to 
work,  apprentice  them  to  learn  a  trade,  auction  them  off  to  some  person 
who  would  agree  to  care  for  them,  or  send  them  to  the  poorhouse.  lite  full 
concept  of  the  Poor  Law  was  not  finally  abandoned  by  some  States  until 
the  passage  of  the  Social  Security  Act  in  1935.  This  act  provided  for  a 
mo<£^  level  of  financial  aid  to  children  in  families  that  haid  no  means  of 
support-  Efforts  to  limit  the  hours  and  types  of  employment  of  minors 
started  in  the  nineteenth  century  but  did  not  have  an  impact  until  the 
enactment  of  the  Fair  Labor  Standards  Act  in  1900.  Compulsory  school 
attendance  began  in  the  mid-eighteenth  century  but  only  began  to  be 
universaUy  enforced  in  the  1930's. 

It  was  not  until  1999  that  the  first  juvenile  court  was  created  in  this 
country  by  act  of  the  Illinois  l^jislature.  Initially,  juvenile  court  judges 
could  only  dismiss  a  case  or  inqpose  a  sentence.  Later,  probation  for  young 
offenders  was  added,  allowing  the  judge  to  turn  the  child  over  to  a 
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separate  field  led  to  the  establishment  of  the  National  Institute  of  Mental 
Health  in  1948,  2  years  after  the  National  Mental  Health  Act  was  signed 
by  Prudent  Truman.  Thus,  a  national  commitment  to  mental  health  was 
generated,  with  national  resources  to  study  and  improve  the  mental  health 
of  the  Nation-  With  this  rising  wave  of  interest  ir  mental  health,  the  Joint 
Commission  on  Mental  Illness  and  Health  was  established  by  Congress  in 
1955  to  study  and  report  on  the  status  of  mental  health  care*  The  summary 
report  and  its  accompanying  volumei»  mobilized  the  Nation  and  chal- 
lenged the  Govenmient  to  accept  its  involvement  in  changing  and 
improving  the  natwe  and  quahty  of  mental  health  treatment  services, 
especially  in  the  State  mental  hospitals  which  had  been  the  only  major 
publicly  financed  facility  for  the  mentally  ill  for  over  a  century.  The  Joint 
Commission  report  also  led  to  the  passage  of  the  Community  Mental 
Health  Centers  Act  in  1963.  This  act  and  its  subsequent  amendments 
committed  the  Federal  Government  to  a  large-scale  service  program  in 
mental  health  to  be  implemented  through  Federal  participation  in 
regional*  State*  and  local  efforts*  both  public  and  private*  Each  communi- 
ty-hased.  center  was-to-develop  outpatient*  inpatient*  emergency*  partial 
hospitalization,  and  consultation-^education  services  for  all  individuals 
within  the  assigned  catchment  area.  By  1976,  548  centers  were  in 
existence.  These  centers  treated  1*877*676  persons*  almost  25  percent  of  all 
mental  health  patients  seen  (^-4). 

Despite  this  turn  of  events*  however*  mental  health  services  for  children 
and  youths  still  remained  a  low  priority  and  children's  services  were  not 
recognized  as  a  distinct  area  requiring  special  training  and  often  more 
elaborate  fimding. 

The  assassination  of  President  Kennedy  by  someone  who  had  p^chiat- 
ric  examination  as  a  child  but  was  nevei*  treated  stimulated  discussion 
among  the  Nation^s  leaders  and  prompted  new  national  interest  and 
concern  about  the  mental  health  of  children.  Congress  funded  the  Joint 
Commission  on  the  Mental  Health  of  Children  in  1965  to  review  the 
dimensions  of  the  mental  health  needs  of  children  and  to  recommend 
strategies*  directions*  and  programs.  In  1969*  the  Commission  published  a 
number  of  the  Task  Force  reports*  as  well  as  its  sunmiaiy  volume  entided 
**Crisis  in  Child  Mental  Health**  (5,  6)*  which  pleaded  for  a  large-scale 
national  mental  health  program  for  children  to  include  child  advocacy  as 
a  major  ingredient.  The  report*  the  most  comprehensive  of  its  kind  in  the 
history  of  the  United  States  on  the  state  of  children's  emotional  and  social 
health,  struggled  with*  but  did  not  resolve*  the  basic  issues  of  how  child 
mental  health  could  be  conceptualized  and  what  priorities  should  be  set. 
What  was  highlighted  instead  was  the  struggle  between  trearment  and 
prevention*  clinical  and  social  approaches*  motivational  dynamic  ap^ 
proaches  and  learning  approaches*  and  the  medical  model  as  contrasted 
with  the  education  or  the  public  health  model. 

However,  one  of  the  major  results  of  the  Commission'^s  repor:  was  the 
visibility  given  to  children's  mental  health  services*  a  factor  that  played  a 
role  in  amending  the  Community  Mental  Health  Centers  Act  and 
allocating  $10  million  in  1972  to  implement  it.  This  amendment  was 
indeed  a  historical  landmark  as  it  provided  for  the  first  time  in  U.S. 
history  Federal  money  specifically  for  mental  health  services  for  children 
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agies  0-17.  The  program  was  to  be  consistent  with  the  developing 
community  mental  health  principles  of  coordination,  comprehensiveness, 
and  continuity  of  care,  and  throug|i  local  community  orientation  was  to 
include  a  wide  range  of  services  such  as  outpatient,  inpatient,  partial 
hospitalization,  emergency  services,  and  consultation  and  education.  Sixty 
programs  were  funded.  Grants  for  these  purposes  were  phased  out  in  1977. 
This  action  posed  a  threat  to  children's  services. 

In  1968,  the  Omnibus  Crime  Control  and  Safe  Streets  Act  created  and 
funded  the  Law  Enforcement  Assistance  Administration  (LEAA),  which 
established  youth  service  bureaus  to  handle  delinquent  and  nondelinquent 
youths  referred  by  police,  schools,  and  other  soxirces.  The  aim  of  the 
Youth  Service  Bureau  program  is  to  prevent  juvenile  crime  and  to  keep 
yoimg  people  out  of  the  correctional  system  In  1969  the  Office  of  Child 
Development  was  formed  in  an  effort  to  coordinate  and  consolidate  all 
categorical  children's  programs  in  the  Department  of  Health,  Education, 
and  Welfare  (DHEW).  In  addition,  the  Medicare  and  Medicaid  Acts  were 
expanded  to  include  mental  health  services.  The  Head  Start  program 
included  mental  health  as  one  type  of  service  to  meet  the  requirerocnl  thi  * 
10  percent  of  the  children  in  Head  Start  be  handicapped.  Early  and 
Periodic  Screening,  EXiagnosis,  and  Treatment  (EPSDT)  was  made 
mandatory  by  Congress  under  Title  XIX  of  the  Medicaid  Act  and 
includes  a  developmental  assessment. 

Because  of  advances  in  the  medical  field,  many  of  the  infectious  and 
other  acute  medical  problems  are  now  preventable  or  responsive  to 
treatment.  Prenatal  and  perinatal  complications  and  illnesses  have  been 
lessened  and  approaches  to  treatment  are  available.  Many  children  with 
chronic  diseases  are  living  longer,  possibly  resulting  in  a  new  set  of 
complex,  expensive,  time-consuming  problems.  The  practicing  physician 
spends  less  time  on  classical  medical  problems  of  children  and  mcM^ 
with  children  who  have  school,  learning,  and  behavioral  problems,  o^ia 
called  "the  new  morbidity"  as  well  as  with  health  promotional  and 
prevention  activities  (S). 

This  concern  with  the  mental  health  aspects  of  the  medical  care  of 
children  has  increased  over  the  last  three  decades  as  increasing  knowledge 
developed  on  the  close  interrelationships  between  psychological  and 
physical  processes.  The  relationships  between  these  physical  and  psycho- 
logical processes  were  found  to  be  even  closer  with  children  than  with 
adults.  For  instance,  ph>rsical  growth  and  development  can  be  impaired 
by  psychosocial  stress  and  prenatal  growth  is  dependent  on  the  mother's 
psychological  as  wcH  as  physical  condition.  Psychological  conflicts  and 
stress  produce  physical  and  physiological  disorders,  and  these  disorders  - 
have  marked  consequences  on  the  emotional  development  of  the  child  and 
on  his  or  her  relationships  within  the  family . 

As  pediatrics  evolved  out  of  general  medicine  to  address  the  special 
physical  needs  of  dcveloiring  individuals,  child  psychiatry  developed  out 
of  general  psychiatry  to  address  the  special  psychological  needs  of 
developing  individuals.  PittaU^  to  this  effort,  the  other  mental  health 
disciplines  grew  and  developed  subspecialty  groiq>s  concerned  with  the 
^>ecial  needs  of  children. 
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Child  psychiatry  began  as  a  clinical  not  an  academic  subspecialty  and 
developed  in  the  early  years  of  this  century  in  response  to  a  clear  need  for 
clinical  services  for  delinquent  youths.  Early  training  was  carried  out  in 
court-connected  clinics  and  in  the  Commonv-zcalth  Fund  suf^XH^ed- 
demonstration  guidance  clinics  of  the  early  1920*$.  It  was  in  these  child 
guidance  clinics  that  child  psychiatry  joined  with  psychology  and  social 
work  to  form  interdisciplinary  teams.  The  American  Academy  of  Child 
Psychiatry  was  established  in  1953.  The  American  Board  of  Psychiatry 
and  Neurology  officially  recognized  child  psychiatry  as  a  subspecialty  in 
I9S9.  Because  child  psychology  is  recognized  by  the  field  of  medicine  as  a 
subspecialty  within  general  psychiatry^  the  training  programs  moved  away 
from  the  communis  child  guidance  clinics  into  the  medical  schools  and 
academic  centers,  where  the  fundamental  task  was  not  only  service  but 
also  was  teachings  research,  and  service. 

In  medical  schools,  child  psychiatry  was  free,  at  least  temporarily,  from 
the  restraints  imposed  by  service  needs  and  was  stimulated  by  integration 
into  departments  of  psychiatry,  by  its  association  with  pediatrics  and 
other  clinical  departments,^and~  by  the  availability  of  research  opportxmi-- 
ties. 

 A~favorite  quote  of  the  early   1 960's  was,  "Pediatrics  and  Child 

P:^chiatry  have  courted  each  other  for  so  long,  it*s  time  they  got  married.^ 
This  marriage  may  not  yet  be  a  legal  reality,  but  they  did  begin  to  live 
together  in  the  late  1960^s  and  the  I970's.  Child  psychiatrists  began  to 
work  in  pediatric  xmits  and  to  collaborate  in  research  and  teaching. 

Clini^l  psychology  developed  as  a  specialty  within  psychology  depart- 
ments after  World  War  IL  This  specialty  was  primarily  academic.  Within 
this  academic  specialty,  students  have  the  same  language  and  research 
requirements  needed  for  other  academic  Ph.D*  programs.  During  the 
1970*s  some  clinical  psychologists  expressed  concern  with  the  academic 
model  and  felt  that  it  was  not  producing  trained  p^chologists  to  meet 
public  needs  and  to  provide  clinical  service.  In  response  some  universities 
as  well  as  some  free-standing  schools  have  established  a  D.Psy.  degree,  for 
which  training  is  primarily  clinical  with  minimal  or  no  research  require- 
ments. 

Although  a  few  social  work  programs  were  in  existence  before  World 
War  II,  most  developed  in  the  1940's  and  1950's.  Most  graduates  worked 
in  State  hospitals  or  community  agencies.  As  a  mental  health  profession, 
social  work  flourished  with  the  development  of  the  community  mental 
health  centers  during  the  late  1960*s  and  the  1970^s. 

Psychiatric  nursing  did  not  develop  until  after  World  War  II.  The 
majority  of  psychiatric  nurses  have  a  diploma  or  a  bschelor^s  degree  in 
nursing  plus  experience  working  in  a  psychiatric  setting  In  the  late  1940*s 
master^s  degree  and,  later,  doctorate  degree  programs  in  psychiatric  or 
mental  health  niirsing  developed.  The  majority  of  graduates  from  these 
progmms  are  in  teaching  or  supervisory  positions. 

The  development  of  the  community  mental  health  center  movement  of 
the  1960's  created  the  bridge  that  allowed  child  psychiatry  to  expand  its 
close  identity  with  the  other  mental  health  professionals  and  major  social 
issues  as  weU  as  to  continue  its  identity  as  a  medical  specialty  in  a  medical 
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environment.  This  duel  identity  has  been  the  major  strength  and,  recently, 
has  been  the  major  focus  of  child  psychiatry.  Other  mental  health 
professionals  question  the  uniqueness  and  clinical  roles  assigned  to  child 
psychiatry  from  one  perspective  and  the  primary  care  physicians  do  the 
same  from  another  perspective.  The  areas  of  knowledge  and  skills  in  child 
psychiatry  in  the  biopsychosocial  aspects  of  children  and  adolescents  are 
shared  by  at  least  one  other  profession;  however,  it  is  the  sum  of  these 
parts  that  is  unique  and  not  shared  with  any  other  medical  or  mental 
health  profession. 

SCOPE  OF  HEALTH-MENTAL  HEALTH  PROBLEMS 

The  Task  Force  on  Pediatric  Education  {S)  noted  that  pediatriciaixs 
must  be  trained  to  work  with  children  identified  by  the  Task  Force  as 
subject  to  great  health  risks;  that  is,  higher  morbidity  and  mortality  rates. 
Each  of  the  groups  identified  is  equally  at  risk  for  mental  illness. 
Specifically,  the  Task  Force  noted  the  following: 

•  Children  from  low-income  families. — There  are  10.2  million  low- 
income  childi-en  under  age  18;  about  one  in  six  live  in  poverty. 
The  environmental  and  social"  stresses  of  such  famihes  contribute 
to  increased  mental  health  and  substance  abuse  problems.  These 
children  usually  have  difficult  access  to  health  and  mental  health 
services. 

•  Children  with  handicaps. — More  than  7  million  of  such  children 
arc  under  age  20;  less  than  half  are  adequately  served  by  programs 
that  help  them  cope  with  their  problems.  The  Education  for  Ail 
Handicapped  Act  (P.L.  94—142)  may  increase  the  awareness  of 
such  children  before  it  results  in  more  comprehensive  health- 
mental  health  services. 

•  Foster  children. — In  1977  approximately  504,000  children  were  in 
foster  care;  over  395,000  of  them  were  in  foster  homes,  the  rest 
were  in  institutional  or  group  home  care.  Half  had  lived  in  more 
than  one  foster  home.  Minimal  or  nonexistent  preventive  mental 
health  or  anticipatory  guidance  programs  were  available  for  the 
child,  the  natural  parent(s),  or  the  foster  parent(s).  Minimal  or  no 
training  was  provided  to  foster  care  case  workers. 

m  InrJtutionalized  mentally  retarded  youths. — Over  100,000  chil- 
dren live  in  institutions  for  the  mentally  retarded.  They  represent 
50  percent  of  the  populations  of  these  institutions. 

•  Criminally  detained  youths.  —Every  day  20,000  youths  are  placed 
in  some  criminal  detention  center.  Adolescents  are  involved  in 
more  than  half  of  all  the  serious  crimes  reported  in  the  United 
States. 

•  Offspring  of  high-risk  mothers. — Pregnant  women  with  no  prena- 
tal care  or  who  are  malnourished  are  highly  likely  to  produce  low- 
birth-weight  infants.  These  babies  are  at  higher  risJk  for  having 
varying  types  of  central  nervous  system  dysfunction  and  resultant 
school  and  emotional  problems.  Low-birth-weight  infants  occur 
more  commonly  among  teenage  mothers.  Also,  both  the  you-tg 
mother  and  her  child  are  likely  to  have  emotional  problems. 
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•  Siitgie-parcnt  children,— Over  9  million  children  now  live  with 
single-parent  families.  About  15  percent  of  all  children  under  3 
live  with  only  one  parent;  40  percent  of  these  parents  maintain  a 
full-time  job.  Of  all  children  in  single-parent  families  headed  by  a 
woman,  5I.S  percent  are  living  below  the  poverty  level.  Most  of 
these  children  and  families  are  at  risk  for  emotional  problems  and 
are  in  need  of  anticipatory  guidance  and  preventive  mental  health 
interventions.  Day  care  faciUties  are  increasingly  available  but  are 
usually  not  designed  or  staffed  to  meet  their  special  needs. 

•  Children  of  racial  minorities^ — Approximately  10  million  black, 
Mexican-American,  Puerto  Rican,  and  American  Indian  children 
are  under  age  18.  These  children  are  more  likely  than  nonminority 
children  to  experience  poverty  and  are  at  risk  for  both  medical 
and  mental  health  problems.  They  are  also  least  likely  to  have 
access  to  medical  and  mental  health  services. 

•  Children  of  migrant  workers. — The  combination  of  low  and 
unpredictable  incomes,  poor  hotising,  long  hours  of  labor, 
morbidity,  and  compromised  education  results  in  a  high  risk  for 
health  and  mental  health  problems.  Most  of  these  children  are 
underfed,  under  educated,  medically  neglected,  and  unavailable 
for  health  or  mental  health  services. 

Another  group  of  children  needing  special  attention  are  those  in  day 
care  centers.  It  is  predicted  that  by  1990  only  one  in  four  married  women 
will  be  a  full-time  housewife  and  mother.  The  number  of  preschool 
children  who  have  working  mothers  is  expected  to  increase  from  6.4  to 
10.5  million,  producing  a  critical  strain  on  day  care  facilities.  The  Federal 
Oovcmment  currently  spends  nearly  $2  billion  a  year  on  day  care. 
Although  standards  regulating  the  quali^  of  federally  funded  day  care 
have  been  in  effect  since  1968,  they  have  been  virtually  unenforced.  New 
Federal  standards  to  protect  the  quality  of  care  these  children  receive  have 
been  developed  and  currently  await  approval  by  the  Secretary  of  the 
Department  of  Health  and  Human  Services  (DHHS).  These  standards 
require  care  givers  to  receive  some  basic  training  and  impose  a  maxiTnum 
limit  on  the  number  of  children  allowed  in  a  group  as  well  as  on  the  ratio 
of  children  to  caregivers.  Beyond  these  miniTnal  standards,  additional 
assurance  of  health  and  mental  health  care  should  be  specified. 

One  study  found  that  between  15  and  20  percent  of  the  United  States 
population  has  a  mental  disorder  during  any  given  year  (P).  The  point 
prevalence  rate  was  at  least  15  percent  with  aTiwual  prevaJence  rates  of 
over  20  percent  of  the  population  per  year.  Of  these,  20  percent  were  seen 
in  the  specialty  mental  health  sector,  and  20  percent  were  not  seen.  Over 
60  percent  of  total  persons  affected  by  emotional  and  mental  disorders 
were  estimated  to  have  had  contact  excltisively  with  general  medical 
professionals.  These  findings  were  similar  to  previous  studies.  Although 
the  Regier  and  Ooldberg  study  does  not  identify  children,  it  appears  that 
the  figures  were  as  accurate  for  children  as  for  adults. 

Shepherd  et  al.  ilOy  found  that  among  those  patients  identified  by 
general  medical  physicians  as  having  a  mental  disorder,  67  percent 
received  some  form  of  treatment  from  the  f^ysician,  usually 
advice-medication.  Another  5  percent  were  referred  for  specialty  mental 
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health  care  and  28  percent  were  untreated.  The  role  of  the  primary  care 
physician  in  recognizing  and  managing  health-mental  health  issues  is 

What  types  of  children  with  emotional  and  mental  disorders  are  seen  by 
the  prim^  care  physician?  Starfield  etal.OO  studied  this  question  at  10 
different  clinical  settings  and  found  that  the  percent  of  mdividual  children 
with  a  wide  variety  of  psychosocial  problems  varied  from  0.6  to  84.4 
percent  among  the  faciUtics.  In  contrast,  the  proportion  of  children  having 
a  psychosomatic  diagnosis  varied  very  little  among  the  facilities,  from  5.7 
to  10,8  percent.  The  wide  difTereace  in  recognition  of  psychosocial 
problems  among  practitioners  was  partly  felt  to  be  the  result  of  a  medical 
education  that  emphasized  organic  rather  than  mental  or  social  problems 
and  parUy  to  be  the  result  of  a  lack  of  sensitivity  by  the  practitioners  to 
behavioral  rather  than  somatic  complaints.  The  study  also  found  that  the 
proportion  of  visits  associated  with  psychosocial  diagnoses  was  consistent- 
\y  less  than  half  the  proportion  of  children  with  these  problems,  suggestmg 
that  attention  to  these  problems  leads  to  fewer  than  average  visits  for 
other  problems.  The  data  showed  that  individuals  with  unresolved 
psychosocial  problems  made  more  visits  for  nonpsychosocial  diagnoses 

than  was  expected.  ^      .         -  .u 

This  study  suggests  why  routinely  collected  data  (such  as  m  tnc 
National  Ambulatory  Medical  Care  Survey)  provide  much  lower  esti- 
mates for  psychosocial  morbidity  than  data  collected  in  medical  settings. 

The  Starfield  «t  a/,  study  (  /  i  )  found  that  at  least  5  percent  and  as  many 
as  30  percent  or  more  of  the  children  seen  had  psychosocial  problems. 
Other  studies  show  a  variation  of  from  3.9  to  10.1  percent  in  the  diagnosis 
of  child  mental  disorders  02-14),  In  each  of  these  studies  the  utilization 
of  the  general  health  services  was  2-4  times  as  great  for  children  with 
diagnosed  mental  disorders  as  for  those  without. 

^us,  studies  of  adult  populations  show  that  between  15  and  20  percent 
have  a  mental  disorder  during  any  given  year.  Studies  of  children  seen  m 
primary  care  settings  suggpst  that  between  5  and  30  percent  wUl  have  a 
mental  disorder-  Studies  of  aU  ages  show  that  individuals  with  mental 
disorders  utilize  h^th  care  services  for  physical  problems  at  ^  much 
higher  rate  than  those  without  mental  disorders. 

Approximately  60,000  children  and  youths  in  institutions  are  chroni- 
cally mentaUy  in.  With  the  Federal  and  State  efforts  to  deinstitutionalize 
patients  to  less  restrictive  community  facilities,  more  o*"  these  children  wiU 
be  seen  by  primary  care  physicians  for  both  their  health  and  mental  health 

needs.  — 

As  the  •'search  and  find"  programs  required  by  the  Education  for  AU 
Handicapped  Act  (P.L.  94-142)  cjq>ands  in  each  State,  mcreasing 
numbers  of  children  with  health  and  mental  health  problems  wiD  be 
identified.  Children  will  enter  the  primary  care  settings  who  ought 
normally  have  not  been  seen. 

lE  siunmary,  the  number  of  children  with  health-mental  health 
problems  is  high.  The  probabiUty  is  that  a  greater  number  of  these 
Siildrcn  will  be  recognized  in  the  future.  The  mental  health  professionals 
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should  accept  the  lead  in  treating  these  children  with  major  psychiatric 
ptoMems.  Primary  care  physicians  will  have  to  accept  the  lead  in 
reoognizxng  and  treating  many  of  the  children  with  **the  new  morbidity.** 

SPECIFIC  HEALTH-MENTAL  HEALTH 
CLINICAL  ISSUES 

Maternal  Care 

In  addition  to  the  j^ysical  a^>ect5  of  medical  care  for  pregnant  women, 
anticipatory  guidance  and  other  siq>port  shoiild  be  provided  and  should 
take  into  consideraticn  the  e]q>ectations  about  pregnancy  and  any 
ambivalence  about  the  parental  role.  Worries  and  fears  should  be  heard 

Nfatemal  or  neonate  physical  stress  or  pathology  are  recognized  and 
treated  by  the  obstetrician  or  pediatrician.  Anxie^,  depression,  or 
pos^Mutum  depression  as  well  as  less  obvious  clinical  evidence  of 
emotional  or  somatic  stress  must  also  be  recognizsed. 

Ideally  such  support  should  continue  following  delivery,  and  the  family 
physician  or  pediatrician  must  establish  a  trusting  relationship  and  help 
aBay  normal  fears  and  anxieties  r^arding  the  child*s  and  the  mother's 
health.  PossiUe  future  problems  with  parenting  might  be  apparent  during 
the  perinatal  time.  If  special  neonatal  intensive  care  is  needed  because  of 
birth  weight  or  medical  complications,  special  attention  must  be  paid  to 
the  maternal— infant  relationship  and  bcmding  at  this  time. 


During  well-child  contacts,  the  physical  and  cognitive  development  of 
the  child  is  routinely  evaluated.  Anticipatory  guidance  or  direct  counsel- 
ii^  and  health  prcnnotion  is  readily  offered  on  physical  problems  such  as 
sidn  rash,  weight,  and  feet  positioning.  It  is  equally  important  to  assess 
stages  of  psychosocial  development  and  to  offer  anticipatory  guidance  or 
counseling.  Problems  with  relating,  rating,  sleeping,  crying,  and  body 
activity  might  be  a  reflection  of  a  physical  or  a  psy^ological  problem. 
Both  the  physical  and  the  psychological  factors  must  be  considered, 
recognized,  and  treated.  Evidence  of  more  serious  psychopathology  of 
parent  or  child  must  be  recognized  and  treated,  and  mental  health  must  be 
promoted. 

Primary  care  physicians  must  be  as  aware  of  and  trained  to  respond  to 
psychological  prevention  methods  as  they  are  to  general  medical  preven- 
tion methods.  A  few  examples  are: 
•  Primary  Prevention 

— Medical:  Immunization,  fluoridation  of  water  supply;  scat  belts 
in  cars 
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— Psychiatric:  Identifying  indtvidujU  difTcrences.  anticipatory 
guidance  on  psychosocial  deveiopoient»  support  and  counseling 
for  postdivoroe  single  parents,  interventions  with  high-risk 
infants^-psrents 

•  Secondary  Prevention 

 Medical:  Screening  for  early  identification  of  anemia,  scoliosis, 

visual  or  hearing  impairments 

— Psyduatric:  Screening  for  school-academic  readiness,  aware- 
ness of  unhealthy  p^chological  development  (e.g.,  fear  of 
strangers,  inability  to  separate) 

•  Tertiaiy  Prevention 

— ^Medical:  Rehabilitation  after  injuiy,  minimizing  side  effects 

with  children  having  a  chronic  illness 
— Psychiatric:  Rehabilitation  toward  maximal  academic,  social, 

and  psychological  growth  with  children  having  a  chronic 

illness;  supportive  intervention  foUowing  hospitalization  or 

surgery 

Some  special  psychosocial  problems  might  only  be  recognized  durmg  a 
general  medical  visit.  The  consequence  c€  not  being  aware  of  the 
diagnostic  dues  can  be  just  as  serious  as  missing  an  early  due  for  a 
frfiysical  problem.  Family  dysfunction  and  violence  is  one  area  where 
spouse,  child,  siblings  and  sexual  abuse  must  be  recognized  before  any 
form  of  intervention  is  possible. 

The  single-parent  family  is  another  special  situation.  Predictable 
stresses,  anxiety,  and  depression  occur  for  both  parent  and  diild.  How 
these  are  reflected  are  age  dependent.  Anticipatocy  guidance  or  preventive 
counsding  can  result  in  a  functional  single-parent  family.  If  such  hdp  is 
not  available  or  the  earfy  dues  of  stresses,  anxiety,  or  depression  are  not 
lecognized,  a  dysfunctional  family  or  dysfunctional  family  members  miglit 
result. 

In  the  population  badcground  p«qper  prepared  by  Dr.  Susan  Aronson, 
the  goals  of  health  services  for  infants  and  children  were  nc>ted  to  be  **to 
reduce  death,  decreitse  disabihiy,  disease,  and  discomfort,  and  fos»^ 
development  of  achievement  and  resiHenoe  of  children.**  The  prmuujr  care 
physician  must  see  these  goals  as  covering  both  the  health  and  the  mental 
health  needs  of  infants  and  duldren.  To  reduce  death  also  means  to 
recognize  the  psycholog^lcal  dues  of  an  abusing  parent.  To  decrease 
disabiliQr  indudes  lessenix^  die  nutritional  or  environmental  situations 
that  produce  central  nervous  ^stem  dysfunction  and  academic  difficulties 
as  wdl  as  die  fiunily  <x  psydKslogical  situations  that  produce  psydiopa- 
tludogy.  To  decrease  ^i^^*^  indudes  the  recognition  of  a  neurosis  as  weD 
as  an  iron-deficiency  Psychological  discomfort  can  be  as  pamfiu 

as  physical  discomfort  and  must  be  reduced.  One  must  foster  optimal 
psychological  development  as  an  alnlity  to  cope. 

In  summary,  the  major  contact  point  for  children  and  parents  with 
psychological  needs  is  the  general  health  care  setting.  Prevention, 
education,  and  early  intervention  efforts  must  exist  for  mental  health  care 
as  wdl  as  for  physi<»l  health  care. 
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Tbe  physKum  must  be  aware  of  the  psychological  stress  on  the  child 
prodnoed  by  iUness  as  weU  as  the  stress  often  ejqperienoed  by  other  family 
members.  Wth  such  awareness,  preventive  efforts  and  guidance  can  be 
offered.  The  psydK^ogical  stresses  esqserienced  by  a  child  with  a  medical 
grobleia  and  the  secondaiy  sti-esaes  experienced  in  the  family  are  best 
lUttstrated  by  noting  the  reactions  of  such  children  to  ho^italization.  The 
responses  to  separation  from  family  and  home,  to  medical  and  surgical 
procedures,  and  to  the  possible  experience  of  discomfort  or  pain  vary  with 
age  but  are  all  too  oflen  predictably  present  {15,  J&). 

Several  studies  noted  that  f<^kraving  hospttahzation  children  might 
continue  to  respond  for  weeks  to  the  su  esses  experienced  during  hospital 
care  (i7,  ISy.  These  responses  include  general  anxiety,  regression  to  earlier 
behaviors,  increased  separation  anxiety,  sleep  and  eating  problems, 
aggressioii  toward  authority,  and  apathy  and  withdrawal  Therefore,  it  is 
good  pfeventive  health-mental  health  care  to  avoid  hospitalization  if  at  all 
possible.  If  a  cfaUd  must  be  hospitalized,  the  anticq>ated  stresses  must  be 
minimiied.  If  evidence  <^  psychological  or  family  stress  is  noted,  clini^'iil 
interventions  a*^  needed. 

During  the  past  20  years  general  mental  health  principles  have  been 
integrated  slowly  into  pediatric  settings  </50.  Hospitals  have  incorporated 
some  of  the  essential  elements;  however,  few  have  planned,  organized,  and 
implemented  a  total,  integrated  program  of  medical  and  emotional  care. 
Shore  and  Gddston  (.20)  emphasize  four  major  principles  to  be  consid- 
ered m  mrnmBiagng  emotional  stress: 

CI)  Ho^taUzation  should  be  avoided  if  possible.  Recent  advances 
in  medical  care  permit  more  opportunities  for  ouQ>atient  and 
home  care.  CUnfortunately,  Federal  and  current  third-party 
models  of  coverage  encourage  ho^ntol  care  i^^^^  of  ambula 
tory  care.) 

(2)  Whenever  possible  children  should  be  prepared  for  hospitaliza- 
tion. Total  education  programs  (eg.,  school  class  visits  to 
ho^tals  and  ho^tal  personnel  sessions  in  the  community)  can 
include  preparation  for  imminent  admission. 

(3)  When  hoggpitalizntion  must  occur,  it  should  oe  as  brief  as 
possible.  Increasing  ambulatory  care  facilities  plus  parent  train- 
ing can  decease  the  length  of  stay.  (Again,  most  Federal  and 
third-party  plans  encourage  the  use  of  the  ho^tal  treatment 
phase.) 

(4)  During  hospitalization  certain  needs  must  be  met  to  assist  the 
child  and  fsonily  in  dealing  with  the  experience. 

•  Facilities  for  parents  to  stay  overnight 

•  Maintenance  of  c<mtacts  with  the  family  as  muc^  as  possible 
during  the  administration  of  medical  and  surgical  procedures 

•  Staff  training  to  exj^ain  to  the  children  and  their  families  what 
is  happening  in  a  constructive,  understandable  manner 
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•  An  educational  program  that  can  continue  the  child*s  formal 
learning  while  in  the  hospital 

•  The  ability  to  express  and  handle  normal  anxieties  through 
efforts  such  as  providing  opportunities  to  translate  passivity 
into  activity  and  to  use  play  objects  toward  mastery  of  the 
situation 

•  Playrooms  with  trained  personnel  to  permit  free  play  and  to 
help  with  fantasies  and  fears 

•  The  opportunity  to  bring  objects  from  home  to  which  a  child  is 
attached  and  to  have  them  available  when  needed 

If  a  child  must  be  hospitalized,  part  of  the  postdischarge  medical  or 
surgical  foUowup  should  include  questions  relating  to  emotional  and 
social  functioning.  Evidence  of  residual  emotional  stress  should  be 
handled.  Ignoring  the  emotional  sequelae  of  hospitalization  could  be  just 
as  harmful  to  future  growth  and  development  as  igno  Ing  the  physical 
sequelae. 


Chronic  Medical  ProWems 

A  chrome  medical  illness  creates  stress  for  the  individual  and  the 
family.  Special  coping  skills  are  needed.  The  stresses  are  not  just  related  to 
the  specific  problem  (eg.,  malaise,  pain,  or  other  physical  symptoms). 
They  are  related  to  the  frequent  hospital  admissions  and  the  treatment 
procedures  (medical  and  surgical),  the  changes  in  the  emotional  climate  of 
the  family,  and  the  possible  limitations  on  peer  and  other  social 
interactions.  Also,  stress  factors  can  relate  to  a  specific  chronic  illness;  for 
example,  a  child  with  a  seizure  disorder  will  fear  loss  of  consciousness  or 
uncontrollable  strange  behavior.  Children  with  serious  respiratory  diseases 
such  as  asthma  may  have  a  fear  of  suffocation.  The  child  with  cjrstic 
fibrosis  may  have  a  similar  fear  in  addition  to  the  need  to  cope  with  such 
embarrassing  symptoms  as  flatulence  and  stool  odor.  Hemophiliac 
children  must  restrict  their  behavior  and  fear  injury.  Children  with  chrome 
renal  disease  must  handle  frequent  hemodialysis,  kidney  transplantation, 
and  the  side  effects  of  the  immunosuppressive  drugs.  The  child  with  a 
chronic  heart  disease  might  have  the  reverse  problem;  he  or  she  may  have 
no  symptoms.  This  child,  therefore,  win  resist  the  need  for  restrictions  or 
extensive  workups.  For  some  iUnesses,  the  treatment  results  in  additional 
problen«s  such  as  pain,  physvcal  limitations,  or  hair  loss.  Some  forms  of 
deatment  create  new  disabilities:  for  exan^>le,  radiation  used  in  leukemia 
can  produce  brain  damage  with  resulttng  learning  disabilities  in  school. 

The  child  with  a  serious  chronic  disea.se  must  also  cope  witfi  threats  of 
exacerbatioxu  lasting  physical  impairment,  and  fear  of  impending  death  or 
a  known  shortened  life  expectancy.  Sooe  children  fed  that  they  are  a 
burden  to  their  family  and  others.  The  mounting  medical  expenses  and  the 
interference  of  the  illness  on  schooL  peer  activities,  or  future  adult 
performance  add  to  this  stress. 

Each  stage  of  psychological,  sociai,  and  intellectual  development 
changes  the  impact  of  the  illness  on  personality  development,  family 
functioning,  and  the  ability  to  adapt.  Thus,  awareness  of  and  support  for 
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proWemi  xanst  be  psrt  of  the  oagoiag  masmgnae&t  <^ 


GhroBically  iD  ckOdrea  mutt  comply  with  medical  iattructioiis*  often 
hmtiog  or  depriving  tfaemtelvet  as  well  as  avoiding  activities  they  eaioy. 
^^ont  imdefstandiAi^  psydkolQgical  coping,  and  motivatioo»  the  ^iid 
aught  be  nopcompiiant»  increase  the  complicatioBS.  and/or  have  greater 
need  ft>r  medical  care  or  hospttaKwition. 

in  addition,  psychological  stress  can  precipitate  an  illness  or  exacerbate 
an  ciristing  iDness.  The  need  to  work  both  widk  the  health  and  mental 
health  needs  of  sudft  children  and  families  iscriticaL  If  this  work  is  to  be 
done  by  the  primacy  or  general  health  care  physician,  these  pbysictans 
must  be  trsined  to  do  it. 

To  aiustraie  the  preceding  issues,  consider  diildren  with  diabetes 
mdhttts.  a  leading  pi^blic  health  problem.  Tins  illness  requires  prolonged 
and  expensive  medical  care  and  is  a  major  challenge  to  the  primary  care 
physician.  The  usual  medical  regimen  indudef  tnsuhn  injections  at  regular 
m«erwals»  specific  balaincrd  diets  that  do  not  sweets,  r^ular  testing 

of  urine  for  the  presence  of  sugar  (glycosuriaX  end  exercise  programs, 
of  which  can  be  seen  as  a  positive  ejqierienoe. 
Diabetes  is  a  diswisr  that  presents  recurring  tiueats  of  blindness,  heart 


Uvmg  with  the  fear  of  diese  disabilities  superimposed  on  daily  *lrni«iHff 
of  observing  a  vigorous  medical  regimen  is  a  severe  stress  for  the  entire 
fismay.  Many  dtabctirs  axe  subject  to  powerful,  unpredictable  mood  and 
behavior  dhai^rs  that  are  a  ftmction  of  metabolic  imhalancr  Moreover, 
chronic  nonmetaboiic  stresses  associated  with  the  disease  include  the 
need  for  diet  management;  rigid  meal  schedules;  urine  testing;  various 
dafiy  tfaer^>eatic  decisions;  <fauly  insnKn  ixijections,  if  required;  fear  of 
developing  serious  complications;  and  alterations  in  life  style.  These 
stresses  frequeutity  result  in  s^nificant  emotional 

occasionally  in  cHnirat  psy^uatric  disorder.  Impaired  self-esteem  is 
common.  Denial,  anxiety,  hostility,  and  depression  also  occur  and  may 
impaii  interpersonal  relationshys  at  various  levds.  Despite  continmng 
gains  in  undentandlng  tlm  disease,  our  present  state  knowledge 
rruiaiii^  insufficient  either  to  prevent  or  cure  ^nhr^r^  or  to  provide 
diabetic  patients  widi  optimally  effective  treatment.  Although  the  search 
for  a  mram  of  prevention  and  a  cure  continnes,  a  need  to  focus  on  easing 
the  cmodonal  burdens  and  in^xoving  the  quality  of  life  for  diabetics  and 
dieir  ftmflies  exists. 

The  burdens  of  Hving  with  riinhwTrs  are  alwa3rs  heavy.  However,  the 
nature  <^  the  proUems  varies  with  the  life  stage  c^thc  individuaL  Diabetes 
is  a  paxtaculariy  difScult  disease  for  cfaiklren  and  adolescents.  Their 
ccmtinued  healtii  and  Umgcvity  d^iend  on  their  active  cooperation  with 
their  fiunily  and  physician — a  degree  of  reapomibiKty  and  cooperation  not 
mqiiirrd  <^  o^ier  children.  Diabetes  is  the  only  'if*^*^  in  which  the 
patient  and  the  parents  are  expected  to  make  independent  dierapeutic 
decisions  based  on  daify  clinical  observations.  Althoi^b  this  daily  control 
of  the  dnrawr  is  dependent  on  the  patient  and  £unily  members,  it  has  been 
repeatedly  demonstrated  that  an  understanding  ofthe  disease  and  mastery 
of  die  necessary  skills  required  are  inadequate  for  a  large  proportion  of 
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diabetics  and  their  families.  Despite  the  fact  that,  improved  understanding 
leads  to  improved  care  and  outcome,  accessible  and  well-designed 
education  programs  arc  lacking. 

EmotTonal  stress  or  problems  can  lead  to  noncompliance  with  the 
regimen  by  omitting  insulin  rajections,  falsifying  urine  test  reports,  eating 
indiscriminately,  not  exercising,  or  not  keeping  appointments.  Early 
education  and  preventive  psychological  counseling  can  minimtye  such 
problems.  Unless  the  behaviors  related  to  noncompliance  are  handled, 
increased  crises,  the  need  for  heightened  medical  management,  hospitali- 
zation, and  possibly,  other  complicat-ons  will  arise. 

The  effect  of  stress  and  noncoplng  on  physical  functioning  illustrates 
another  health-mental  health  relationship  with  diabetes  through  a 
generally  accepted  model  of  action.  Stress,  via  the  automatic  nervous 
system  mediates  the  release  of  catecholamines  (epinephrine,  norepineph- 
rine). These  catecholamines  inhibit  the  actions  of  insulin  by  suppressing 
the  release  of  iTisiiKn  from  pancreatic  beta  cells  and  by  antagonizing  the 
specific  peripheral  metabolic  effects  of  insulin.  Both  of  these  factors  r^ult 
in  an  increased  rate  of  carbohydrate  (glycogen)  breakdown.  In  addition, 
they  increase  blood  sugar  by  direct  stimulation  of  the  liver  to  break  down 
carbohydrates  (hepatic  glycogenolysis)  and  to  produce  new  sugar  (gluco- 
neogenesis).  Thus,  stress  leads  to  an  increase  in  catecholamines  which 
decreases  insulin  release,  increases  peripheral  insulin  antagonism^  and 
increases  glucose  production  by  the  liver,  all  of  which  result  in  an 
increased  blood  glucose  level.  Catecholamines  also  favor  the  breakdown 
of  fats  (Upolysis)  with  an  increase  in  free  fatty  acids  and  ketones.  The 
combination  of  increased  blood  glucose,  free  fatty  acids,  and  ketones  can 
result  in  diabetic  decompensation. 

When  treating  children  with  chronic  medical  diseases,  the  professional 
staff  must  provide  early  education,  anticipatory  guidance,  and  other 
preventive  efforts  for  the  child  and  family-  They  must  be  as  astute  in 
recognizing  and  treating  early  signs  of  psychological  dysfunction  as  they 
are  in  recognizing  and  treating  the  early  signs  of  physical  dysfimction. 

Without  such  a  comprehensive  awareness  and  treatment  approach,  aii 
increasing  possibility  of  noncompliance  and  major  social  or  p^cholc^cal 
problems  with  the  child  and  the  family  occurs.  Uimianaged,  the  emotional 
and  social  problems  that  develop  might  become  more  restrictive  and 
uncontrollable  than  the  underlying  chronic  illness. 


Chronic  Psychiatric  Problems 

Approximately  60.0(X)  chronically  mentally  iU  children  Uve  in  ii^titu- 
tions.  Current  data  do  not  show  the  mmiber  living  at  home.  Many,  if  not 
most,  of  the  chronically  mentally  ill  children  are  now  institutionalized  in 
State  and  coimty  hospitals  or  in  othci-  public  facilities;  a  few  are  in  private 
hospitals  and  institutions.  Some  children  also  receive  limited  health  or 
mental  health  care;  however,  complete  data  are  not  presently  available  on 
these  institutionalized  children.  What  is  known  is  that  children  with 
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oc^ganic  brain  syndrome,  cbildhood  psychoses,  and  mental  retardation 
with  psychosis  are  among  those  who  arc  institutionalized. 

As  noted  previously,  the  national  policy  favors  deinstitutionalization 
with  a  shift  toward  commimi^-based,  ambulatory  care.  Thus,  an 
increasing  number  of  chronically  mentally  ill  children  will  be  seen  by 
health  care  professioiuds.  For  some,  the  primary  care  professional  will 
have  fiill  responsibility.  Ideally,  a  mental  health  professional  will  share 
these  re^x>nsibihties  by  accepting  the  primary  responsibiUty  for  the 
mental  health  csLre  whQe  the  primary  care  physician  will  provide  the 
medical  and  health  promotional  care. 

Primary  care  physicians  will  need  additional  areas  of  knowledge  and 
sldUs  to  help  these  children  and  their  families,  and  to  function  as 
consultants  to  educational  and  rehabilitation  programs.  Presently,  they 
are  hkdy  to  use  tranquilizers  or  other  psychotrophic  drugs  or  to  design 
b^avioral  management  programs.  Because  chronically  mentally  ill 
<^^dren  may  have  difficulty  communicating,  physicians  must  perform 
rigorous  diagnoses  to  differentiate  between  physical  illness,  general 
si>matic  complaints,  and  somatized  psychological  problems.  Management 
of  these  patients  takes  considerable  time,  some  of  which  is  spent 
consulting  with  the  school,  community  agencies,  and  mental  hoalth 
prolt^ssionals.  Part  of  this  time  will  be  nonincome  producing.  For  primary 
care  ipfaysiciaiis  to  handle  chronically  mentalfy  ai  children,  they  will  have 
to  rcxove  additional  pr<^>aration  either  during  their  training  or  continuing 
education  curricula,   and  reimbursement  systems  for  mental  health 
services  will  have  to  be  changed. 

THE  CURRENT  SERVICE  DELIVERY  MODEL 

Primary  Care 

Current  medical  care  in  the  United  States  is  centered  on  the  concept  of 
primary  care.  Primary  care  physicians  include  general  practitioners  and 
family  physicians  (21.5  percent  of  all  physicians),  internists  (15.4  percent), 
and  pediatricians  (6.4  percent).  Thus,  most  of  this  care  for  children  will  be 
provided  by  the  general  practitioner  or  family  physician. 

Because  the  physician  is  contacted  first,  the  primary  care  physician 
encounters  a  variety  of  complaints  Cuicluding  p^chological  ones)  and 
provides  the  main  or  sole  services  for  many  of  them. 

Ideally,  the  primary  care  physician  should 

•  Serve  as  the  entry,  screening,  and  referral  point  within  the  larger 
personal  health  care  system 

•  Provide  a  full  range  of  the  basic  health  care  services  necessary  to 
preserve  health,  prevent  disease,  and  treat  common  illnesses  and 
disabilities 

•  Provide  the  support  for  patients  and  their  families  in  tiiaes  of 
trouble  or  crises  which  are  associated  with  illness 

•  Assume  r^ponsibility  for  the  management  and  coordination  of 
health  services  throu^out  the  entire  care  process 
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In  rcaUty.  the  primaxy  care  medical  delivery  system  in  the  Umted  States 
is  a  -non^tcm!"  Contrary  to  the  British  National  Health  Service  and 
other  European  systems  with  one  entry  point  for  care  (the  general 
practitioner),  residents  of  the  United  States  have  several  entry  points 
Ldudine  private  physicians,  neighborhood  heal  Ji  centers,  prepaid  health 
care  systems,  and  emergency  rooms.  Americans  may  seek  specialty  care 
directly  without  being  referred  by  a  primary  care  physician- 

The  deUvery  of  mental  health  care  in  the  United  States  also  occurs  m  a 
variety  of  setting^!.  As  noted  previously,  Regier  and  Goldberg  (^) 
estimated  that  60  percent  of  those  with  a  mental  disorder  were  seen  in  a 
general  medical  setting.  The  ethers  were  seen  in  community  mental  health 
Senters  and  other  pubUc  or  private  ambulatory  or  hospital  facxUti^. 

This  statistic  raises  questions  as  to  whether  the  primary  care  p^cians 
kn»-w  how  to  recof^nizc  and  diagnose  children  with  emotional  problems  or 
whether  they  arc  trained  and  able  to  do  so.  .  ^  ^  j 

Most  of  the  studies  on  these  questions  do  not  distinguish  between  adult 
and  child  patients  (2/).  However,  the  work  of  the  Task  Force  on  Pediatric 
Education  («)  suggests  that  the  general  studies  are  as  true  for  pediatricians 
as  they  are  for  other  primary  care  professionals.  , 

Surveys  of  primary  care  physicians  suggest  that  they  do  not  feel  they 
were  adequately  trained  to  recognize,  diagnose,  or  treat  j^tients  with 
mental  disorders  or  the  emotional  aspects  of  physical  disorders  (7/).  In 
two  American  surveys,  70  percent  of  primaiy  care  physicians  preferred  to 
refer  patients  to  a  mental  health  professional  instead  of  managing  them 

Several  surveys  (4).  including  one  of  pediatricians,  have  shown  that  <1> 
many  primary  care  physicians  lack  interest  in  psycholo^cal  probleim  and 
prefer  to  focus  on  ^iiatic  issues,  (2)  formal  psychotherapy  is  ^cult 
within  the  structure  and  environment  of  a  primary  care  practic^  vi.^^ 
is  insufficient  for  psychological  exploration-intervenUon,  and  (4)thc 
financial  reimbursement  systems  do  not  adequately  cover  the  time  needed 
for  psychological  s*?rvices  by  other  than  certain  mental  health  profession- 

General  health  and  primary  health  care  physicians  do  not  recognize  or 
diagnose  some  mental  disorders  anC  either  do  not  o^^«^4«l^^f*y 
oSre.  Several  studies  of  caseloads  of  primary  care  physicians  show  that 
about  15  percent  of  patients  seen  are  recognized  as  having  a  m«itol 
disorder;  however,  where  other  studies  suggest  that  wh«m  a  staiidardized 
p^hiatric  interview  of  patients  is  added,  27  percent  of  the  patients  are 

found  to  have  such  problems.  j       ♦  /:-7 

A  National  Ambulatory  Medical  Care  Survey  (4)  show«i  Aat  m  67 
percent  of  the  patient  visits  that  resulted  in  a  psychiatric  diagn<^ 
Smquilizers  or  oAer  medications  were  prescribed;  A«e  studies  mcluded 
chfldren.  Primary  care  physicians  are  less  likely  to  differentiate  length  of 
treatment  among  various  psychiatric  conditions.  Patients  wrth  psychiatric 
S^JS  were^een  onJTor  twice  a  year  regardless  of  diag:aosis  or 

indicated  treatment.  .  .  x^^^^^ 

Current  data  suggest  that  as  primary  care  physicians  become  -^"cr 
skilled  in  mental  health  diagnosis  they  find  more  cases  aiul  the  number  of 
referrals  to  ir»ental  health  professionals  increases  rather  than  decrease^^  U 
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is  possible  that  ^le  trend  toward  primaiy  and  general  health  care 
•  providers  meeting  the  mental  health  needs  of  the  country  has  led  not  only 
to  uneven  care  but  also  to  an  increase  rather  than  a  decrease  in  the  need 
for  psychiatrists  and  other  mental  health  professionals- 


Mental  Health  Care 

In  many  parts  of  the  country,  the  type  of  mental  health  care  for  children 
<l^>ends  on  availaMe  resources  instead  of  on  the  ideal  clinical  interven- 
tion. If  childien  with  emotional  protdems  can  function  in  school,  the 
^mly,  and  the  commmity,  care  can  be  provided  in  a  local  outpatient 
dime  If  a  child  caxmot  function  in  one  of  these  setting  and  no 
con^prehensive  service  system  exists,  that  chOd  might  have  to  enter  a  24- 
hour  hospital  or  residqitial  treatment  program.  Dischar^  from  these 
programs  often  has  to  be  delayed  imtil  the  child  is  able  to  function  in  the 
community.  Furthermore,  residential  care  is  often  provided  away  from  the 
fe^^  and  because  minimal  family  therapy  is  ofifered  the  child  might 
return  to  the  same  dysfunctional  environment  he  or  she  left. 

A  comprehensive  system  of  care  for  children  would  include  outpatient 
services,  partial  ho^talization  programs,  short-stay  community-based 
inpatient  units,  and  longer  stay  hospital  or  residential  care  facilities.  If  a 
child  is  having  difficulty  functioning  in  a  specific  environment  he  or  she 
could  be  admitted  to  a  day  hospital  to  replace  school,  a  night  hospital  to 
r^lace  the  faisufy,  or  an  afternoon  program  to  replace  the  community. 
Also,  many  chOdrexa  could  be  kept  in  ixq>atient  units  only  as  long  as 
needed  and  would  then  return  into  a  partial  hospitalization  setting. 

Without  a  comprehensive  system,  children  are  treated  as  outpatients  or 
as  inpatients.  A  chQd  ^o  could  have  been  treated  less  intensively  and 
e3q>ensively  might  be  hospitalized  and  that  stay  might  be  for  a  longer 
period  than  is  nec^j^saiy. 

Juvenile  court  judges  report  that  their  decision  regarding  'placement  is, 
at  times,  based  more  on  the  availability  of  resources  than  on  the  needs  of 
the  juvenile  ofifender.  Surveys  of  juvenile  offenders  in  prisons  show  that 
some  arc  mentally  retarded,  psychotic,  or  have  a  severe  character  disorder. 
They  b^?came  part  of  the  juvenile  justice  system  because  they  had  to  be 
removed  from  their  family— community  and  mental  health  facilities  were 
not  available  for  them. 

A  comprehensive  system  of  care  must  be  available  for  children  with 
emotional  problems.  Few  partial  hospitalization  programs  exist  because 
the  current  third-party  and  Federal  reimbursement  plans  do  not  pay 
adequately  for  such  services.  The  reimbursement  system  encourages 
outpatient  or  inpatient  care  only. 


Service  E>elrvery  Systems 

Some  children  in  the  educational  system  have  physical  and  mental 
health  problems,  including  those  with  chronic  health  and  mild  or  severe 
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emockmal  pioblems.  Pxesently,  the  Educadon  for  AU  the  Handicapped 
Imslatiaii  leqoiies  a  comprehensive  program  for  each  of  these  childroi  m 
axL  environment  as  normal  as  possible.  However,  no  assurances  are  given 
that  die  physical  and  mental  health  needs  will  be  met.  Few  programs  arc 
designed  to  prepare  normal  children  to  accept  and  understand  die 
handicapped  diildren  in  then  classes.  Training  to  prepare  teachers  for 
their  new  responsibilities  is  also  lacking. 

As  noted  previousfy,  many  children  with  healtlMnental  health  problems 
are  in  the  sooal  and  welfere  systems  as  foster  or  other  alternative 
placements.  Not  all  receive  adequate  health  or  mental  health  care.  Other 
youths  are  in  the  various  levels  of  the  justice  ^^tem,  often  with  minimal 

*^^!^i^  the  r^ulations  for  Head  Start,  Home  Start,  and  Follow 
Thxou^  programs  require  physical  and  mental  health  screemng  and 
counsding,  these  services  either  are  often  not  available  ov  are  fragment*^ 
Furthermore,  day  care  programs  vary  greatly  in  their  abiKty  to  provide 
more  than  babysdtting  services  and  few  have  backup  health  or  mental 
health  siqjport  services.  .       v    -  i 

In-  most  areas,  programs  are  not  unified  in  a  comprehensive  pnysicai 
and  mental  health  care  system  and  services  are  fragmented.  Physical  and 
mental  health  services  for  chfldren  arc  scattered  throughout  many  Federal 
agencies  including  the  I>^>artments  of  Agriculture,  Labor,  Commerc^ 
Justice  Education,  and  Interior  with  the  Department  of  Health  and 
Human  Services  taking  the  lead.  White  House  Child  Health  Conference 
repeats  since  the  ISSCs  have  suggested  the  need  for  a  child  advo^te  to 
ex^nre  comprehensive  physical  and  mental  nealth  care,  but  one  stiU  does 
not  exist.  The  Presidentf s  Commission  on  Mental  Health  (22)  noted  ttie 
variety  of  Federal  programs  that  provide  screening  and  foUowup  c^  tor 
the  health  and  education  of  infants  and  chOdren  and  emphasized  the 
importance  of  physical  and  mental  health  linkages.  The  Conmu^on 
rc^imecded  ^t  "The  Secretary  of  Health,  Education,  and  Welfare 
(now  HHS)  review  existing.  Federal  programs  that  pertain  to  heaWi  and 
mental  health  services  for  infants  and  children  and  design  a  ooordmated 
national  plan  to  make  available  comprehensive  services  for  all  children- 


The  Mental  Health  Systems  Act 

Based  on  the  recommendations  of  the  President's  Commission  on 
Mental  Health,  the  Etepartment  of  Health  and  Human  Services  (then  the 
Department  of  Health,  Education,  and  Welfare)  developed  the  AdminK- 
traSmi's  Mental  Health  Systems  Act  which  was  sent  to  Ccmgresst^ 
tis-5  President  on  May  15,  1979,  and  signed  into  law  m  October  1^- 

llie  Community  Mental  Health  Center  efforts  focused  on  developmg 
comprehensive  services  within  a  defined  area  through  the  eftcrts  of  one 
fa^ty.  The  Mental  Health  Systems  Act  will  assist  States  in  developmg 
coffl^JK^iensive  mental  health  services  throughout  their  junsdicnons  by 
n^ng  public  and  private  resources. 
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PROFESSIONAL  PERSONNEL 


Prtmary  Care 

Pediatrkaaiis  and  £sumly  physicians  arc  the  primary  care  health 
providers  for  children^  Other  members  of  the  health  team  consist  of 
physicians  in  other  specialties,  general  nurses,  pediatric  nurse  practition- 
ers»  and  physician  assistants*  The  training  and  roles  of  these  nonphysician 
professiewaals  and  paraprofessionals  might  include  training  in  mental 
heahii  but  usually  does  not.  In  England,  social  workers  particq>ated  in 
general  practices  on  an  ^m|i#>.iiiiMMital  basis.  TTiitiai  studies  showed  that 
recognition  of  mental  health  problems  increased  and  that  more  treatment 
for  them  was  provided. 

In  hospitals,  health  teams  consisting  of  pediatricians,  child  psychiatrists, 
and/or  other  mental  health  proiessionals  have  been  successfuL 

The  redes  <^  primary  care  physicians  are  unclear  and  their  training 
varies.  Health  promotion  and  disease  prevention  must  be  part  of  primary 
care.  Beyond  this,  several  possible  roles  for  piimary  care  physicians  are 
m  Recognition  of  a  condition,  diagnosis,  and  referral  (as  in  surgical 
disorders) 

•  Recognition  <^  a  condition,  diagnosis,  brief  treatment,  and  referral 
if  the  treatment  is  not  successful  (as  in  dermatological  disorders) 
m  Recognition  of  a  condition,  diagnosis,  and  treatment  (as  in 
general  medical  disorders) 
Ideally,  one  would  not  sharply  define  the  role       a  primary  care 
]Aysician,  but  would  allow  each  to  choose  his  own  level  of  activity* 

The  training  must  be  related  to  the  antiopated  role.  If  the  physioan  is 
expected  to  refer  the  majority  of  patients  with  emotional  problems  to 
mental  health  professionals,  training  should  ^mpH^g-y^  recognition  of 
mental  disorder  and  suitable  referral,  in  the  same  Tnanri^  as  primary  care 
physicians  are  trained  to  make  surgical  referrals.  On  the  other  hand,  if  the 
physician  is  expected  to  treat  significant  numbers  of  patients  with  mental 
health  problems,  training  should  include  the  proper  use  of  psychotrophic 
drugs  and  the  various  types  of  psy^other^>eutic  techniques.  Where  the 
physician  works  with  a  multidisdlpHnary  physical  and  mental  health  team, 
training  in  team  techniques  and  ffoup  dynamics  would  be  usefuL  If  the 
physician  is  to  be  the  primary  educator  and  counselor  of  i&milies,  he  or 
she  should  be  trained  in  family  systems  dynamics  and  family  therapy 
techniques. 

The  requirements  for  family  practice  are  much  more  specific  than  those 
for  pediatrics  (-23).  The  special  requirements  for  residency  training  in 
family  practice  state: 

^Ihe  resident  should  learn  how  to  diagnose  and  manage  most 
psy^osomatic  and  emotional  problems.  He  should  become  compe* 
tent  to  deal  with  the  common  tensions,  anxieties,  and  depressions 
that  initiate  or  complicate  a  substantial  proportion  of  the  problems 
with  which  the  family  physician  will  be  faced.  The  resident  should 
learn  to  recognize  the  neuroses  and  psychoses  and  to  provide  for  the 
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after-care  which  many  patients  require  following  discharge  from  a 
mental  institution. 

In  the  family  practice  unit,  most  of  the  pertinent  knowledge  and 
skill  can  best  be  acquired  through  a  program  in  which  psychiatry  is 
integrated  with  medicine,  pediatrics,  and  other  disciplines-  In 
addition,  experience  on  a  specialized  psychiatry  service  with  respon- 
sibility for  the  care  of  serious  illness  under  siapervision  may  be 
desirable.  This  will  enable  the  resident  to  recognize  major  psychoses 
and  to  deal  with  the  psychiatric  emergencies  which  constitute  a 
major  problem  for  family  physicians. 
E»espite  these  requirements  it  is  probable  that  some  or  many  programs 
provide  only  limited  experience  in  mental  illness. 

The  special  requirements  for  residency  in  pediatrics  are  more  ambigu- 
ous: 

ainical  training  should  be  obtained  in  general  medical  pediatrics, 
nutritional  disorders,  care  of  new-bom  infants,  preventive  pediatrics, 
and  outpatient  clinics  in  the  various  departments  of  medical 
pediatrics.  Correlative  studies  are  recommended  especially  in  conta- 
gious diseases,  in  clinics  for  well  babies,  in  the  mentally  deficient, 
and  in  those  with  neurological  disorders  or  who  present  problems  in 
behavior,  (emphasis  added) 
The  American    >^cademy  of  Pediatrics'  Task   Force  on  Pediatric 

Education  (,8y  is  addressing  this  problem. 

Perhaps  a  minimum  curriculum  for  primary  care  physicians  covering 

the  health-mental  health  areas  should  cover  the  following  areas: 

•  Knowledge  of  biopsy chosocial  growth  and  development 
— abnormal 

— variations  of  normal 
— pathologic 

•  Ability  to  perform  biopsychosocial  interviews 
— be  able  to  collect  data 

—understand  the  significance  of  the  data 
— integrate  data 

— establish  aucid  formulate  a  treatment  plan 

•  Ability  of  psychopathology  of  children  and  adolescents 
— with  children 

— with  adolescents 
— with  parents 
— with  families 

•  Knowledge  of  psychopathology  of  children  and  adolescents 

•  Knowledge  of  psychopharmacology 

•  Knowledge  of  and  ability  to  use  community  resources  and 
agencies 

•  Ability  to  consult  mental  health  professionals 

•  Ability  to  recognize  stress  or  psychopathology  in  parents 

 recognition  of  effect  on  children  and  selective  forms  of 

p^chotherapy 
— awareness  of  treatment  approaches 


590 


*-J  %J  kJ 


/  m  Basic  ability  Co  counsel  and  peifoim  selective  forms  of  psycho- 
therapy (not  to  indnde  psychoanafytically  oriented^  uncovering 
therapy/ 

— Abflity  to  peiibim  counseling 
education 

behavioral  managment 

support! ve  services 

child  rearing  counseling 
— Elective  option  to  learn  specific  brief  therapies 
— Knowledge  erf*  indications  for  ^>ecific  therapy  modalities 
— Abifity  to  refer  fyr  therapy 
m  Knowledge  <^  ^>ecial  areas  ^bi<^»ychosocial  concern  and  ability 
to  intervene 

— eatii^  sleeping  motiHty  problems 
— aggressive  behavior 
— death  and  dying  within  families 
-  — dying  child  or  adolescent 
— fktmly  mourning  process 
—chronic  '■HnggR 

— reaction  to  illness^  surgical  procedures,  hospitals 
— developmental  disabilities 

— the  h^h-risk  infant  (copyings  psychosocial  stress,  long-term 
f<^lowup> 

— ^s^iaiation^  divorce^  custody,  remarria^  altonative  families 
— academic  difficulties 
— sex  education 

— psyc-iophysiologic  diseases  and  conversion  reactions 

•  Ability  to  function  as  a  school  consultant 

m  KnoiKiedg^-of  devdopmental  disabilities  and  chronic  diseases 

•  Awareness  of  the  physician  as  a  person 

— awareness  of  s^f  and  efifect  on  patient^  family,  practice 
— awareross  of  eSect  of  career  on  family 
— awareness  of  roles  and  responsibilities  in  community 
— awareness  of  interpersonal  aspects  of  working  with  colleagues, 
partners,  office  staff 


Mental  Heahii  ProfessMmals 

The  four  primary  mental  health  disciplines  are  psychiatry  including 
child  psychiatry),  psychology,  social  woiic,  and  psychiatric  nursing.  Case 
work,  wdfare  work,  and  special  education  are  some  related  professions. 

Nmnber  of  Ptafessionals 

I^syvbiatry 

The  current  number  of  psychiatrists  is  estimated  to  be  28,000.  This 
figure  is  about  10,000  fewer  than  current  projected  needs.  Child  psycdiia- 
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tnsts  arc  currently  estimated  to  be  3,000,  far  too  few  to  even  meet  mmfmal 
needs.  A  major  decrease  has  ocCTcrred  in  the  number  of  medical  graduates 
who  are  entering  psychiatry  as  well  as  in  the  number  of  foreign  medical 
graduates  training  in  this  country.  The  potential  shortage  of  psychiatrists 
^ttA  child  psychiatrists  is  a  major  concern. 

Uk  1979  the  American  Psychological  Association  estimated  that  27,500 
doctorate  levd  psychologists  were  in  the  health  service  field.  Between 
5,000  and  6,000  of  them  are  engaged  in  providing  services  for  children. 
Approximately  22,000  counseling  psychologists  have  master's  and  doctor- 
ate degrees;  the  percent  who  are  trained  to  work  with  children  is  unclear. 

Social  Work 

The  profession  of  social  work  does  not  distinguish  subspecialties. 
Therefore,  it  is  not  only  difficult  to  obtain  an  accurate  estimate  of  all 
psychiatric  soci^d  workers,  but  it  is  also  difficult  to  obtain  an  estimate  of 
those  trained  to  work  with  children:-Approximately  2O»000  social  workers 
with  master's  degrees  work  in  psychiatric-mental  health  facilities.  The 
numbers  working  in  health  or  welfare  settings  are  not  available. 

Psycbiatric  Nursing 

Exisiting  data  often  deHne  a  psychiatric  nurse  as  any  nurse  working  in  a 
mental  health  facility.  These  nurses  might  have  a  2-  or  3-year  training 
diploma,  and  either  a  bachelor's  or  a  master's  degree  in  psychiatric 
(mental  health)  nursing.  The  National  Instimte  of  Mental  Health  defines  a 
psychiatric  nurse  as  one  who  has  a  ntiaster's  or  a  higher  d^ree.  It  is 
estimated  that  between  5,000  and  7,000  psydiiatric  nurses  have  master's 
d^rees.  The  percent  of  these  nurses  who  work  with  children  is  unknown. 

Today  a  shortage  of  child  psychiatrists  and  other  child  mental  health 
professionals,  a  geographic  maldistribution  of  these  professionals,  an 
increased  awareness  of  and  need  for  child  mental  health  services,  and  a 
primary  health  care  system  that  is  not  yet  able  to  provide  the  needed 
health-mental  health  care  of  children  exist. 


General  Psycbiatxy  and  Child  Psychiatry 

Completion  of  medical  education  is  required.  Training  in  general 
psychiatry  requires  a  4-year  residency  period.  During  this  time  a  minimum 
of  6  months  must  be  spent  working  with  children.  Training  must  be 
comrrieted  in  general  psychiatry  before  2  years  of  training  in  child 
psychiatry  bcgms.  (A  combined  program  of  3  years  in  general  psychiatry 
and  2  years  in  <^iild  psychiatry  is  acceptable.) 
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Bsychoiogy 


A  doctorate  in  clinirat  or  counseling  psychology  takes  an  average  of  4— 5 
years  of  graduate  tramrng.  This  trainrng  includes  a  1-year 
internship.  The  percent  of  training  spent  on  resean^  evaluation, 
psydiological  testing  and  clfnical  expeiienccs  varies  with  ea^  program^ 
The  cHnical  intern  can  train  in  clinical  child  psycfac^ogy. 

Social  Walk 

A  2-year  master's  program  is  required.  I>uring  this  time  each  student 
has  one  or  two  field  placements,  Hn^hasis  is  placed  on  continuing  one's 
traimng^  duriz^  die  first  few  years  of  postgraduate  employment^  and 
supervision  is  frequently  ofiered.  Training  and  early  employment  can  be 
conq^rfeted  with  no,  Utde,  or  extensive  experience  working  with  children, 

Psydtdatric  Nursing 

A  2*year  master^s  program  is  required.  Some  psychiatric  nurses  have  a 
doctorate  degree.  The  amount  of  r-^inicgil  training  with  children  will  vary 
with  the  program* 


Each  mental  health  professional  shares  knowledge  in  normal  psychoso- 
cial devdopment  and  general  psychopadiology.  Whether  the  professional 
is  skflled  in  all  aspects  of  dia^oosis  and  individual  psychotherapy,  group 
thersqsy,  behavioral  therapy^  or  family  therapy  d^>ends  on  his  or  her 
training  and  expeiieuces^ 

General  psychiatrists,  because  of  their  medical  trainings  are  considered 
skillrd  in  the  diagnostic  process,  especially  when  organic,  neurologic,  and 
psychosocial  Actors  are  involved.  Child  psychiatrists,  Iflce  pediatricians, 
are  rfriTled  in  diagnosis  in  the  preadult.  Like  physicians,  psychiatrists  can 
write  prescriptions,  admit  patients  to  ho^ntals,  and  manage  ho^ntal  units. 

Psychologists  are  the  only  mental  health  professionals  trained  to 
perform  psychodiagnostic  testing.  They  are  often  better  trained  in  normal 
development  than  other  mental  health  professionals  and  are  also  trained 
in  research  and  evaluation.  Clinical  child  psychologists  perform  therapy 
with  difldren,  adolescents,  and  their  families  with  a  range  of  technical 
capahiSties^ 

Social  workers  have  a  greater  knowledge  of  community  systems  and 
agencies  and  the  ability  to  mobilize  such  services*  Seme  social  workers 
have  had  special  training  in  child,  adolescent,  and  family  therapy.  , 

Psychiatric  nurses  are  familiar  with  general  medical  care  and  in  the  use 
and  diq>ensing  of  medication.  They  often  w<»ic  as  teachers  and  suporvi- 
sors,  usually  in  general  or  psychiatric  hospital  settings*  Some  psychiatric 
nurses  have  had  special  training  in  child^  adolescent,  and  famify  iherapy. 
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The  most  cost-  and  clinicaUy  effective  system  of  care  not  only  utilizes 
the  various  shared  levels  of  knowledge  and  skills  of  the  health  and  mental 
health  professionals,  but  also  maximizes  their  unique  abihties. 

One  useful  distinction  is  between  the  health  and  the  mental  health  team 
models.  The  health  team  has  a  physician  in  charge.  Other  healUi 
professionals  and  paraprofessionals  nay  work  with  the  team,  but  the 
physician  has  primary  responsibility  and  authority.  The  mental  health 
,  tc&m  functions  differenUy.  The  leadership  of  the  team  might  depend  on 
the  function  of  the  team.  A  child  psychiatrist  might  lead  an  mpatient 
treatment  or  diagnostic  team;  a  psychologist  might  lead  an  outpatient 
treatment  team;  or  a  social  woricer  might  lead  a  community-based 
treatment  center.  TVithin  the  team  all  disciplines  have  shared,  unique  roles. 
Depending  on  the  activity,  a  team  member  might  be  supervised  by  the 
leader  or  might  function  independenUy.  Who  can  do  what,  where,  and 
with  or  without  supervision  will  vary  from  facility  to  facility. 

ISSUES,  OPTIONS,  AND  RECOMME3^^I>ATIONS 
FOR  HEAJLTH-MENTAL  HEALTH  CARE 

Issue:  Physical  and  Mental  Health  Service 

Delivery  Model 

The  current  national  goal  is  to  make  primary  care  central  to  the  dehvery 
of  physical  and  mental  health  services.  In  this  model,  the  child  psychiatrist 
and  other  child-t-ained  mental  health  professionals  provide  consultation 
and  liaison  services  to  the  primary  care  phyacian  and  provide  specific 
tertiary  level  care.  For  this  model  to  be  successful  the  roles  and 
responsibilities  for  each  professional  must  be  clarified  and  trairung  and 
continuing  education  must  include  the  necessary  knowledge,  skills,  and 
attitudes.  A  cost-efficient,  clinically  competent  system  must  guarantee  the 
most  efficient  use  of  aU  mental  health  professionals  as  well  as  assurance 
that  quality  of  care  will  not  be  compromised  because  of  cost. 

Ideally  each  profession  should  shift  from  a  professional  disciphne 
orientation  to  a  patient-need  orientation.  Among  the  various  competent 
professionals  and  the  various  potential  settings  for  mental  health  ^rvices, 
the  deciding  factors  for  selection  of  the  most  suitable  persons  and  places 
should  be  their  cost-  and  cUnical-effectiveness.  What  interventions  are 
best  at  what  level  of  health  deUvery  system,  and  who  can  provide  them? 
What  knowledge  and  skills  are  needed  at  each  level?  Who  has  these 
abiUties?  Such  questions  could  lead  to  a  clarification  of  prof-^ional 
training  needs  as  well  as  to  the  determination  of  numbers  and  distribution 

needs.  _  , 

Such  a  rethinking  of  roles  and  identity  is  not  easy.  Reasons  can  be 
fotmd  why  each  profession  and  specialty  evolved  as  it  did.  As  each 
profession  struggles  to  reexplore  roles  and  identity,  economic  as  weU  as 
status  issues  interfere  with  objectivity.  The  best  interest  of  children  and 
youth  should  come  first;  but  difficulties  arise  in  being  so  altruistic.  This 
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struggle  exists  between  family  medicine  and  pediatrics.  It  also  exists 
within  tfae  four  mental  health  disciplines.  Which  {vofession  can  do  what? 
Where?  Who  can  establish  a  diagnosis?  Who  can  admit  to  a  hospital? 
Who  can  pcform  what  treatment?  Who  needs  to  be  supervised?  By  whom? 
Answers  to  some  of  these  questions  (who  can  prescribe  drugs  or  admit  to  a 
ho^ital?)  are  dictated  by  law.  Some  of  these  current  issues  are  based  on 
tradition. 


Optioo  1 

One  approach  toward  addressing  the  issues  of  roles  and  functions  of 
health  and  mental  health  service  professionals  is  to  look  at  levels  of 
emotional  stress  or  psychopathology  and  to  define  i?v^ch  professionals 
could  treat  children  at  eauch  leveL  This  approach  would  suggest  the 
following  model: 

m  Level  I :  Children  with  difficulties  arising  from  faulty  experiences 
such  as  emotional  deprivation  or  family  dysfunction 

•  Level  2:  Children  with  surface  conflicts  between  themselves  and 
parents,  siblings,  the  school  environment,  and  the  neigh* 
borhood 

m  Level  3:  Children  with  conflicts  that  have  become  inner  conflicts 

and  have  resulted  in  neuroses  and  character  disorders. 
m  Level  4:  Children  with  difficulties  arising  out  of  or  related  to 
physical  disorders  (such  as  metabolic    or  hormonal 
disorders  and  brain  dysfimctions) 
^  Level  5:  Children   in   need   of   special   facilities  (such  as  the 
mentally  retarded  and  psychotic) 
Children  at  levels  1  or  2  could  be  treated  by  most  mental  health 
professionals  at  the  predoctorate  level  and  many  primary  care  physicians. 
Children  at  level  2  need  to  work  with  master's  or  doctorate  level  mental 
health  professionals   skilled   in   child   psychotherapy   including  child 
psychiatrists,  many  general   psychiatrists^  and  those  doctorate  level 
psychologists  and  other  mental  health  professionals  trained  in  this  area. 
Chfldren  at  level  4  need  to  be  treated  collaboratively  by  medical  and 
mental  health  professionals;  the  type  of  mental  health  prof^essional  would 
depend  on  the  additional  presence  of  emotional  difficulties  as  described 
for  levels  1,  2,  or  3.  The  type  of  professional  needed  to  treat  the  child  in 
level  5  would  depend  on  the  presence  of  difficulties  described  in  the 
preceding  categories. 


Another  approach  for  determining  professional  roles  and  functions  is 
based  on  the  service  delivery  system  as  a  continuimi  wherein  patients 
enter  the  ^stem  and  penetrate  it  as  deeply  as  necessary  until  they  obtain 
appropriate  care. 
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In  the  healdi  ^^^^tinnrrm  one  might  conccptaalizc: 


The  Family.  School.  Nc^^ibochood 
HcaMi  Care  UkU^^'^^  Prenatal  Clinics  and  Wen-Child  Care 
Acute  Hahh  Care 
Chronic  Health  Care 


TJur-ii  of  these  levels  might  be  private  or  public;  eauA  might  be 
ambulatory  or  inpatient;  each  mi^t  be  a  solo  practitioner  or  an  organized 
system  (e^  a  health  maintenance  organization).  The  types  of  cHnical 
interventions  would  vary  with  each  level  of  care. 

The  mental  health  analogue  might  be  conceptualized  as  follows: 


The  Family.  Sdiool.  Nc^mifaood 


i 


Covirts 


Communis  Agencies 

*  \ 

Mental  Health  JDimgocmtMC  and  Evaluation  Programs 


Care 


Care 


Inpatient 


HoacMtal     Rcsidenctal  Cfaroaac 
—   Care 


As  with  the  health  care  continuum,  each  level  might  be  private  or 
public  a  solo  practitioner,  or  an  organized  group.  The  types  of  clinical 
interventions  would  vary  with  each  level  of  care. 

Ideally  a  compn^ensive  physical  and  mental  health  system  would  aUow 
individuals  to  move  between  the  two  qfTStems  as  follows: 


"anjily 


  1-^  1  r— 

Prenatal  Caie      WeD-Child  Care-«»-Commanity  Agencies  Courts 


General  Health  Care 


1 


Acme  Hodth  Care 

i 

Chronic  Healtfi  Care 


Diagnostic  and 
Evahiation  Programs 

 i_ 


— r 

Outpatient  Care 


Partial  Hospitalization 
Care 


Inpatient  Care 
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With  su^  a  model  several  woridng  assumptions  exist: 

(I)  The  needs  at  each  level  for  provision  of  certain  services  as  as 
the  necessary  access  routes  and  backup  support  systems  could  be 
darified. 

<2>  StaiCng  roles  and  functions  that  maTrimirrd  the  unique  and 
shared  skills  of  different  health  and  mental  health  professionals 
in  a  clinically  meaningful  and  cost-effective  way  could  be 
developed.  For  example,  roles  for  both  health  and  mental  health 
professionals  at  each  level  are  found,  but  the  d^ree  of  direct 
versus  supervxsory-KxmsuItative  re^>onsibili^  will  vary  for  each 
profession  as  one  moves  up  or  down  the  system. 
For  each  part  of  the  system,  different  professionals  would  have  shared 
or  unique  skills.  For  example,  if  a  15-year-<dd  depressed  female  was  seen 
in  a  medical  settii^  the  abilily  to  differentiate  between  depiession  and 
hypothyroidism  would  be  shared  by  the  psychiatrist  and  the  primary  care 
l^ysician.  If  the  diagnosis  were  depression,  the  development  and 
administration  of  therapy  would  be  the  reqxmsibiH^  of  the  psychiatrisL  If 
the  same  patient  were  seen  in  a  mental  health  facility  such  as  a  community 
mental  health  center,  the  re^Kmsibility  for  diagnosis  might  be  that  of  the 
psychiatrist;  however,  the  ability  to  develop  and  administer  treatment 
might  be  shared  either  with  the  psychologist  or  another  mental  health 
professional. 

Such  an  effort  to  clarify  unique  and  shared  skills  in  different  parts  of  the 
health  delivery  system  is  necessary.  Only  after  this  is  done,  can  training, 
staffing,  and  distribution  needs  be  fully  understood  or  addressed. 


Issue:  ProfesskMial  Personnel  Needs 

In  the  United  States  sufficient  health  promotion,  prevention,  arid 
fimir^i  care  programs  exist.  The  problem  is  in  the  systems  of  care  and  in 
the  availability  of  professionals  in  the  health  and  mental  health  Geids  with 
the  appropriate  knowledge,  skills,  and  attitudes. 

The  primary  care  system  has  not  been  as  successful  in  addressing  the 
physical  and  mental  health  needs  of  children  as  desired.  It  will  not  become 
successful  until  roles  are  clarified  and  programs  are  established  to  train 
their  residents  to  attain  certain  lev^  of  competence.  Jf  family  ph3rsicians 
are  to  address  the  mental  health  needs  of  the  country,  the  rrrfmtal  health 
care  requirements  must  be  fulfilled.  A  family  practice  resident  cannot 
receive  mtntmal  training  in  psychiatry  and  be  qualified  to  provide  primary 
care.  Adequate  training  is  necessary  because  almost  two-thirds  of  the 
individuals  with  mental  health  problems  are  seen  by  family  physicians.  In 
addition,  pediatric  education  must  also  be  reconsidered  and  restructured. 
Another  option  is  to  abandon  the  concept  of  primary  care  and  return  to 
:q>ecial^  care.  In  both  options  efforts  must  be  made  to  make  primary  care 
successful. 

The  mental  health  field  must  shift  from  a  guild  orientation  to  one  that 
addresses  the  needs  of  the  country.  The  maximal  use  of  shared  skills  in  a 
cost-effective  way  with  a  carefully  planned  use  of  unique  skills  is 
necessary. 
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Issue:  Economics  of  Primary  Care 


Major  economic,  medical,  and  psychological  advantages  are  derived 
from  performing  much  of  the  diagnostic  and  treatment  care  of  children  in 
an  ambulatory  setting.  Yet,  such  care  is  often  not  fully  covered  by  Federal 
or  third-party  plans  and  can  resiilt  in  unnecessary  hospitalization. 

In  addition,  primary  care  physicians  find  it  difnciilt  to  provide  mental 
health  diagnostic  coimseling,  or  treatment  services  under  the  current 
reimbursable  model.  For  example,  if  a  usual  5-  to  7-minute  office  visit 
costs  $12-$15,  an  hour  of  coimseling  would  cost  $100-S150.  Considering 
the  average  overhead  of  operating  an  office,  could  the  primary  care 
physician  provide  such  services  for  the  usual  $50-$60  charged  by 
psychiatrists?  A  reimbursable  model  for  primary  care  physicians  who 
provide  mental  health  services  must  be  developed. 

Furthermore,  for  primary  care  physicians  to  be  effective  in  handling 
mental  health  issues,  they  may  need  occasional  consultation  with  or 
supervision  by  a  mental  health  professional.  Who  will  pay  for  this 
nonpatient  contact  time?  When  one  works  with  mental  health  problems, 
phone  consultations,  visits  to  schools,  or  conferences  with  agencies  often 
increase.  Who  will  pay  for  these  collateral  activities?  If  psychiatrists  and 
other  mental  health  professionals  arc  needed  to  train  primary  care 
phy^idans  in  the  area  of  mental  health,  who  will  pay  for  this  teaching 
time? 

Unless  these  issues  arc  resolved,  the  primary  care  physician  and  mental 
health  professional  will  not  be  able  to  work  collaboratively  to  provide 
mental  health  services. 

If  p^chiatrists  and  other  mental  health  professionals  are  needed  to 
train  primary  care  physicians  in  mental  health,  who  will  pay  for  this 
teaching  time?  If  consultation,  Uaisoiu  and  supervision  services  are 
requested  by  the  primary  care  physician,  who  will  pay  for  this  nonp>atient 
contact  time? 

Unless  these  issues  are  resolved,  the  psychiatrists  and  other  mental 
health  professionals  will  not  be  able  to  afford  to  help  the  primary  care 
physician  handle  mental  health  issues. 

As  with  the  health  professionals,  the  care  provided  by  mental  health 
professionals  is  often  based  more  on  what  facilities  exist  or  what  Federal 
or  insurance  coverage  is  available  than  on  what  is  best  for  the  patient  All 
would  agree  that  prevention  is  as  important  as  treating  people  once  they 
are  ill-  Not  only  docs  prevention  reduce  illness  and  the  possibili  ty  of  death 
but  it  is  also  cost  efficient,  '^et,  reimbursement  plans  do  not  cover 
prevention.  The  absence  of  or  limited  mental  health  coverage  of  most 
Federal  and  third-party  carriers  must  be  corrected.  The  mental  health 
needs  of  people  are  as  important  as  the  physical  health  needs,  and 
psychiatric  problems  should  not  be  handled  differently  than  any  other 
medical  problem. 
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(!)  The  third-party  and  Federal  reimbursement  plans  must  be 
modified  to  encourage  the  use  of  ambulatory  care  whenever 


possible.  Hiis  care  is  less  costfy  than  inpatieat  care  and  is  less 
stressftil  Ibr  duldren  and 

(2)  The  third-party  and  Federal  reimbursement  plans  for  primaiy 
care  physicians  must  be  modified  to  pay  not  only  for  the 
pcovision  (si  mental  health  services  but  also  for  additional 
collateral  and  nonpatient  contact  time. 

(3)  The  third-^any  and  Federal  reimbursement  plans  for  psychia- 
trists, child  psychiatrists,  and  other  mental  health  profcssxonals 
must  be  modified  to  pay  fbr  collateral  and  nonpatient  contact 
time  as  well  as  for  time  ^>ent  consulting  with  other  health 
pnrfessionals  -who  deliver  mental  health  services. 

<4)  A  reimbursement  system  is  needed  to  cover  preventive  services 
directed  toward  ^>ecific  individuals  as  wdl  as  toward  groups. 

(5)  The  third^Moly  and  Federal  reimbursement  plans  must  cover 
patients  with  p^chiatric  ilhurssrs  as  fiilfy  as  they  cover  patients 
with  medical  or  surgical  illnesses. 


— 'In~t967'~On^gressnstten^)ted~tD'expand~'Medicaid"^^  than 
miapfy  pay  for  health  services  by  enacting  the  Earty  and  Periodic 
Screraing,  I>Mgnosis»  and  Treatment  Act  (EPSDHT).  This  program 
prqiiirwl  States  to  dev^op  programs  to  periodical^  screen,  diagnose,  and 
treat  children  for  various  duocders.  Unfortunately,  problems  with  the 
program  occurred:  many  children  were  not  eligible  for  EPSDT  or 
Medicaid;  little  outreach  went  to  tiiose  ^ifbo  were  eligible;  those  that  did 
get  screened  were  rarefy  followed  i^  and*  even  if  they  were,  the  necessary 
treatment  was  not  always  covered  under  the  State's  Medicaid  plan. 
Nationally  only  one-fouardi  of  eligible  children  had  been  screened  by  the 
end  of  1977.  Because  of  low  reimbursement  for  services  and  the  amount  of 
paperwork  required,  inadequate  numbers  of  providers  were  willing  to 
participate.  Penalties  for  States  mounting  inadequate  programs  were  not 
enforced. 

The  Child  Health  Assessment  Plan  (CIIAF),  another  attempt  to  expand 
the  concept  of  Medicaid,  has  been  introduced  each  year  for  the  past  3 
years.  At  this  time,  the  bill  has  passed  the  House  and  is  in  committee  in 
the  Senate.  The  House  bill  provides  for  mental  health  coverage;  the 
Senate  bill  does  not.  The  key  to  a  meaningful  CHAP  Act  is  comprehensive 
coverage  for  both  health  and  mental  health  care  without  discriminating  on 
the  basis  of  diagnosis.  If  CHAP  is  enacted  with  only  physical  health 
coverage  the  ability  to  meet  the  physical  and  mental  hcatltii  needs  of  low- 
income,  poor,  and  underserved  populations  will  be  greatly  limited. 

JReoommendlatfons 

(1)  The  Act  ^ould  include 

•  Ambulatory  mental  health  care  in  clinics,  including 

ty  mental  health  centers.  (In  most  States  psychiatric  services 
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are  already  covered  as  **physician  services.**  Such  limitation 
limits  reimbursement  for  clinics  using  the  other  mental  health 
professtonals.) 

•  Emergency  crisis  intervention  services  at  inpatient  psychiatric 
hospitals.  (In  most  States  general  hospital  psychiatric  services 
are  already  a  mandatory  service  included  in  overall  general 
hospital  services.) 

•  A  federally  defined  lower  limit  on  the  amount  a  State  can 
prescribe  for  payment  for  mandatory  services  (e.g.,  some 
States  limit  mental  health  care  to  five  visits  or  require  prior 
authorization;  neither  limitation  is  true  for  health  care.) 

(2)  The  types  of  services  covered  under  CHAP  should  be  available 
for  all  children  and  not  just  for  those  eligible  for  Medicaid. 

ir^f,.i.*rt^  for  AD  Handicapped  Children  Act  (PX.  94^142) 

A  Federal  law  now  provides  for  services  to  children,  regardless  of 
handicap,  and  establishes  these  services  as  a  rigjtit  guaranteed  by  law.  The 
emphasis  on  early  diagnosis  and  intervention  is  an  important  tenet  of 
good  health  and  mental  health  practices.  However,  despite  the  intent, 
many  problems  have  arisen  with  the  implementation  of  Uie  law  at  State 
and  local  levels  which  have  led  to  confusion,  frustration,  and,  at  times, 
hostility  among  vxlucation,  health,  and  mental  health  professionals. 

In  fact,  the  lav^  requires  each  State  to  ensure  that  handicapped  children 
receive  a  firee  and  appropriate  education  and  not  througih  each  State's 
Department  of  lulucation.  The  public  s^ool  is  responable  for  implement- 
ing all  related  services  listed  on  an  Individualized  Educational  Prescrip- 
tion (IEF)»  but  does  not  have  to  be  fiscally  responsible  for  each  service. 
However,  other  State  agencies  (health,  welfare,  corrections,  mental  health, 
mental  retardation,  and  human  services)  are  taking  advantage  of  the 
ambiguity  in  interpreting  the  law  by  dropping  services  th^  provided  by 
assuming  that  the  Depfutment  of  Education  will  now  cover  the  cost  of 
such  services. 

Moreover,  misinterpretations  of  the  law  by  educators,  special  educators, 
school  boards,  parents,  and  other  service  providers  have  led  to  exaggerat- 
ed e3q)ectations.  Some  school  districts  have  violated  the  spirit  of  the  law 
by  purposefulty  underidentifying  or  mislabeling  children  so  that  they 
would  not  be  forced  to  provide  programs.  Some  school  districts  have  tried 
to  "I'l'IciMicnt  the  law  fully  and  have  found  that  such  efforts  strained 
financial  and  professional  staff  resources  to  the  limit.  Other  school 
districts  face  the  possibility  of  baniaiiptc^  if  they  fulfill  the  understood 
intent  of  the  law. 

The  solution  to  the  current  difficulty  will  be  to  require  that  each  State 
integrate  its  health,  mental  health,  and  education  plans  to  assign 
responsibility  for  a  ^>ectrum  of  services  to  specific  ageiicies  (e.g., 
psychological  therapy,  room,  and  board,  transportation,  administration, 
recreation,  and  social  systems). 

Furthermore,  problems  of  bandiciq>ped  children  do  not  lend  themselves 
to  easy  solutions  or  remedies.  Even  the  sinq>lest  handicap  can  be  of 
conq>lex  etiology,  involving  biological,  social,  and  psychological  interac- 
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tioas  thai  deify  euy  assessment  and  diagnosiif  and  that  call  for  complicat- 
ed programs  of  interventum  requiring  many  resources.  Focusing  exdu- 
civ^  on  tbe  basic  educational  needs  and  ignoring  the  complex  etiology  of 

f»r  family  eireiiiMtmaes  may  be  too  simplistic  or 
not  relevant.  Planning  must  be  for  the  whole  child  and  include  his  or  her 

PX.  94-142  should  be  considered  an  opportunity  to  redesign  the  service 
delxvexy  system  for  children  and  for  the  sharing  of  re^>onsibility» 
«uUiocity»  and  ftmding. 

RrcKmmendmtkms 

(1)  Tbe  State  and  local  advisoiy  conmuttees  should  include  both 
healA  and  mental  healdi  pntfessionals. 

(2)  The  Stale  plans  yV'wM  indiide  interagency  agreements  between 
tiie  Stale  departments  of  education  and  health  and  mental  healdi 
sharing  the  responsibility  for  handicapped  children,  and  this 
rcquiicment  should  be  conditional  to  the  receq>t  of  Federal 
fonds.  As  part  of  these  agceements,  the  financial  re^Kmsibility 
for  "leiated  services**  should  be  clarified  and  shared  by  all 
agencies  involved. 

be  trauied  to  woifc  cocpM  cdMcatibn  imd  sp^^ 

(4)  Healdi  i^  mental  health  professionals  must  participate  in  the 
training  of  scfaocd  staff^^io  woik  with  handicapped  diildren  and 
with  health  and  mental  health  team  members. 

<5)  Health  mental  healdi  professionals  must  woik  with  normal 
children  and  the  classroom  teachers  in  hewing  them  understand 
and  acc^>t  the  handicapped  duldren  now  in  their  midst. 

Social  Security  Act 

The  number  and  type  of  mental  health  services  provided  for  under  the 
Social  Security  Act  vary  ficom  State  to  State  and  are  usually  either 
nonexistent  or  of  fimited  scope.  Under  Medicaid*  mental  health  services 
•may  or  moy  not  be  provided  at  the  State's  option.  Medicaid  rmphafrirrs 
inpatient  caie»  {Aysicians*  services,  and  institutionalization.  It  restricts 
services  for  certain  age  gioups  and  is  replete  with  restrictions  on 
reimbursement  for  mental  health  care.  Mental  health  care  also  suffers 
from  State-imposed  restrictions  on  coverage.  Coinprchcnsivc  mental 
health  aystems  such  as  commimity  mental  health  centers  often  are  not 
digible  for  reimbursement.  Medicaid  covers  basic  or  inpatient  mental 
health  care  only  if  the  services  are  provided  through  a  general  hospital. 
F^^natric  hoqntals,  community  mental  healdi  centers,  and  firee-standing 
^cilities  with  inpatient  units  are  not  reimbursed.  This  general  hospital 
restriction  is  also  true  for  ou^tient  servicesin^most  States.  Most  States 
only  reimburse  for  outpatient  services  provided  by  physicians.  It  is 
imreasonable  that  mentaify  ill  Medicaid  eligtbles  are  to  a  large  extent 
denied  fieedom  <^  choice  r^arding  treatment  facilities;  it  is  illogical  to 
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fully  reimburte  for  psychiatric  treatment  in  general  ho^itals  at  costs 
40-iO  percent  hi^ier  than  those  of  many  free-standing  psychiatric 
facilities.  Medt^d  also  restricts  payments  in  most  Stales  for  psychiatric 
diagnoses  but  pays  for  medical  diagnoses.  Although  i^proximately  15 
percent  of  the  population  needs  mental  health  care,  only  4  percent  of  the 
Medicaid  budget  is  disbursed  for  mental  health  services. 

The  preceding  concerns  regarding  the  Social  Security  Act  related 
equally  to  the  Indian  Health  Services  (P.L.  83-568X  the  Community 
Services  Act  (Head  Start),  the  Adolescent  Health  Services  (P.L.  95-623), 
the  Child  Abuse  Prevention  and  Treatment  Act,  and  the  Appalachian 
Regional  Development  Act. 


■Recommendations 

(1)  Federal  regulations  should  be  modified  to  require  mental  heaidi 
coverage.  A  comprehensive  physical  and  mental  health  care 
system  is  needed  that  does  not  discriminate  hy  diagnosis. 

(2)  State  advocates  are  needed  to  ensure  that  such  services  are 
provided  and  that  all  State  health  and  mental  health  programs 
collaborate  in  a  comprdiensive  care  system. 


The  Future:  National  Health  Insurance 

Whatever  form  National  Health  Insurance  takes,  coverage  of  all  health- 
mental  health  services  is  critical  to  provide  comprehensive  health  care  to 
children.  If  coverage  for  mental  health  services  is  limited  or  omitted, 
neither  the  primary  care  physicians  nor  the  mental  health  professionals 
will  be  able  to  provide  needed  services.  The  PCMH  underscored  this 
concern  with  any  future  form  of  National  Health  Insurance.  Among  the 
PCMH  recommendations,  the  foUowing,  which  specifically  related  to 
Medicaid  (and  Medicare),  have  clear  implications  for  any  National 
Health  Plan: 

(1)  Amend  current  legislation  to 

•  Establish  miTiiTwiiTn  eligibility  standards  based  on  income  and 
assets  rather  than  on  categorical  requirements  so  that  everyone 
who  satisfied  the  definition  of  finanrial  need  would  be  eligible 
fOT  assistance 

•  Fyt-oKi^t*  minimum  mental  health  benefits  to  be  included  in 
every  State  Medicaid  plan 

•  Remove  proviaons  that  allow  for  any  discrimination  in  the 
allocation  of  services  on  the  basis  of  age 

(2)  Instruct  the  Secretary  of  DHHS  to  ensure  that 

•  States  have  effective  systems  to  prevent  discrimination  on  the 
basis  of  diagnosis 

•  Mental  health  services  are  made  available  within  Medicaid 
child  health  programs 

•  State  Medicaid  plans  offer  a  reasonable  amount  of  ambulatory 
mental  health  services 

•  State  Medicaid  reimbursement  policies  do  not  limit  the 
availability  of  mental  health  services 
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Research 


Basic  and  applied  research  that  focuses  on  the  cost-effective  and  clinical 
competence  of  health  and  mental  health  professionals  working  in 
multatiered  systems  of  care  is  needed  for  comprehensive  health  and  mental 
hedth  delivery  systems. 

Basic  data  are  also  needed  on  the  number  of  individuals  treated  and 
types  of  services  required  in  the  many  health  and  mental  health  facilities 
existing  throughout  the  coimtcy.  A  national  netwoiic  of  epidemiological 
and  biometric  data  coUection  is  also  needed  to  analyze  the  incidence  and 
prevalence  of  physical  and  mental  health  disorders. 
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SUMMARY  OF  SPECIAL  HEALTHt^lENTAL 
HEALTH  NEEDS  OF  CHILDREN 

(1)  Service  delivery 

•  Prevention:  A  major  focus  in  clinical  practice  and  in  public 
education  must  be  health-mental  health  promotion  as  well  as 
all  levels  of  prevention  efforts. 

•  Otnirfll  care:  A  comprehensive  continuum  of  health  and 
mental  health  care  delivery  is  needed.  Such  a  ^tem  must  be 
accessible  to  all  and  should  encourage  health— mental  health 
linkages  whenever  possible. 

•  Advocacy:  Coordinated  efforts  are  needed  within  and  be- 
tween Federal  departments  as  well  as  within  each  State  to 
ensure  the  wi«y^Tw«l  cooperation  and  utilization  of  funds, 
programs,  and  services  for  children.  A  formal  Federal  and 
State  child  advocacy  system  can  best  address  these  needs. 

(2)  Primary  care 

•  The  physical  and  mental  health  care  of  children  should  be 
provided  by  primary  care  physicians  in  collaboration  with 
other  health  and  mental  health  professionals. 

•  The  roles  and  functions  of  the  primary  care  physician  must  be 
clarified  for  each  level  of  care  delivery. 

•  Training  programs  for  primary  care  physicians  must  be 
designed  to  address  their  defined  roles  and  functions  in 
meeting  the  health  needs  of  the  country. 

(3)  Economics  of  healthr-mental  health  care 

•  Federal  and  third-party  coverage  plans  and  any  forms  of 
national  health  insurance  must  adequately  reimburse  primary 
care  physicians  for  mental  health  services  as  well  as  for  time 
needed  for  training  and  siq>ervision  in  performing  these 
services. 

•  Federal  and  third-party  coverage  plans  and  any  forms  of 
national  health  insurance  must  adequately  reimburse  psychia- 
trists and  other  mental  health  professionals  for  time  spcct 
teaching,  supervising,  or  providing  liaison  services  to  priraarj. 
and  general  health  care  physicians. 

•  Medicaid  and  other  Fedoral  plans  must  finance  total  health 
care  and  not  selectively  discriminate  against  mental  illness 
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^fflgr^****!  certain  inpatient  delivery  systems,  or  ambulatory 

•  Tlmd-pwly  cvners  must  cover  total  health  care  and  not 
selectively  discrmunate  against  mental  health  diagno^tes,  cer- 
tain inpatient  ddiveiy  systems,  or  ambulatory  care. 

(4)  Legisbition 

•  The  Child  Health  Assessment  Plan  (CHAP)  must  be  passed 
widi  comfffchensive  health  and  mental  health  coverage. 

•  Fedenl  rcgi^tions  for  Titles  V,  Xm,  and  XDC  of  the  Social 
Security  Act  must  be  modified  to  set  both  the  lower  and  upper 
limits  of  State  funding  of  mental  health  services  as  weU  as  to 
diminate  current  discrimination  against  psydiiatric  diagnoses, 
places  for  inpatient  treatment,  ages  covered,  or  ambulatory 
care. 

•  Through  amendments  to  the  Social  Security  Act  or  through 
new  legislation,  a  Federal,  State,  and  Federal-State  system  of 
child  advocacy  should  be  established  to  ensure  a  comprehen- 
sive health  and  mental  heedth  care  system. 

•  Under  PX.  94-142,  the  U.S.  Bureau  for  the  Education  for  the 
Handiciq>ped  must  clarify  the  roles  of  health  and  mental 
health  professionals  and  assist  in  clarifying  the  financial 
leqjonsibility  for  **related  services.** 

•  Under  PX.  94-142,  the  State  must  include  members  of  both 
the  health  and  mental  health  pn^essionals  on  the  State  and 
local  advisory  committees. 

•  The  State  must  devek^  written  interagency  agreements 
between  the  State  DqMutments  of  Education.  Health,  and 
Mental  Health  regarding  the  cooperative  responsibility  for  the 
health  and  mental  health  care  of  children. 

(5)  Research 

•  More  basic  and  api^ed  research  is  needed  in  the  biopsychoso- 
cial  areas  of  health  pronK>tion,  somatic  illnesses,  and  psychiat- 
ric illnesses. 

•  Basic  and  apf^ed  leseandi  into  models  of  con^>rehensive 
health-mental  health  delivery  systems  is  needed,  focusing  on 
the  nuudmal  use  of  health  and  mental  health  professionals 
needed  to  provide  chnicalfy  competent  and  cost-efifective  care. 
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SECTION  V 

PLANNING  AND 
ADMINISTRATION 


TTIUE  V 
THE  MATERNAL  AND  CHILD 
ISBALTH  AND  CRIPPLED 
CHILDREN'S  SERVICES  SECTION 
OF  THE  SOCIAL  SECURITY  ACT: 
PROBLEMS  AND  OPfH^RTUNITIES 

by 

LOMtAINB  V.  Klerman.  DJ*JH[. 


INTRODUCTION 

Sinoe  tfie  turn  of  tbe  centuy  ffais  Natkm  has  assumed  a  special 
laponsibffity  for  the  health  and  wdfiue  of  its  children.  Theodore 
RDOsewys  convcnii^  of  die  first  White  House  Conference  on  Children  in 
1909;  tbe  cstabhafameni  of  the  Children's  Borean  in  1912;  and  the  passage 
in  1921  of  tiie  SheppantTowner  Act,  "n^udi  initiated  a  Federal-State 

arid  rfwia  Itealth  |wo({^ain>  were  an  stq»  toward  tte 
1935  of  tbe  nygor  piece  ofl^islation  Aat  is  the  focus  of  this  paper:  Title  V 

of  llir  fffffjalffi*'  v*'>y  Act, 

In  the  45  ^eass  that  have  dapsed  since  1935,  this  country's  system  for 
the  d^very  of  health  services  has  undergosie  miyor  modifications.  The 
role  of  the  Federal  Government  in  either  directly  providing  or  fimding 
services  has  grown  enormously.  More  than  600  federally  supported 
cotnnmmty  health  centers  and  other  primary  care  facilities'  serve  millions 
of  disadvantaged  individoals,  a  la^  percentage  of  whom  are  children  or 
women  with  KrtHily-rdated  needs.  Medicaid  and  Medicare  finance  the 
services  of  physicians,  hospitals,  and  other  providers.  Both  directly  and 
♦fcrmig^  its  Eaiiy  and  Periodic  Screening  Diagnosis,  and  Treatment 
(EPSPT)  program.  Medicaid  probably  affects  more  children  than  any 
.  otiber  public  medical  program. 

Federally  suppOTted  training  programs  have  produced  new  cat^ories  of 
personnel  to  serve  women  and  diildren:  pediatric  nurse  practitioners. 


child  health  mssociates,  and  physician^s  assistants,  to  name  a  few.  The 
National  Health  Service  Corps  has  placed  a  variety  of  health  practitioners 
in  medically  underserviced  areas.  An  expanded  Federal  research  budget 
has  made  possible  scientific  advances — such  as  new  immunization 
materials*  innovative  forms  of  corrective  surgery*  and  life-saving  proce- 
dures for  inunattue  and  defective  infants — which  have  changed  the 
delivery  of  services. 

Innovations  have  not  been  limited  to  the  agencies  that  traditionally 
have  assumed  r»ponsibilty  for  health  care.  The  ^ucational  establish- 
ment*  for  example,  has  undertaken  a  major  role  in  ensuring  the  delivery  of 
appropriate  care  through  the  enactment  of  Public  Law  94-142,  the 
Education  for  All  Handicapped  Children  Act.  Similarly,  nutritional 
programs  such  as  the  Special  Supplemental  Food  Program  for  Women, 
Infants,  and  Children  (WIQ,  and  the  School  Breakfast  and  Lunch 
programs  have  brought  the  Department  of  Agriculture  into  the  health 
Held. 

Despite  this  increased  Federal  participation  in  health  care,  the  structure 
of  Title  V  has  remained  basically  unchanged.  Its  charge  today  is  <)uite 
similar  to  that  of  1935.^  The  current  law  authorizes  appropriations: 

For  the  purpose  of  enabling  each  State  to  extend  and  improve 
(especially  in  rural  areas  and  in  areas  suffering  from  severe  economic 
distress),  as  far  as  practicable  under  the  conditions  in  such  State,  (1) 
services  for  reducing  infant  mortality  and  otherwise  promoting  the 
health  of  mothers  and  children,  and  (2)  services  f  locating,  and  for 
medical,  surgical,  corrective,  and  other  services  and  care  for  and 
facilities  for  diagnosis,  hospitalization,  and  aftercare,  for  children 
who  are  crippled  or  who  are  suffering  from  conditions  leading  to 
crippling. 

Although  the  Federal  Ck>vemment  increasingly  has  targeted  its  medical 
care  doUars  at  specific  populations  and  geographical  areas.  Title  V^s 
formula  grant  mechanism  has  allowed  the  States  to  make  most  decisions 
about  the  services  to  be  provided  and  the  populations  to  be  served  with 
minimum  Federal  direction.  Such  a  policy  may  encourage  innovative 
leadership  within  States,  but  it  also  can  result  in  nonresponsiveness  and 
stagnation. 


CURRENT  OPERATION  OF  TITLE  V 

Title  V  functions  under  an  ongoing  authorization,  but  every  year 
Congress  must  appropriate  funds  specifically  for  its  programs.  (Since  1976 
the  amotmt  has  been  over  $300  million;  the  Presidents  fiscal  1981  budget 
requested  $394  million.)  Most  of  these  funds,  over  85  percent,  are 
distributed  directly  to  the  States^  through  a  series  of  formulas  written  into 
the  statute,  hence  the  term  **formula  grant,**  Some  fimds,  however,  arc 


^Itdc  V  ftiads  also  go  to  the  District  of  Cohunbta,  American  Samoa,  Guam*  the  Northern  Mazianas. 
Puerto  Rioaw  the  trust  terriiofics*  and  the  Virgin  iflandm.  In  this  report,  the  words  "States**  and  -State  Title 
V  agencies**  win  be  ttsed  to  inciodc  these  jtifisdictions  and  the  Title  V  agpncics  serving  them. 
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retained  at  the  FedenU  level  for  ditcretionafy  use  by  the  agency  that 
admmtitm  Title  V  Amda. 

The  Title  V  program  originally  was  administered  by  the  Children's 
Bureau.  This  linked  the  program  to  child  welfare  services  and  provided 
access  to  deosionmakcrs  in  Congress  and  the  Administration.  Currently 
Title  V  is  administered  by  the  Office  for  Maternal  and  Child  Health 
COMCH),  one  of  several  pro^pun  offices  within  the  Bureau  of  Community 
Health  Services.^  This  administrative  structure  was  ^**"g"*^  to  encourage 
bccier  isusmtion  of  Govctnment^toided  health  service  dehvefy  systems 
SDch  as  communiQr  health  centers*  fiunily  planning,  the  National  Health 
Service  Corps,  and  maternal  and  ditid  health  programs.  Unfortunately* 
this  integration  has  been  achieved  at  the  cost  of  diminished  visibility  of 
TlOeV, 


l^^M^^^Mt^m^X^^mm      —  ^     A  ».  Ml  M  n      ■!  f  !■  ^  y  i  ii  ■ 

ijBtniMmoo  ov  ^pproprawioH 

An  awareness  of  the  method  by  wh«.  h  Title  V  funds  are  distributed  is 
essential  to  an  understanding  of  the  problems  and  potentials  of  the 
program.  The  l^islation  allows  10  percent  of  the  total  appropriation  to  be 
used  for  training  and  research  projects,  but  the  Secretary^  may  transfer  up 
to  5  percent  fbr  other  purposes.  (In  1980^  8.4  percent  of  Titie  V  funds  were 
allnwitnd  to  research  and  training  through  Sections  511  and  5 IZ)  Training 
and  research  funds  are  distributed  directly  to  public  or  nonprofit  private 
institutions  of  h^^ier  learning  by  OMCH.  Research  funds  may  also  go  to 
public  or  nonprofit  private  agencies  and  organizations. 

The  remaining  fimds»  usualty  sl^ihtly  in  excess  erf* 90  percent  of  the  total 
appropriation,,  are  divided  by  Congress  into  a  portion  for  Maternal  and 
Child  Health  Services  (MCH)  and  a  portion  for  Crippled  Children's 
Services  (CC^  The  maternal  and  child  health  allotment  is  divided  equaUy 
into  Fund  A  and  Fund  B.  Fund  A  is  entirely  distributed  to  States.  Each 
State  receives  an  allotment  of  $70g000  phxs  that  portion  of  the  remaining 
amount  that  equals  the  proportion  <^  tlue  number  of  live  births  in  the  State 
relative  to  the  total  number  of  live  births  in  the  country.  Federal  money 
received  through  Fund  A  must  be  mafrhfid  dollar-for-dcdlar  by  the  States. 

Five  million  dollars  of  MCH  Fund  B  are  used  for  special  projects  for 
mentally  retarded  children.  Up  to  25  percent  of  the  remainder  of  Fund  B 
can  be  retained  at  the  Federal  level  by  OMCH  for  grants  to  State  agencies 
and  to  public  or  other  nonprofit  institutions  of  higher  learning  for  special 
projects  of  regional  or  national  significance  that  may  contribute  to  the 
advancement  of  maternal  and  child  health.  This  is  called  the  MCH 
Reserve  B  Fund.  The  remaining  portion  of  Fund  B  is  apportioned  among 
the  States  according  to  each  State's  need  for  finaxidal  assistance  in 
carrying  out  its  State  plan,  and  considering  the  number  of  live  births  and 
per  capita  income  in  each  State.  The  a|^x>rtionments  vary  directly  with 


of  Owmiimiiey  Health  Servion  is  in  die  Heshfa  Scivice*  Admifuatntioa,  wludi  im  a 
coMipoatMof  IbcPMbiicHeahbScrwicgwithm 

^nrombovt  tfa»  report  *^tfae  SocictMiy^  rctes  to  the  SeucUiy  of  the  former  De|wmment  of  Health, 
Education,  end  WetfMe  or  tfae  comem  Depart nfccnt  of  Health  end  Humm  Servicem. 
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the  number  of  Uve  births  in  the  Sutc  rural  births  are  given  twice  the 
weight  of  urban  births;  and  inversely  with  Sute  per  capiu  income.  Fund 
B  does  not  have  to  be  matched  by  the  States,  ^ 

The  same  basic  method  is  used  to  distribute  crippled  chUdren  s  funds, 
but  instead  of  the  number  of  live  births,  the  number  of  children  under  21 
years  of  age  is  used.  (The  law  says  the  Secreury  should  take  mto 
oonsideraUon  the  number  of  crippled  children  in  need  of  services  m  each 
State,  but  the  reguUtions  say  that  because  adequate  5talisti<»  on  the 
number  of  crippl  •d  children  are  not  avaiUble,  the  number  of  chUdren  will 
be  used  as  an  index.)  Some  States  also  receive  a  supfJemental  aUounent 
under  the  provisions  of  Section  516  of  Tide  V  (see  below).  In  1980»  Stat^ 
received  over  $300  million  from  Maternal  and  Child  Health  and  Cnpplcd 
Children's  Service  formula  grants  and  516  funds: 

Allotment  Millions  of  DoUari 
MCH  formula 

CCS  formula  86.1 
516  fbnds  18.S 
Total  300.1 

In  addition  to  the  formula  grants  and  516  funds,  OMCH  distributed 
almost  $80  million  to  State  agencies  and  to  public  or  other  nonprofit 
institutions,  agencies,  and  organizations  from  Reserve  B,  research,  and 
training  funds: 

Type  of  Fund  Million*  of  PoDari 

Training  263 

Reierve  B-MCH  24A 

Keaenrc  B-CCS  H  -O 

Mental  retardation-MCH  5.0 

Mental  retardation-CCS  5.0 

Rea^fch  53 

Total  ""-^ 


Maternal  and  Child  Health:  Funds  and  Services 

MCH  funds  arc  used  both  for  a  variety  of  conventional  activities  with 
origins  in  the  cariicst  days  of  the  program  and  for  special  projects 
developed  in  the  1960*s. 

OmvcBtioaai  Activities 

Until  the  mid- 1960*5  most  MCH  funds  were  used  by  States  directly  and 
throufih  aUocations  to  local  health  departments  and  other  agencies  for  a 
wideTariety  of  activities,  but  primarily  with  a  preventive  rather  than  a 
curati^-e  emphasis.  Included  in  these  activities  were  prenatal  chmcs, 
matcmity-nundng  services,  weU-child  conferences,  immunization  pro- 
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grmms,  school  health  programs,  and  various  screening  programs.  The  care 
of  the  ill  child  generally  was  considered  to  be  the  responsibility  of  the 
private  sector,  although  some  departmenu  operated  pediatric  clinics. 
Most  services  were  provided  by  salaried  staff  or  consultants  employed  by 
public  agencies,  but  some  Sutes  paid  private  practitioners  and  inpatient 
costs.  Services  generally  were  provided  almost  exclusively  to  low-income 
families. 

Because  of  the  absence  of  uniformity  among  the  States,  one  could  not 
refer  to  a  maternal  and  child  health  program.  There  were  as  many 
maternal  and  child  health  programs  as  there  were  States.  This  situation 
existed  because  neither  Title  V  nor  its  associated  regulations  specified  that 
certain  maternal  and  child  health  services  were  to  be  provided.  Each  State 
was  required  to  have  a  Sute  plan  and  the  receipt  of  Federal  Title  V  funds 
was  contingent  on  the  approval  of  such  a  plan  by  the  Secretary  or  his 
designate.  But  each  State  determined  the  format  of  its  plan  and  the 
content  of  its  maternal  and  child  health  program,  with  consultation  from 
regicmal  office  staff.  The  required  elements  of  the  plan  were  largely 
administrative  in  nature. 


Project  Grsnts 

A  new  era  in  maternal  and  child  health  services  b^an  in  1963  when 
Title  V  was  amended  to  enable  the  Federal  Government  to  make  project 
grants  to  State  and  local  health  agencies  and  other  public  or  nonprofit 
organizations.  Although  project  grants  already  were  being  made  on  a 
small  scale  through  Reserve  B  Funds,  the  impetus  for  an  enlarged  project 
grant  authority  came  primarily  from  the  report  of  the  President's  Panel  on 
Mental  Retardation.  The  report  suggested  that  adequate  prenatal  care  was 
one  of  the  few  measures  available  to  reduce  the  incidence  of  mental 
retardation  and  other  handicapping  conditions.  Because  the  existing  State 
maternal  and  child  health  programs  did  not  a|^>ear  to  provide  adequate 
prenatal  services,  the  Congress  added  Section  508,  '*Specud  Project  Grants 
for  Maternity  and  Infant  Care**  to  Title  V.  Although  States  had  to  consent 
if  funds  were  given  to  other  agencies,  most  Maternity  and  Infant  Care 
(MIC)  projects  were  awarded  to  local  health  departments  serving  areas  of 
special  need,  usually  those  with  high  rates  <^  infant  mortality.  MIC 
projects  were  developed  in  many  urban  centers  including  New  York, 
Chicago,  Denver,  and  Los  Angeles.  This  method  of  allocating  funds,  with 
little  State  participation,  seemed  very  promising  in  terms  of  making 
certain  that  those  in  need  received  services  despite  low  income,  the 
absence  of  private  physicians,  or  the  reluctance  of  State  health  depart- 
ments to  initiate  or  e3q>and  treatment  programs. 

The  project  model  was  used  again  in  1965  i^en  Section  509,  **Special 
Project  Grants  for  the  Health  of  School  and  Prnchool  Children,**  was 
added  to  Title  V,  and  medical  schools  and  teaching  hospitals  were  made 
eligible  for  grants.  The  MIC  projects  were  to  provide  care  both  for 
pro^>ective  mothers  and  infants  during  their  Hist  year  and  for  family 
planning  services.  The  Children  and  Youth  (C&Y)  projects  were  to 
f>romote  the  health  of  children  of  school  or  preschool  age,  particularly  in 
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areas  with  concentrations  of  low-income  families.*  Later,  special  project 
grants  were  instituted  in  the  area  of  children*s  dental  health  (Section  510). 

In  1967,  Congress  decided  to  "fold  into"  the  State  formula  grants,  the 
funds  that  were  being  allocated  for  the  special  projects.  Originally  this  was 
to  take  place  1973,  but  the  date  was  extended  to  1975.  Congress  also 
decided  that  sr-try  State  should  have  these  special  projects.  Thus,  as  of 
July  i,  1974.  for  the  first  time  specific  maternal  and  child  health  programs 
were  required  of  all  States.  Each  was  to  have  a  "Program  of  Projects"  in 
all  of  the  following  areas:  maternity  and  infant  care,  intensive  infant  care, 
family  planning.'  health  of  children  and  youths,  and  dental  health  of 
chUdren.  Many  States  already  had  federally  fimded  projects  in  one  or 
more  of  these  areas,  but  almost  all  had  to  develop  some  new  program  to 
meet  the  Program  of  Projects  requirement.  Most  States  did  not  develop  a 
statewide  Program  of  Projects  in  each  area;  a  single  project  in  each  of  the 
areas  was  interpreted  as  meeting  the  requirement.^  Thus,  although  the 
Program  of  Projects  increased  the  maternal  and  child  health  services 
available  in  each  State,  the  distribution  of  such  services  was  uneven.  The 
geographic  area  or  areas  in  which  the  project  or  projects  were  located 
(usually  the  areas  of  greatest  need  in  the  State)  received  augmented 
services,  but  other  areas  did  not  benefit.  The  Program  of  Projects  in  most 
States  was  a  scries  of  demonstration  projects  rather  than  statewide 
improvements  in  services,  although  the  latter  probably  was  the  congres- 
sional intent. 

In  order  to  continue  to  assist  the  projects  previously  supported  by 
project  grants  and  to  make  it  possible  for  States  without  such  projects  to 
develop  them,  the  Congress  added  to  the  MCH  formula  funds  not  only  all 
the  funds  previously  distributed  by  project  grants  ($1 1 1.3  million  in  1974), 
but  supplemental  fimds  as  well.  The  MCH  formula  grant  funds  jumped 
from  $50-6  million  in  1974  to  $163.9  in  1975  plus  $25  million  in 
supplemental  funds  (see  below).^  These  supplemental  fimds  were  needed 
because  the  Title  V  formula  itself  had  not  been  changed  and  its  rural 
emphasis  would  have  sent  a  large  proportion  of  the  enlarged  formula 
funds  to  rural  States,  many  of  which  had  not  received  project  grants.  If  no 
modification  had  been  made,  many  of  the  urban  States  that  had  received 
project  grants  would  have  received  less  in  1975  through  the  formula 
grants — despite  the  increased  total  appropriation — than  they  had  received 
by  the  formula  grant  plus  the  project  grants  in  the  previous  year.  To  avoid 
this,  the  supplemental  allotment  section  (516)  was  added  to  Title  V.  This 
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^Although  the  OfTice  of  Economic  -Opportunity  w«4^  not  established  until  1^64,  concern  about  the 
problems  of  poverty  and  their  relation  lo  health  were  receiving  increased  interest  in  the  early  1960's,  This 
concern^  and  the  perceived  need  for  local  community  »cdoxu  pirobaWy  contributed  to  the  develonmenl  of 
the  MIC  and  CAY  project  mechanism. 

''The  current  law  states  that  not  less  than  6  percent  of  the  Title  V  appropriadon  shall  be  available  for 
family  fanning  services. 

•por  a  critique  of  State  planning  in  this  area,  sec:  Government  Accounting  Office:  HowSmcs  PUtn  For 
Mod  Use  Federmi  Funds  to  Provide  Hcmlth  Services.  December  9»  1975  (MMO-75-85). 

^Although  the  total  amount  available  for  programs  increased  by  only  S27  million*  the  amount  available 
directlv  to  State  health  departments  through  the  formula  rose  sharply*  All  MCH  formula  and  Section  516 
funds  go  to  State  health  departments;  <mty  a  fraction  of  the  project  grants  had  gone  to  State  health 
departments. 
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section  provided  that  no  State  should  receive  less  through  the  MCH  and 
CCS  formula  grants  than  it  had  received  from  these  two  grants  plus  the 
project  grant  in  1968.  Section  516  provided  the  State  with  the  differeace 
between  these  two  amounts.  This  arrangement  has  created  problems  for 
the  so-called  "516  States"  because  they  cannot  receive  an  mcrease  in 
combined  maternal  and  child  health,  crippled  children's  services,  and 
supplemental  fimds  until  Congress  appropriates  sufficient  funds  so  that, 
through  the  formula  alone,  they  will  be  receiving  more  than  they  did  in 
1968  through  formula  plus  project  grants.  Thus  in  516  States,  any  increase 
in  CCS  funds  means  a  decrease  in  MCH  funds.  As  of  1980  there  were  nine 
516  States.'**  Estimates  indicate  that  Title  V  funds  will  have  to  be  more 
than  doubled  before  the  last  516  jurisdiction,  the  EHstiict  of  Colimibia,  no 
longer  will  need  the  supplemental  allotment. 

1974  1975 

MCH  Fonsula  50.6  millioa  MCH  Formula  163.9  million 

Prcnect  Grants  11 U  million  Section  516  25.0  million 

Xotal  $161.9  million  Total  $188.9  million 

The  project  grants  and  their  successor,  the  Program  of  Projects,  were 
signiHcant  for  many  reasons.  First,  they  struck  a  blow  at  the  traditional 
separation  between  prevention  and  treatment.  Maternity  and  Infant  Care, 
Children  and  Youth  projects.  Dental  Health,  and  Infant  Intensive  Care 
projects  were  not  just  to  prevent  sickness  or  to  detect  conditions,  they 
were  to  treat  them.  Maternal  and  child  health  services  were  no  longer 
largely  preventive  in  nature.  The  Program  of  Projects  brought  maternal 
and  child  health  into  the  medical  care  field. 

Second,  attempts  were  made  to  evaluate  many  of  the  projects, 
particularly  MIC,  C&Y,  and  Infant  Intensive  Care.  The  evaluations 
indicated  that  these  projects  generally  were  successful:  infant  mortality 
declined,  children's  conditions  were  found  and  corrected,  and  low-birth- 
weight  infants  survived.  Although  it  could  not  be  proven  definitely  that 
these  projects  led  to  the  improvements — areas  without  the  projects  also 
showed  gains,  and  other  factors  such  as  improved  economic  conditions 
and  the  availability  of  family  planning  and  Medicaid  services  also  played 
a  role— most  experts  felt  they  contributed  significantly.  Questions  b<^an 
to  be  raised  about  the  effectiveness  of  more  traditional  maternal  and  child 
hi-:i!th  services. 

Third,  the  Program  of  Projects  signaled  a  marked  change  in  Title  V.  For 
the  first  time  specific  programs  were  required.  Although  still  retaining  a 
great  deal  of  freedom  in  developing  their  programs,  the  States  were 
required  to  have  at  least  one  each  of  five  types  of  programs  as  a  condition 
of  receiving  formula  funds. 

Use  of  Funds 

In  fall  1978,  the  General  Accounting  Office  (GAO)  distributed  to  all 
States  a  questionnaire  on  maternal  and  child  health  programs.  Forty-nine 

><'Colorado.~tfae  District  of  Colximoia,  Hawaii.  lUinoi*.  Maryland.  Massachusetts.  Nebraska,  New  York, 
and  the  Virgin  Islands. 
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States  and  the  E>istrict  of  Columbia  responded;  Illinois  did  not.  According 
to  the  GAO  calculations,  in  fiscal  year  197S  the  States  and  the  EKstrict  of 
Columbia  budgeted  $200.4  million  in  Federal  Title  V  MCH  formula  and 
Section  516  funds:  SIOSA  million  for  the  Program  of  Projects  and  $923 
million  for  other  activities.  (Approximately  $10.2  million  of  fiscai  year 
1978  maternal  and  child  health  funds  are  not  accounted  for  in  the  GAO 
study.  Much  of  this  probably  is  due  to  Illinois^  failure  to  report.  The  study 
did  not  request  information  on  crippled  children's  service  prograniS.)  The 
C&Y  and  MIC  projects  were  the  most  expensive  items  within  the  Program 
of  Projects. 

Children  and  Youth  $48,019,736 
Matemi^  and  Infant  Care  42,444,561 
Family  Planning  7,146,834 
Intensive  Infant  Care  7,121 ,552 

Children's  Dental  Health  3,35 13 15 

The  next  largest  State  agency  expenditure  of  Title  V  formula  funds  was 
**Fund$  for  local  health  departments  for  delivering  such  services  as 
prenatal  care,  family  planning,  infant  care,  and  health  education.*'  The 
total  funding  aHocations^as  reported  to  GAO,  were  as  follows: 

Program  of  Projects  $108,083,998 
Funds  for  Local  Health 

Etepartments  3 1 ,700,989 
Funds  for  Private  Conti-actors 

or  State  Employees 

to  Deliver  Services.  22,869,604 
General  Administration  of 

MCH  Program  20,759,320 
In-Hospital  Care  of  Mothers 

or  Newborns  2,925^41 

Provision  of  Training  1,149,821 

Research  69,320 

Other  Special  Programs  12,793,705 

Total  200,351,998 

This  analaysis  was  performed  by  the  GAO  for  a  special  study  of 
pregnancy  outcome  (i).  No  OLigoing  system  collects  information  on  the 
use  of  maternal  and  child  health  funds  using  the  categories  discussed 
above. 

Reserve  B  Projects 

Congressional  termination  of  specific  project  grant  authority  eliminated 
one  mechanism  by  which  OMCH  could  directly  influence  maternal  and 
child  health  services  in  the  States.  The  large  increase  in  the  total  Title  V 
appropriation  caused  by  the  "folding  in**  of  the  project  grants,  however, 
also  resulted  in  a  significant  increase  in  the  MCH  Reserve  B  fimds  (from 
S5S  million  in  1974  to  $24.4  million  in  1980)  and  a  corresponding 
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broadening  in  the  ability  of  OMCH  to  use  the  increase  to  influence  service 
deliveiy.  The  most  expensive  and  extensive  of  the  new  Reserve  B  fund 
endeavors  are  the  improved  Pregnancy  Outcome  (IPO)  and  Improved 
Child  Health  (ICH)  programs.  These  have  a  significantly  different  focus 
than  the  MIC  and  O&Y  projects.  First,  these  Reserve  B  projects  are  not 
specified  in  the  law.  Second,  instead  of  emphasizing  the  direct  provision  of 
services,  the  IPO  and  ICH  stress  the  need  to  plan  and  coordinate  existing 
services  in  their  respective  areas,  to  educate  staff,  to  develop  systems,  and 
only  if  necessary,  to  provide  services.  Third,  the  IPO  and  ICH  are  given 
exclusively  to  States,  along  with  technical  assistance,  to  strengthen  their 
capacity  to  ensure  that  necessary  services  are  provided*  Other  MCH 
Reserve  B  projects  include  support  of  adolescent  programs,  specialized 
clinics,  and  maternal  and  child  health  training  in  schools  of  public  health. 

Numbers  Served 

No  data  system  routinely  collects  information  on  the  nimibers  of 
women  and  children  served  by  State  Title  V  agencies  using  Title  V 
maternal  and  child  health  funds.  Such  a  system  would  be  difficult  to 
develop  because  of  the  foUowing: 

(1)  The  variety  of  ways  State  Title  V  funds  are  used — to  provide 
services  directly,  to  supp>ort  local  health  departments  that 
provide  services,  to  pay  for  services  provided  privately,  and 
others 

(2)  The  separate  funding  mechanisms — formula  grants,  project 
grants  from  Reserve  B  funds,  training  grants  with  a  service 
component,  and  others 

(3)  The  multiple  funding  sources  for  some  programs — Federal  Title 
V  fimds,  matching  State  funds.  Medicaid,  and  others 

Three  systems  provide  some  information  about  the  number  of  people 
served  and/or  the  number  of  services  received  in  the  Staters:  (1)  the 
Maternal  and  Child  Health  Services  (MCHS)  Statistical  Series,  (2)  the 
National  Public  Health  Program  Reporting  System  (NPHPRS),  and  (3) 
the  Bureau  of  Community  Health  Services  Common.Reporting  Require- 
ments (BCRR).  None  of  these  three  sources  distinguishes  among  services 
provided  using  Title  V  formula  funds  exclusively;  services  provided  using 
Title  V  formula  funds  in  combination  with  other  Federal,  State,  and  local 
funds;  or  services  provided  using  State  and  local  fimds  only. 

MCHS  Statistical  Series 

The  MCHS  Statistical  Series  was  a  program  of  the  Federal  Title  V 
agency.  The  data  collection  system  was  begun  early  in  the  history  of  Title 
V,  and  reports  entitled  the  Maternal  and  Child  Health  Services  of  State 
and  Local  Health  Departments  were  issued  yearly  from  1964  to  1973, 
when  they  were  eliminated  by  the  FAST  Commission  in  an  attempt  by  the 
Nixon  administration  to  reduce  the  burden  on  State  governments.  Some 
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States,^'  however,  have  continued  to  complete  and  submit  the  forms,  and 
exan^les  of  data  for  fiscal  year  1976  show  the  following  results  (2): 


Mmiemity  Services  PopuLuioa  Served 

Medical  aimcal  413.423 

Nursm^  563.586 

Inpattmt  care  21,993 

Family  plaiming  1,176,698 

Services  to  Children  Population  Served 


Wen-ofaild  conferences  1,887,925 

Nursing  2,848.612 
Inpatieiit  care 

— Premature  infants  7346 

—Other  children  28.763 

General  pediatric  clinic  450,437 

Dental  treatment  1.007.257 

Schcxd  Health  Population  Served 

ftxy^dsai  examination  1.501,187 

Vinial  screening  8^58,455 

Audiometer  screening  6,030^562 

Dental  1.777.722 

The  usefulness  of  these  figures  is  questionable  because  several  States  did 
not  report  and  definitions  of  service  populations  vary  among  the  States.  In 
some  categories  it  is  uncertain  whether  patients  in  the  Program  of  Projects 
are  included.  As  previously  noted,  these  figures  include  maternal  and 
child  health  services  supported  not  only  by  Title  V  funds,  but  by  Federal 
funds  other  than  Title  V  and  by  local  funds.  (Because  some  of  the  State 
and  local  funds  must  be  made  available  in  order  to  match  the  money  in 
Fund  A,  the  services  are  indirectly  attributable  to  Title  V.) 

National  Public  Health  Program  RcpoTting  System 

The  National  Pubhc  Health  Program  Reporting  System  (NPHPRS)  was 
initiated  in  1970  by  the  Association  of  State  and  Territorial  Health 
Officials  under  a  contract  firom  the  Public  Health  Service.  Its  reports  focus 
on  the  services,  e3q)enditures,  and  programs  of  State  health  agencies.  The 
Maternal  and  Child  Health  Program  Analysis  includes  family  planning, 
WIC,  and  EPSDT,  as  well  as  general  maternal  and  child  health  services. 
The  ^at**,  therefore,  cannot  be  considered  as  providing  information  on 
services  offered  exchisivcty  through  Title  V  funding. 

For  fiscal  year  1978.  NPHPRS  reported  that  almost  16  million 
individuals  received  maternal  and  child  health  services  from  State  health 
ag^cies  (5).  These  services  included  both  those  performed  directly  by  the 
State  health  agency  and  those  carried  out  by  local  health  departments 
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with  the  fiscal  support  and  guidance  of  the  State  agency.  Funding  for 
these  services  came  from  multiple  Federal  sources  as  weU  as  State,  locaU 
and  other  funds.  Persons  served  through  MIC,  C&Y,  and  other  projects  in 
the  Program  of  Prefects  should  have  been  included  in  these  figures,  but 
the  NPHPRS  staff  is  uncertain  as  to  whether  this  procedure  was  followed 
in  all  States. 


Type  of  Service 

Provided  Thousands  of  Persons 


Total  15J869 
Health  screening  12,042 


Immunization  919 

Dental  services  972 

Family  planning  2,712 

Matemi^  services  49S 

Genetic  connsdii^  16 

WIC  nutrition  services  1.863 

Menud  health  II 

Mental  retardation  24 

Alcobcd  abuse  1 

Drug  abuse  I 

Clroic,  Outpatient^ 
and  Other  Ambulatory 

Services  Thousands  of  Persons 

Infant  and  child  health  1,788 
Gripfded  children  I 
Tuberculosis  * 
Venereal  di^rasr  3 
Chronic  7 
General  ambulatory  care  82 
Other  204 
Home  health  cart  2 
Renal  dialysis  9 
Inpatient  care  SO 

NOTES: 

Figures  for  individual  types  of  service  for  each  program  category  add  to  more  than  total, 
since  total  represents  estimated  undupUcated  count  for  each  program, 
less  than  500. 

In  1977  the  NPHPRS,  in  collaboration  with  the  Bureau  of  Community 
Health  Services,  developed  a  Maternal  and  Child  Supplement.  States  were 
requested  to  provide  information  about  the  following: 

(1)  The  number  of  users  and  encoimters  for  selected  maternity  and 
child  health  services 

(2)  The  ntimber  of  users  of  early  identification  and  fbllowup  services 
for  preschool-age  children  and  school-age  children 

(3)  The  immunization  status  (by  type  of  immunization)  of  children 
who  turned  2-  and  5-years-old  dtiring  the  reporting  period  and 
who  received  any  child  health  services 

(4)  Admission  and  discharge  data  on  infants  served  by  Intensive 
Infant  Care  projects 

619 

ERiC 


ERIC 


The  second  report  based  on  the  Supplement  covers  fiscal  year  1978  (4). 
It  includes  **services  described  and  documented  in  the  State  Plan  for 
Maternal  and  Child  Health  required  by  Title  V,  Section  505  of  the  Social 
Security  Act,  excluding  the  program-of-projects  except  Intensive  Infant 
Care  Projects."  The  report  describes  "selected  services  provided,  arranged 
for»  or  purchased  by  staff  of  state  or  local  public  health  agencies, 
re^dless  of  whether  or  not  Title  V  funds  were  expended  for  them  " 
Because  one-third  or  more  of  the  Slates  are  still  not  reporting  in  many  of 
the  cat^ories,  the  data  are  not  presented  here.  The  NPHPRS  staff 
anticipates  that  in  another  year  or  two  aU  or  most  of  the  States  will 
provide  the  information  requested. 

Bureau  of  Community  Health  Services 
Common  Reporting  Requirement 

The  Bureau  of  Community  Health  Services  Common  Reporting 
Requirement  system  was  developed  to  satisfy  Federal  needs  for  manage- 
ment data  on  the  programs  of  the  Bureau  of  Community  Health  Services 
including  the  Community  Health  Centers,  Family  Plaiming,  Health 
Underserved  Rural  Areas,  Migrant  Health,  the  National  Health  Service 
Corps,  and  Home  Health  Services.  Four  projects  within  Title  Vs  Program 
of  I^ojects— Maternity  and  Infant  Care,  Children  and  Youth,  Children's 
Dental  Health,  and  Family  Planning— are  also  included.  (The  Intensive 
Infant  Care  projects  report  through  NPHPRS.)  BCRR  forms  provide 
information  on  the  number  of  users  and  limited  data  on  client  characteris- 
tics and  type  of  services  provided.  Data  for  calendar  year  1978  for  the  two 
largest  projects,  MIC  and  C&Y,  are  shown  in  table  1. 

In  1979,  BCRR  added  a  report  on  clinical  services  in  an  attempt  to 
measure  primary  care  effectiveness.  Six  clinical  indicators  of  medical  care 
quality  were  selected  for  reporting:  immunization,  prenatal  care,  family 
planning  counseling  for  adolescents.  Pap  smear  followup,  hypertension 
an-cening,  and  anemia  screening.  Most  of  these  indicators  are  applicable 
to  chUdren  and  to  wonen  of  childbcaring  age,  so  the  addition  of  this 
component  should  make  BCRR  more  useful  for  maternal  and  chUd  health 
purposes. 

Other  Services 

As  the  G AO  accoimting  makes  clear,  a  large  proportion  of  MCH  funds 
are  not  used  to  provide  service  directly  to  women  and  children,  or  even  to 
reimburse  providers  of  such  services.  None  of  the  reporting  systems 
adequately  reflects  the  importance  of  so-caUed  "administrative  functions. 
Th<»e  functions  include  establishment  and  enforcement  of  standards, 
health  promotion  activities,  consultation  with  other  agencies,  development 
and  implementation  of  interagency  agreements,  education  of  persoimel, 
and  sindlar  activities.  In  addition,  in  some  States  Title  V  funds  are  used  to 
pay  for  newborn  screening;  laboratory  testing;  biologicals  for  immuniza- 
tion; Rh  immunization  for  women;  and  coUcction,  analysis,  and  publica- 
tion of  vital  statistics. 
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TABi£  1.  Numtar  of  Ummn,  197S  Cr«l«nd>r  Ymt.  by  iyp«  of  Piowfctor.  Ag^  and 


Under  1  year 

52.478 

78 

39.696 

25.630 

1.252 

16.148 

1—4  years 

7.150 

410 

7.525 

62.415 

9.880 

42.059 

5->12  years 

3.714 

906 

2.871 

92.984 

33.086 

65.395 

13—17  years 

44.735 

6.700 

41.105 

33.058 

10.497 

20.532 

18-20  years 

72.147 

9.737 

61.277 

9.195 

2.678 

5.947 

21-34  years 

137.447 

19.741 

107.816 

1.197 

330 

1.171 

35^-44  years 

12,816 

1.026 

8.367 

255 

97 

200 

45-64  years 

1.681 

108 

701 

231 

77 

129 

65  years  and 

over 

201 

23 

74 

151 

33 

97 

Subtotal 

330.608 

40.027 

283.759 

20O.10O 

52.913 

137.296 

\inlm 

Under  1  year 

49.699 

28 

36.165 

23.231 

314 

16.349 

1—4  years 

6.742 

364 

5.327 

61.977 

8.424 

43.449 

5—12  years 

1.191 

337 

337 

68.500 

24.473 

53.150 

13—17  years 

531 

122 

155 

28.393 

9.705 

15.602 

18-20  years 

175 

34 

21 

4.832 

1.925 

2.856 

21-34  years 

379 

82 

64 

367 

147 

224 

35-44  years 

115 

19 

21 

97 

45 

53 

45-64  years 

187 

31 

45 

103 

32 

42 

65  years  and 

over 

76 

9 

13 

66 

11 

23 

Subtotal 

59.217 

1.026 

42.267 

187.576 

45,076 

131,749 

Total 

390.894 

41.053 

325.099 

388.751 

98.876 

270.734 

^Some  of  the  reported  users  would  appear  ineifgible  for  these  piojects:  for  MIC.  femties  who  are 
neither  under  age  1  nor  in  the  chHdtjearing  ages  (l3-44>,  and  males  not  under  1;  and  for  C&Y. 
females  and  males  not  under  age  21  .The  reasons  for  this  are  unclear. 


Crippled  Children's  Services:  Funds  and  Services 

Althotigh  the  Federal  regulations  that  govern  Title  V  do  not  provide  a 
"required  content"  for  Maternal  and  Child  Health  Services,  they  do 
specify  such  for  Crippled  Children*s  Services  (CCS).  Provision  must  be 
made  for  the  following: 

(1)  Services  for  the  early  identification  of  children  in  need  of  health 
care  and  services 

(2)  Diagnosis  and  evaluation  of  the  condition  of  such  children 

(3)  Treatment  services  including  at  least  apprc^niate  services  by 
ph3r5icians,  appliances,  hospital  care,  and  aftercare  as  needed 

(4)  The  development,  strengthening,  and  improvement  of  standards 
and  services  for  crippled  children 
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Chadren  in  125  diagnostic  categories  may  receive  assistance  through  the 
State  Cxippicd  Onkiren's  Services  agen<^.  Each  State  determines  the 
conditions  for  ^idiich  it  will  provide  services,*^  and  sets  its  own  financial 
ei^ibility  criteria,  aside  from  diagnosis.  Diagnostic  services  must  be 
availaUe  without  diarge,  r^anfless  of  abiEty  to  pay,  and  without  a 
requirement  for  referral  by  an  individual  or  agency. 

Use  of  Funds 

No  special  report  (such  as  the  GAO  report  on  maternal  and  child  health 
funds)  or  oo^cnng  data  source  has  been  located  that  provides  information 
on  how  State  agencies  use  Crippled  Children's  Services  formula  funds. 


Reserve  B  Projects 

Crippled  Children's  Services  Reserve  B  funds,  like  Maternal  and  Child 
Health  Reserve  B  funds,  have  increased  substantially:  firom  $6.9  million  in 
1974  to  $1 1.0  million  in  1980.  These  funds  are  used  to  support  a  variety  of 
State  programs  for  children  with  physical  and  other  handicaps,  as 

wen  as  Interagency  Collaborative  Grants  to  develop  programs  with  State 
educational  authorities.  Over  half  of  the  CCS  Reserve  B  funds  are  used  for 
training  programs. 


The  MCHS  Statistical  Series  also  collected  data  on  Crippled  Children's 
Service  programs.  Its  last  report  (5)  was  issued  for  fiscal  year  1973,  at 
which  time  the  States  r^KWted  that  513,130  children  were  served,  or  6.3 
children  per  1,000  under  age  21. 

Number  of 
CCS  Program  Children  Served 

373336 

Other  services  by  fixysigxaxis  136,192 
Ho^tJd  nqmtient  services  S4324 
Coovakacent  home  care  4^625 
Total  513.130 

The  NPHPRS  in  its  overall  report  for  fiscal  year  1978  provided  the 
foHowing  data  on  crippled  children's  programs. 

Type  cf  Service 

provided  Thousands  of  Persoos 

Healdk  scrntnfng  548 
Ixmnnnization 


^Accoidinc  to  C»«CH.  aB  CCS  prognuM  maode  services  for  handicapK  that  need  ortbopedie 
eirt  or  fOasik!  «Bi»eiy.  «och  as  cleft  Kp^  cleft  palate,  dub  foot,  ch^^ 

enlyzad  muscles,  or  ceiebcal  palsy;  aad  jMily  afl  propams  include  services  for  rhcomalic  and 
disease.  epOepey.  cystic  Gbrasis.  blood  disorders,  and  hearing  and  vision  problems 
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Type  oTScnrioe 

rWVIUBtt 


17 

S 

1 


1^14 


and  Odier^^Sba^oiy 


Thoanads  of  P< 


5 
365 
4» 

2 
5 
2 
4^ 
SI 


<Xber 


NOriE: 


BocsDW  die  total  icpfcscnts  tibe  ^aliini>ed»  nwrtmiihcKtpd  coont  for  cacli  progiui,  figures 
Ibrincfiwidnal  types  of  aervioe  fi^ 
4^ -IBM  than  sua 

Tbe  siiiiflaiily  betweea  the  MCHS  Statistical  Series  and  NPHPRS  in 
the  data  on  dime  and  inpatient  services  suggests  that  the  States  arc 
reporting  to  NPHPRS  laigcty^  on  Title  V-funded  services. 

NPHPRS  also  develooed  a  Crqpf^ed  Children's  Services  and  E3q>endi- 
tores  Siqjf^ement  in  1977.  The  defimtions  regarding  the  services  to  be 
inchided  paraBd  those  for  the  Maternal  and  Child  Health  Services 
Suppiiemcnt — activities  described  m  the  State's  Title  V  plan,  including 
those  provided  for,  arranged  for,  or  purchased  through  sources  other  than 


The  seccmd  report  based  on  the  Supplement  covers  fiscal  year  1978  (6). 
It  includes  informaticm  about  the  following: 

(1)  The  number  of  users  and  dis^iarges  for  inpatient  ho^ital  care 
services 

(2)  The  number  of  users  and  encounters  for  ambulatory  care 
services 

(3)  The  number  of  children  receiving  basic  or  specialty  assessments 
and  the  followup  status  of  those  requiring  treatment 

Fifty-four  States  reported  providing  inpatient  care  to  81321  children,  and 
53  States  reported  providing  ambulatory  services  to  604,467  children. 
Because  of  incomplete  reporting  in  other  cat^ories,  the  data  will  not  be 
presented  here. 

Other  Services 

Like  MCH  funds,  CCS  funds  are  used  for  activities  other  than  the 
provision  of  care.  Crippled  Children's  Service  agencies  also  have  impor- 
tant administrative  Amotions*  Their  activities  in  the  area  of  quality 
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control,  such  as  *'prior  approval"  for  procedures  and  the  maintenance  of 
lists  of  providers  and  hospitals  approved  to  give  services  are  particularly 
significant.  Many  State  CCS  agencies  devote  major  attention  to  the 
critical  case  management  function  and  promote  an  interdisciplinary 
approach  to  the  problems  of  handic^ped  children. 

PROBLEMS  WITH  TITLE  V 

De^te  the  generally  favorable  trends  in  the  maternal  and  child  health 
field  (for  example,  the  decline  in  infant  mortality  and  the  increase  in  both 
the  number  of  physician  visits  per  year  for  <duldrcn  and  the  number  of 
children  whose  parents  say  they  have  a  usual  source  of  care),  clear 
evidence  exists  that  greater  improvement  is  possible  within  the  realm  of 
current  technology.  Infant  mortality  is  still  very  high  among  poor  and 
minority  groups  who  also  bear  a  disproportionate  number  of  low-birth- 
weight  and  high-risk  infants.  Many  women  still  receive  preiiatal  care  late 
in  pregnancy  or  not  at  all;  and  adolescent  pregnancy — especially  among 
the  very  young — remains  a  medical,  economic  and  social  problenci.  The 
number  of  children  reported  as  handicapped  or  disabled  remains  steady 
or  is  rising;  and  many  chUdren  are  uninmumized.  Primary  care  services 
are  unavailable  physically  or  financially  in  many  areas.  Although  Title  V 
could  not  be  expected  to  solve  ail  these  problems,  some  experts  believe 
that  greater  progress  should  have  been  made  given  the  sunos  of  money 
available  and  the  flexibility  of  the  mandate. 

Some  of  the  problems  that  prevent  Title  V  from  reaching  its  full 
potential  have  been  suggested  *  i  previous  sections:  proliferation  of 
programs,  a  vague  man^**^^,  comjJex  funding  formulas,  and  imprecise 
reporting  requirements.  These  and  other  issues  can  be  divided  into  those 
with  a  predominantly  Federal  locus,  those  largely  State  or  local,  and  those 
that  pervade  the  entire  field.  It  should  be  understood,  however,  ^t  these 
categories  are  not  rigid — problems  at  the  Federal  level  cause  stress  at  the 
local  level,  whereas  some  State  problems  could  be  mitigated  by  strong 
Federal  action. 

At  the  Federal  Level 

When  Title  V  was  first  enacted  in  1935,  it  had  many  unique  features:  (I) 
it  utilized  a  new  concept  in  Federal-State  relationships — the  formula 
grant;  (2)  it  represented  a  new  attempt  at  asserting  a  public  interest  in 
providing  care  to  pr^nant  women  and  children;  and  (3)  it  was  almost  the 
only  source  of  public  funds  for  the  health  care  of  these  populations.  Title 
Vs  vague  terminology  and  lack  of  specific  guidelines  were  appropriate 
given  the  first  two  factors.  The  Federal  Government  and  the  States  needed 
to  develop  a  mutually  satisfactory  method  of  managing  the  grant-in-aid. 
The  Sheppard-Towncr  Act,  which  also  had  attempted  to  develop  State 
health  department  programs  in  maternal  and  child  health,  had  met  with 
great  resistance  and  had  been  allowed  to  die  in  1929,  Considerable 
flexibility  was  essential  if  each  State  was  to  find  ways  to  proceed  despite 
obstacles  that  included  State  and  local  medical  societies  and  Federal  and 
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Stale  IrgHlwfors.  Grcumstaiices  have  changed,  however,  aad  new  prob- 
lems have  arisen. 


WeakMB  of  Fcdefal  DirectfcNi 

Corrently,  Title  V*s  most  significant  problem  is  the  absence  of  dear 
FedenU  directioa.  Its  mission  in  the  maternal  and  child  health  field  as 
steted  m  the  statute  is  veiy  teoad,  and  little  guidance  is  provided  by  law  or 
rqgalatioii  concerning  the  methods  by  which  this  mission  is  to  be 
accoiinTliriied.  <Tbe  situation  with  r^aid  to  handicapped  childien*s 
services  is  somewhat  better  than  in  the  other  areas  of  maternal  and  child 
healdt,  but  many  of  the  problems  to  be  discussed  apply  to  crif^Ied 
cfaildien's  services  as  wdL)  Equally  in^nnrtant  is  the  fact  that  neither  the 
law  nor  the  r^jolations  provide  any  method  for  monitoring  State 
peiAMUianoes.  Such  a  system  would  lequiie  standards  setting  forth  what 
each  State  is  ncpccted  to  accomplish,  an  information  system  capable  of 
determining  whether  progress  is  being  made,  and  a  system  of  incentives 
and  penalties;  ncme  of  these  is  currently  in  effect. 

IVnlWi.1  ■thill  or  Pix>gams 

One  of  the  consequences  of  the  absence  of  clear  Federal  direction  has 
been  the  proliferation  of  programs  s^>arate  from  the  Title  V  agencies, 
which  affect  mothers  and  children.  Although  in  its  early  days  the 
opposition  of  organized  nkedicine  limited  ^wbat  Ixtle  V  agencies  could  do, 
the  absence  of  conq>eting  programs  gave  them  a  wide  choice  of  fields  to 
explore.  Because  there  were  few,  if  any,  other  places  to  turn  for  funds,  the 
entry  <rf'  a  Title  V  agen^  into  a  geogr^dncal  area  or  a  lyj)e  of  medical 
care  was  welcomed.  Nor  did  Title  V  agencies  have  to  worry  about 
duplication  of  services,  interagency  agreements,  or  third-party  reimburse- 
ments. Ahhongh  the  Tide  V  agencies  had  this  fineedom,  they  tended  not  to 
use  it  and  were  rductant  to  develop  new  services. 

Today,  partially  as  a  result  of  diat  reluctance,  the  situation  is  very 
different.  Title  V  is  responsible  for  only  a  small  pcntion  of  public  activities 
in  the  area  of  child  hc^th  or  women's  reproductive  Isealdi.  C^gress  has 
authorized  many  other  agencies  in  the  Public  Health  Service,  in  other 
sections  of  the  Department  of  Health  and  Human  Services,  aiid  in  other 
Federal  departments  to  provide  health-related  services  to  women  and 
children.  In  the  absence  of  a  single  agency  with  authority  to  coordinate 
programs,  some  individuals'  or  groups  are  xueglected  or  duplication  occurs. 
Moreover,  neither  the  States  xusr  Congress  £^>pear  to  have  a  clear  concept 
of  a  unique  role  for  Title  V  agencies  at  the  Federal  or  State  level  at  a  time 
when  many  other  agencies  have  respozmbility  for  maternal  and  child 
health. 

Leadership  in  this  area  could  have  been  n^mf^  by  Congress  by 
amending  Tide  V  to  make  its  functions  clearer.  Alternatively,  the 
Administration,  through  its  power  to  make  regulations  and  to  administer 
the  prc^gram,  could  have  reduced  fragmentation.  (Some  of  the  more  recent 
reguladons  issued  in  conjunction  with  child  health  programs  require  Tide 
V  agencies  to  play  a  coordinating  role,  the  Supplementary  Security 
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Income  program  for  example;  but  these  r^ulations  are  difficult  to 
enforce.)  Nor  have  the  State  Title  V  agencies  shown  the  assertive 
leadership  that  would  have  been  essential  to  discourage  fragmentation- 
Experts  have  suggested  that  the  EPSDT  program  could  have  been  placed 
in  the  hands  of  the  MCH  divisions  of  State  health  agencies  if  they  had 
demanded  it,  rather  than  allowing  it  to  be  assigned  to  the  Medicaid 
agency.  Similarly,  the  tendency  of  State  Title  V  agencies  to  focus  almost 
exclusively  on  Title  V-funded  programs  has  kept  them  from  playing  a 
significant  role  in  the  development  of  new  programs  affecting  women  and 
children,  such  as  community  health  centers  and  ambulatory  care  centers. 

Inadequacy  of  Reporting  System 

The  reporting  systems  described  earlier  in  this  paper  obviously  are 
inadequate  for  a  program  as  large  and  expensive  as  Title  V.  They  reflect 
the  absence  of  a  clear  concept  of  Title  Vs  mission;  and  because  the 
Federal  Government  is  not  certain  what  Title  V  should  be  accomplishing, 
it  cannot  make  definitive  decisions  about  what  should  be  measured. 
Rather  than  take  a  fresh  look  at  the  problems  of  accountabilit>%  the 
Government  has  developed  one  system  after  another  for  collecting  data 
on  Title  V — all  without  links  to  other  Federal  maternal  and  child  health 
data  systems,  such  as  those  for  WIC.  EPSDT.  or  family  planning.  Because 
little  use  is  made  of  what  information  is  collected  (besides  Federal  budget 
justification),  it  is  imderstandablc  that  neither  the  Federal  nor  the  State 
Title  V  agencies  give  high  priority  to  restructuring  the  reporting  systems. 

At  the  State  Level 

As  a  result  of  the  Federal  Government's  ambiguity  concerning  the 
functions  of  the  State  Title  V  agencies,  these  agencies  have  been  able  to  do 
what  they  wanted  within  broad  limits,  provided  they  could  obtain  support 
from  their  legislatures  and  such  centers  of  power  as  medical  societies  and 
city  and  county  governments.  Although  some  States  have  developed  new 
and  interesting  approaches  to  maternal  and  child  health  problems,  many 
State  Title  V  agencies  have  not  been  particularly  innovative  in  their  use  of 
funds.  Their  well-child  conferences,  prenatal  clinics,  school  examinations, 
and  similar  programs  have  remained  relatively  unchanged  through  the 
1940*5.  1950's.  and  early  1960*s.  The  President's  Panel  on  Mental 
Retardation  and  the  health  impetus  of  the  War  on  Poverty  eventiially 
combined  to  bring  about  the  pHevention-treatment  emphasis  ?nd  the 
targeted  approach  of  the  Maternity  and  Infant  Care  and  Children  a -'I 
Youth  projects-  Similarly.  Federal  pressure  has  been  required  to  ir 
Title  V  agencies  into  family  planning,  mental  retardation,  and  intensive 
infant  care. 


'^Becauae  neigbborbood  health  centers,  mad  Ijtter  community  health  centers,  were  funded  by  Federal 
project  Knots  that  deUbesatdy  bypassed  State  and  local  health  departments.  Title  V  agencies  could 
josome  little  responsibility  for  their  early  devdopment.  Some  State  Title  V  agencies  have  overcome  this 
barrier — many  have  not. 


A  few  States  have  used  the  flexibili^  inherent  in  Title  V  to  assess  needs 
axid  to  develop  statewide  plans  for  providing  services  to  women  and 
children,  but  most  have  not  coasidcred  such  planning  and  develc^ment 
activities  to  be  their  re^x>nsibihty.  Rather,  State  Title  V  agencies  have 
believed  that  their  responsibilities  were  largefy  limited  to  the  direction  of 
services  and  programs  funded  by  Title  V  or  by  State  MCH-CCS  funds.  In 
additi<Hi^  many  MCH  and  CCS  directOTs^  even  if  they  have  received  public 
health  training*  are  clinically  oriented.  As  one  maternal  and  child  health 
pn^essor  has  noted»  they  brieve  that  the  way  to  s<^ve  problems  is  to  open 
dinics.  With  this  avenue  dosed  to  them  because  of  inadequate  funds,  the 
directors  would  need  strong  guidance  from  regional  and  central  offices, 
and  perhaps  financial  incentives,  to  ad<^t  a  planning  and  resource 
development  role. 

Uneven  Coverage 

One  inq>ortant  result  of  the  lack  of  comprehensive  planning  and  the  ad 
hoc  accretion  of  programs  within  States  hsus  been  uneven  distribution  of 
many  maternal  and  child  health  and  crif^led  children's  services,  ^thin 
each  State  are  some  communities  where  superb,  comprehensive,  and 
continuous  care  is  offered  to  groups  of  high-risk  moth«s  and  children. 
These  frequently  are  areas  where  MIC  and  C&Y  projects  or  handicapped 
children's  clinics  are  located,  or  where  local  health  departments  have 
developed  a  full  range  of  programs.  Other  communities  (sometimes  with 
equally  high  indicators  of  poverty,  infant  mortality,  and  medical  underser- 
vice)  are  without  Title  V^funded  or  other  programs,  or  have  programs  of 
limited  range  that  depend  on  referrals  and  individual  initiative  to 
accomplish  comprehensive  care.  A  wen-chi!d  confereiK:e  that  refers  sick 
infants  to  hospital  ambulatOTy  care  centers  or  private  physicians  is  one 
example.  Desfnte  the  rural  emphasis  of  the  funding  formula^  rural  areas 
often  are  among  the  underserved  (7). 

The  excuse  frequently  given  by  States  for  their  failure  to  extend 
comprehensive  programs — such  as  MIC  and  C&Y — to  oil  needy  areas  is 
the  lack  of  sufficient  funds.  This  undoubtedly  has  been  a  major  factor. 
The  increase  in  maternal  and  child  health  services  funding  since  the  1975 
combining  of  formula  and  project  funds  has  been  insufficient  to  cover 
medical  inflation,  much  less  to  develop  new  projects  the  magnitude  of 
most  current  MIC  or  C&Y  projects.  Inflation  and  increased  service 
demands  also  have  affected  the  CCS  programs,  and  some  States  report 
that  they  distribute  all  their  funds  before  the  end  of  the  fiscal  year. 

Lack  of  Integratioa  with  Other  Prograns 

The  belief  that  additional  funding  is  the  only  way  to  bring  about  a  more 
equitable  distribution  of  services  is  an  example  of  the  limited  vision  and 
clinical  orientation  of  many  State  Title  V  programs*  With  some  excep- 
tions, and  for  reasons  discussed  above,  the  State  MCH  and  CCS  directors 
have  watched  but  not  particif)ated  in  the  development  of  both  community 
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and  migrant  health  centers  and  urban  and  rural  health  initiatives.  Few 
have  viewed  them  as  opportunities  to  extend  the  areas  served  by 
comprehensive  maternal  and  child  health  programs  and  some  have 
questioned  the  quality  of  care  they  provide  to  women  and  children. 

Because  many  Tide  V  agencies  believe  that  their  responsibility  is  Umited 
to  programs  operated  by  the  State  health  department  and  its  grantees  and 
by  local  health  departments,  they  exclude  from  their  concern  not  only  the 
Federal  health  centers,  but  also  other  programs— such  as  hospital 
ambulatory  care  centers,  health  maintenance  organizations,  and,  m  some 
cases  the  EFSDT  program— that  frequently  receive  large  amounts  of 
public  funds.  They  also  exclude  responsibility  for  private  care  except  for 
such  areas  as  standards  development  and  quality  control  under  payment 
programs  for  maternity  care  or  crippled  children.  The  reluctance  of  State 
Title  V  agencies  to  integrate  programs  funded  under  other  auspices  into  a 
statewide  network  of  services  has  contributed  to  the  tincvcn  distribution  of 
services* 

By  Federal  mandate.  State  Title  V  agencies  have  had  to  enter  into 
agreements  with  State  Medicaid,  TiUe  XX,  WIC,  and  other  agencies.  In 
most  cases,  such  agreements  have  improved  service  delivery  but  they  have 
not  solved  the  problem  of  service  distribution. 


EHstrust  of  Commanity  Participation 

Collaboration  with  federally  fimded  primary  care  projects  is  made  more 
difficult  because  of  a  frequently  expressed  dislike  of  commtuiity  participa- 
tion in  the  planning  and  operating  of  health  services.  Many  maternal  and 
child  health  professionals  had  unfortunate  experiences  with  "commumty 
control"  during  the  early  years  of  the  ^  ar  on  Poverty.  Although  these 
professionals  and  their  ^encies  use  volunteers  and  work  with  consumer 
groups,  they  remain  doubtful  about  the  abiUty  of  consumers  to  assume  the 
role  of  full  partners  in  decisions  about  maternal  and  child  health  services. 


Medical  Society  OpposHioa 

Another  reason  why  State  Title  V  agencies  have  not  assumed  greater 
leadership  in  ensuring  a  more  uniform  distribution  of  MCH  and  CCS 
programs  is  the  actual  or  anticipated  resistance  of  State  and  local  medical 
societies  to  further  expansion  of  public  responsibility  for  medical  care. 
Ahnost  all  MCH  and  CCS  directors  are  physicians  and  thus  sensitive  to 
the  attitudes  of  their  colleagues.  The  medical  societies  also  have  it  within 
their  power  to  seriously  jeopardize  maternal  and  child  health  and  crippled 
chfldren*s  services  programs  by  urgii^  thcj  members  not  to  participate  or 
by  withholding  staff  privileges  from  ph>-ricians  in  public  programs.  In  the 
absence  of  a  clear  mandate.  State  Title  V  officials  are  wary  of  challenging 
or^nized  medicine. 


Low  Visibility 

The  low  visibility  of  the  Title  V  agency  in  the  Federal  bureaucracy  is 
mirrored  in  the  individual  States.  The  development  of  "umbrella  agen- 
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cies**  has  resulted  in  public  health  departments  that  must  go  through 
layers  of  bureaucracy  before  reaching  the  Governor  or  the  legislatiu^e. 
Within  the  public  health  departments^  maternal  and  child  health  agencies 
that  once  reported  directly  to  the  State  health  officer  arc  now  in  divisions 
such  as  preventive  medicine  or  family  medicine.  In  these  divisions^  the 
ability  of  MCH  or  CCS  t>tlicials  to  bring  the  problems  of  women  and 
children  to  the  attention  of  the  administration  and  the  legislature  is 
limited.  In  addition^  salaries  in  the  State  merit  systems  sometimes  reflect 
this  organizational  arrangement,  making  it  difficult  to  recruit  qualified 
staff. 

Prejudice 

Finally,  in  some  States,  racial  and  ethnic  prejudices  have  led  to 
inequitable  service  delivery.  Anecdotal  reports  still  suggest  discrimination 
against  minority  practitioners  and  poor  quality  services  to  minority  groups 
(examinations  of  clothed  children,  segregated  waiting  rooms,  and  more),  if 
not  in  public  programs,  at  least  in  programs  that  receive  public  support. 
State  Title  V  agencies  have  not  always  led  the  struggle  against  such 
inequities;  rather  they  have  reflected  the  biases  of  elected  officials, 
bureaucrats,  and  the  general  population.  Both  black  and  Spanish-speaking 
minority  leaders  have  expressed  a  lack  of  confidence  in  the  ability  or 
desire  of  some  States  to  provide  services  to  their  constituencies.  Some 
minority  spokespeople  would  like  to  see  a  retxim  to  Federal  project  grants 
because  they  believe  the  Federal  Govenmient  is  more  likely  than  the 
States  to  distribute  funds  on  the  basis  of  need  and  to  take  affirmative 
action  in  regard  to  minority  practitioners. 

Tbroiig^mt  the  Maternal  and  Child  Health  Field 

A  traditional,  conservative  approach  pervades  much  of  the  maternal 
and  child  health  profession.  Although  individuals  in  the  field  have  much 
to  be  proud  of*  and  although  many  excellent  program  features  exist  that 
should  be  preserved,  such  conservatism  may  be  contributing  ^  a  loss  of 
leadership  to  planning  agencies^  of  patients  to  primary  health  enters,  and 
of  dollars  to  other  programs.  Examples  of  traditional  approaches  include 
separation  of  preventive  and  curative  care,  a  clinical  rather  than  a 
planning  perspective,  a  reluctance  to  work  closely  with  community  health 
centers,  and  a  distrust  of  community  participation-  Closely  related  to  these 
phenomena  are  two  other  problems:  professional  elitism  and  a  resistance 
to  family-centered  programs. 

Professional  Elitism 

Members  of  the  various  maternal  and  child  health  professions  are 
reluctant  to  acknowledge  that  individuals  without  conventional  certifica- 
tion are  capable  of  providing  the  quality  of  care  that  they  believe  is  due  all 
pregnant  women  and  children.  This  belief  is  understandable  and  laudable. 
Over  40  years.  Tide  V  agencies  have  built  a  reputation  for  high-quality 
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care.  Clearly  they  should  not  lend  their  support  to  groups  that  cannot 
provide  such  care.  Equally  evident  is  the  fact  that,  becaiise  of  their 
vulnerability,  children  and  pregnant  women  should  not  receive  substan- 
dard care.  The  problem  resides  in  the  equating  of  credentials  with  quality 
and  the  all-or-nothing  philosophy.  Although  board-certified  pediatricians, 
mastcr's-level  social  workers,  public  health  nurses,  and  individuals  with 
similar  credentials  may  be  essential  caregivers  for  multiply  handicapped 
children  or  high-risk  pregnant  women,  a  primary  care  center  with 
adequate  referral  services  may  provide  superb  services  through  pediatric 
nurse  practitioners  and  community  outreach  workers.  In  many  areas,  a 
limited  service  is  the  only  alternative  to  no  service.  Rather  than  ignore  the 
limited  service  because  it  does  not  meet  standards  originally  established 
for  another  level  of  care.  Title  V  agencies  should  assume  responsibility  for 
ensuring  that  the  maternal  and  child  health  staffs  in  all  publicly  funded 
programs  have  the  proficiency  necesssuy  to  serve  their  patients,  and  have 
available  and  know  how  to  obtain  services  beyond  their  ability. 

Resistance  to  Family-Centered  Programs 

Another  example  of  how  a  basically  sound  theory  may  cause  difficulty 
in  practice  is  the  insistence  of  many  maternal  and  child  health  care  leaders 
on  providing  services  to  women  and  children  in  programs  and  facilities 
that  serve  these  populations  exclusively.  This  issue  is  very  controversial 
without  clear  resolution.  Many  maternal  and  child  health  experts  firmly 
believe  that  the  health  interests  of  women  and  children  can  best  be  served 
by  programs  exclusively  directed  to  their  needs.  Others  in  the  medical  care 
field  believe  equally  strongly  that  care,  and  particularly  primary  care, 
should  be  fanuly  centered.  Those  advocating  an  exclusive  approach  cite 
evidence  from  programs  in  the  United  States  and  Great  Britain  indicating 
that  the  special  needs  of  women  and  children  receive  less  attention  in 
generalized  programs.  Because  the  health  problems  of  the  older  popula- 
tions (heart  disease,  cancer,  diabetes,  and  the  diseases  of  senility) 
frequently-  are  more  acute  and  life  threatening,  they  receive  the  most  time 
and  attention.  Because  they  are  usually  less  severe,  the  needs  of  women 
and  children  become  secondary,  and,  if  resources  are  scarce,  often  are 
neglected.  Such  a  priority  system  clearly  is  illogical  in  the  long  run.  With 
many  productive  years  ahead  of  them,  children's  well-being  can  be 
imperiled  if  they  do  not  receive  adequate  preventive  care  or  treatment  for 
conditions  that  are  still  minor. 

Today  most  primary  care  experts,  however,  favor  a  family-centered 
approach  because  it  provides  both  a  better  perspective  on  the  reasons  for 
health  problems  and  greater  convenience  for  the  consumer.  Focusing  on 
the  pregnant  woman  or  on  the  child  to  the  exclusion  of  other  faimly 
members  may  obscure  factors  important  in  the  imderstanding  of  a 
disease  process  or  in  the  development  of  a  therapeutic  intervention. 
Parents,  and  particularly  mothers,  may  find  it  more  convenient  to  obtain 
care  in  one  place  for  themselves,  their  children,  and  other  family  niembers 
rather  than  to  travel  to  one  place  for  prenatal  care,  another  for  child  care, 
and  a  third  to  find  help  for  an  elderly  grandparent. 
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Acknowled^ng  that  the  family-centered  approach  may  lead  to  prob- 
]ems»  advocates  of  this  form  of  fmmaxy  care  b^eve  that  problems  can  be 
avoided  by  careful  {idanning  and  a  varied  of  strategies  such  as  dollar 
allocations  and  development  of  standards.  Moreover,  they  feel  diat  the 
advantages  oatweigb  the  risks.  Many  Title  V  officials^  however,  still  resist 
the  use  of  community  health  centers  and  other  family-based  facilities  for 
maternal  and  child  healA  services  or,  vice  versa,  the  addition  of  other 
services  to  facilities  and  programs  that  are  currently  serving  women  and 
diildren  exclusively. 

Extent  €jf  ProUems 

Any  program  as  extensive  as  Title  V  will  manifest  inqx>rtant  differences 
among  its  administering  agencies.  No  State  Title  V  agency  has  all  or  even 
most  of  the  afbiementi<med  problems,  and  none  of  the  problems  discussed 
can  be  found  in  all  or  even  most  of  the  agencies.  Some  Title  V  agencies 
have  innovative  and  progressive  leaders  who  are  shaping  programs  to 
meet  current  needs.  Other  MCH  and  CCS  directors  are  capable  of 
developnng  outstanding  programs,  but  axe  hampered  by  State  policies  and 
regulations.  But  some  State  Tide  V  agencies  still  reflect  traditional 
concepts  and  fnractices  that  hinder  their  ability  to  solve  today's  problems. 
A  revitalized  Title  V  program  would  encourage  the  States  that  have 
already  tried  new  approaches,  provide  assistance  to  those  ready  to  change, 
and  force  the  more  conservative  to  face  current  problems. 

At  the  Federal  level  during  the  past  few  years,  the  Office  of  Maternal 
and  Child  Health  has  tried  several  methods  of  encouraging  State  Htle  V 
agencies  to  assume  expanded  responsibilities.  The  Improved  Pregnancy 
Outcome  and  In^nroved  Chfld  Health  projects  promoted  the  use  of 
planning  and  resource  development  strategies.  A  discussion  paper 
entitled,  *^A  State-Based  System  of  Child  Health  Care,^  outlined  problems 
in  the  ongoing  operations  and  suggested  possible  changes.  The  cmTent 
position  paper,  ^An  Organized  System  of  Child  Health  Care  in  Every 
State — Need-Potential-Mission,'*  offers  an  approach  to  ^an  organized, 
integrated  and  more  effective  system  of  health  care  for  mothers  apd 
children'^  through  advocacy,  needs  assessment,  planning^  resource  devel- 
opment, quality  assurance,  and  other  mechanisms.  These  activities  at  the 
Federal  and  the  State  levels  deserve  the  support  of  both  Congress  and  the 
Administration. 


RECOMMENDATIONS  FOR  IMPROVING 

TITLE  V 

Before  describing  a  series  of  recommendations  for  improving  Title  V, 
the  assumption  about  maternal  and  child  health  services  that  underlies 
them  should  be  made  explicit:  preventive,  curative,  and  restorative  health 
care  have  a  significant  impact  on  the  health  of  cdiildren  and  on  women 
with  fertility-related  needs  and,  therefore   programs  that  attempt  to 
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provide  such  care  in  a  more  eqmtable  manner  should  be  supported. 
Undoubtedly,  maternal  and  child  health  is  influenced  more  by  socioeco- 
nomic factors — poverty,  racism,  and  such  associated  problems  as  poor 
housing,  broken  families,  inadequate  education,  and  harmful  environ- 
ments— than  by  medical  care.  Nevertheless,  while  attempts  are  being 
made  to  reduce  the  impact  of  these  social  problems,  efforts  to  improve  the 
delivery  of  health  services  should  be  continued  and  expanded. 


Ccmtuiue  Federal-State  Partnership 

Theoretically  it  would  be  possible  to  eliminate  Title  V  and  to  develop  a 
totally  new  maternal  and  child  health  policy  and  a  new  organization  to 
implement  it.  Such  an  approach  has  much  to  recommend  it.  For  example, 
a  new  organization  would  not  be  burdened  with  antiquated  structures  and 
nonfunctional  traditions.  This  approach,  however,  is  probably  politically 
impossible  because  of  the  popularity  of  Title  V  with  Congress  and  the 
States,  which  perceive  it  as  a  form  of  health  revenue  sharing. 

Alternatively  the  present  Title  V  program  could  be  curtailed  gradually 
and  replaced  with  a  project  grant  system  under  v^ch  the  Federal 
Government  would  assume  leadership  in  developing  local  programs. 
Strong  arguments  have  been  made  for  this  method  of  increasing  Federal 
direction  and  control,  a  method  which  would  also  eliminate  many  of  the 
State-based  problems  in  the  current  State-Federal  partnership.  This 
approach,  however,  while  less  politically  offensive  to  Congress,  probably 
would  not  be  viewed  favorably  by  the  States.  Moreover,  it  ignores  both 
the  problems  inherent  in  federally  administered  programs  and  the  positive 
effects  of  State  participation.  This  country  may  be  too  large  and  maternal 
and  child  health  services  loo  diverse  to  be  managed  centrally  or  even 
through  re^onal  ofRces.  Although  the  Community  Health  Center's 
Project  is  administered  successfully  from  a  central  office,  its  program  is 
more  limited,  aimed  specifically  at  providing  primary  care  in  underserved 
areas.  The  broader  Title  V  programs  encompass  primary,  secondary,  and 
tertiary  services  and  educational  and  other  preventive  programs,  as  well  as 
research  and  training. 

Moreover,  responsibDity  for  public  health  is  an  important  function  of 
State  government.  Each  State  has  a  health  department  and  a  health  code. 
Title  V  agencies  can  use  these  important  resources  to  build  programs  and 
to  enforce  standards.  A  Federal  project  grant  would  neither  utilize  State 
planning  capacity,  nor  build  the  system  of  maternal  and  child  health  care 
that  clearly  is  essential.  More  likely,  it  would  cortinue  or  worsen  the 
fragmented  array  of  services  that  currently  characterizes  many  States. 


Specify  Title  Vs  Mandate 

The  first  essential  step  in  the  improvement  of  Title  V  must  be  taken  by 
the  Federal  Government.  The  responsibility  of  Federal  and  State  Title  V 
agencies  to  ensure  that  children  and  .^H  women  with  fertility-related  needs 
receive  high-quality  cart*  should  be  m  ^    clear.  Implicit  in  such  a  mandate 
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is  the  belief  that  Title  V  agencies  have  a  responsibili^  for  the  health  needs 
of  all  mothers  and  ^lildren,  not  just  those  served  by  Title  V-funded 
agencies.  For  some  States,  this  will  be  a  significant  change. 

The  assurance  rule  would  involve  working  with  primary  care  centers, 
ho^tal  ambulatory  care  programs,  schools,  local  health  departments,  and 
other  agencies  to  develop  networks  of  facUities  that  could  both  provide 
primary  care  to  mothers  and  children  and  monitor  the  quality  of  care  in 
such  facilities.  If  no  primary  care  facility  was  available  in  an  area,  the 
State  Title  V  agency,  in  conjunction  with  the  local  Health  Systems 
Agency,  could  assist  community  groups  in  i^^lying  for  the  appropriate 
State  or  Federal  funds.  State  Title  V  agencies  also  should  work  with 
Nfedicaid,  Title  XX,  and  other  funding  sources  to  raise  payment  levels  for 
maternal  and  child  healA  services  so  that  more  providers  would 
partic^wte,  to  increase  the  numbers  of  mothers  and  children  eligible  for 
Medicaid  and  other  payment  programs,  and  to  monitor  the  level  of  care 
provided  through  suc^  programs.  A  similar  role  should  be  played  by  State 
Title  V  agencies  in  r^ard  to  secondary  and  tertiary  care:  developing 
networlcs,  monitoring  quality,  educating  providers,  and  demonstrating 
new  services. 

The  State  Title  V  mandate  should  also  incliide  planning  because  it  is 
unlikely  that  the  problems  of  mothers  and  children  will  receive  adequate 
attention  from  the  local  Health  Systems  Agencies  or  their  State  of  Federal 
counterparts.  Collaborative  activities  with  these  agencies,  however,  should 
strengthen  the  Title  V  agencies*  ability  to  improve  maternal  and  child 
health  by  making  them  part  of  a  larger  advocacy  group  that  has  the 
resources  and  skills  necessary  to  plan  adequately  and  the  statutory 
responsibili^  for  the  approval  of  certain  types  <^  Federal  health 
expenditures.  ^ 

The  new  mandate  would  also  mean  increased  activity  for  the  Federal 
Title  V  agency.  Its  advocacy  role  would  be  crucial  both  in  convincing 
Congress  of  the  continuing  needs  of  women  and  children  and  in  woiking 
with  other  agencies  to  ensure  that  these  populations  receive  adequate 
attention.  If  the  State  Title  V  a^ncies  were  to  assume  the  functions  just 
described,  the  Federal  Title  V  agen^  would  need  to  provide  a  variety  of 
supportive  services.  Federal  and  regional  offices  would  require  personnel 
with  planning  and  other  tvpes  of  expertise  to  assist  the  States  in  assuming 
their  new  roies.  State  maicmal  and  child  health  plans  would  have  to  be 
monitored  carefully,  funding  requests  for  demonstration  projects  would 
need  to  be  evaluated,  and  consultation  services  provided  in  many  areas. 


Revitalizatkm  of  State  Flans 

If  a  new  mandate  for  Title  V  was  accepted  by  Congress  and  the 
Administration,  a  wide  range  of  actions  would  be  required  to  implement 

'^Tbe  Gooccp^  described  in  this  pmxmf^mph  and  in  the  section  that  foOaw^  on  ^Rcvitalizstkm  ofStrntc 
Plans'*  are  similar  to  those  expressed  in  the  Ptmnning  MMnumi  /or  the  Use  ofSuteMCH  mod  CC  Directors 
in  ibe  Dcvdopmcot  oCm  Strntc  Pfmn,  developed  in  1979  by  a  Conunittee  of  the  Association  <^  State  and 
Territorial  Directors  of  Maternal  and  Child  Health  and  Crippled  Chiklren*s  Programs^  chaired  by  John  C. 
ftCacQueen. 
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it.  Perhaps  the  most  basic  change  needed  would  be  in  the  mechanism  by 
which  Title  V  funds  are  awarded  to  the  States.  Although  the  Title  V 
statute  makes  approval  of  "a  State  plan  for  maternal  and  child  health 
services  and  services  for  crippled  children"  a  condition  for  receiving 
funding,  Uttle  attempt  has  been  made  to  use  the  State  plan  as  an 
instnm^ent  to  bring  about  change.  In  fact,  present  State  plans  have  little 
significance— the  Office  of  Maternal  and  Child  Health  has  not  required 
them  to  be  submitted  to  Washington  or  to  the  regional  offices  since  1968. 
Although  the  plans  must  be  available  for  inspection  by  regional  ofHcials  in 
State  Title  V  agencies,  there  is  little  evidence  that  anyone  reads  them 
except  to  check  that  they  meet  certain  statutory  requirements.  Conse- 
quently, most  States  have  ceased  efforts  to  produce  meaningful  docu- 
ments, and  only  superficially  update  their  plans  every  1  or  2  years. 

Because  the  statute  requires  approval  of  the  plans  as  a  condition  of 
funding,  these  plans  could  be  used  to  implement  the  new  Title  V  mandate. 
No  legislative  change  would  be  needed  because  Section  505  of  Title  V 
allows  the  Secretary  to  require  reports  and  to  determine  their  form  and 
content.  If  the  State  plans  were  viewed  as  a  mechanism  for  implementing 
a  new  Title  V  mandate,  however,  it  would  be  necessar\  to  specif  what  the 
plans  were  to  include  and  to  assign  staff  to  read  the  final  documents  and 
to  determine  whether  or  not  they  met  standards  for  funding  in  whole  or  in 
part. 

One  approach  would  be  to  require  each  State  plan  to  include  (1)  an 
analysis  of  resources  currently  available  and  plans  for  improvement  where 
necessary,  (2)  a  set  of  performance  standards  and  proposals  for  achieving 
them,  and  (3)  a  report  of  progress  in  both  areas  since  the  submission  of  the 
previous  plan.  The  resource  analysis  should  include  information  on 
services  available  to  children  and4o  women  with  fertility-related  needs  in 
every  subdivision  of  the  State.  Among  the  possible  subdivisions  would  be 
counties  or  State  health  areas  as  designated  by  the  State  Health  Planning 
and  Development  Agency.  For  each  subdivision  the  State  should  be 
required  to  show  the  sources  of  primary,  secondary,  and  tertiary  care  for 
children  by  age  group;  and  for  women  with  fertility-related  needs, 
including  pregnancy  and  delivery,  family  plaiming,  and  infertility.  These 
resources  should  include  programs  of  local  and  State  health  departments; 
federally  funded  primary  care  centers;  programs  based  in  schools. 
Head  Start,  and  day  care  centers;  ho^ital  facilities  including  ambulatory 
services:  health  maintenance  organizations;  National  Health  Service 
Corps  stations;  privately  fimded  organizations,  such  as  Planned  Parent- 
hood Clinics  or  Easter  Seal  services;  private  physicians;  and  other 
resources.  The  plan  should  indicate  financial  and  other  eligibility  criteria 
for  pubUc  programs,  and  the  availability  of  Medicaid  and  other  programs 
such  as  Supplementary  Security  Income  or  Title  XX  programs  to  finance 
care  not  available  without  cost  from  public  prpgrains. 

Once  all  resources  were  catalogued  by  area,  it  should  be  possible  to 
indicate  areas  in  which  public  facilities  were  inadequate  or  in  which 
women  had  insufficient  incomes  to  purchase  the  available  services.  The 
States  would  then  be  required  to  explain  how  they  planned  to  alleviate  the 


needs  of  the  populations  in  these  areas.  Examples  of  activities  directed  at 
undenerved  groups  might  include  the  following: 

(1)  R^ionalization  of  secondary  and  tertiary  care  centers  with 
transportation  provided  so  that  individuals  in  need  of  such 
services  could  be  brought  to  them. 

(2)  Requests  f<x  National  Health  Service  Corps  personnel  to  serve  in 
areas  without  resources. 

(3)  Modification  of  service;  currently  provided  by  public  programs 
in  order  to  meet  more  needs.  For  example: 

(a)  Converting  well-child  conferences  into  pediatric  ambulatory 
services  providing  all  types  of  primary  care;  and 

(b)  E9q»ndmg  school  health  services  into  facilities  providing  all 
types  of  primary  care  to  scfaool*age  clients. 

(4}  Assisting  ho^tals  in  devekqping  ambulatory  facilities  for  chil* 
dren  and  for  women  with  fertili^-related  needs.  Depending  on 
location  and  resources*  these  could  be  primary  care  facilities 
providing  preventive  as  wdl  as  treatment  services,  or  secondary 
or  tertiary  centers*  treating  individuals  with  complex  problems. 

(5)  Assisting  communities  in  developing  applications  for  primary 
care  project  grants  that  would  include  children  as  well  as  women 
with  fertility^related  needs* 

(6)  Negotiating  widi  State  Medicaid  agencies  about  coverage  for 
populations  neither  covered  by  public  programs  nor  able  to 
purchase  private  care. 

The  j^an  might  indicate  that  all  oth«-  possible  resources  had  been 
exhausted  and  that  the  only  way  of  providing  needed  services  was  through 
additional  Federal  funding-  To  meet  such  needs  a  ^>ecial  fund  for 
demonstration  prefects  would  be  set  aside. 

State  plans  in  this  new  format  would  need  to  be  carefully  reviewed  in 
the  r^onal  and  Federal  offices  to  ensure  that  they  were  comprehensive 
and  correct.  The  facilities  listed  as  available  for  providing  care  to  women 
and  children  ^ould  be  checked  against  a  list  of  primary  care  project 
grants^  National  Health  Service  Corps  placements^  hospital  listings, 
federally  supported  health  maintenance  organizations,  local  health  depart- 
ment services,  and  other  public  programs.  If  any  facility  that  was 
providing  or  had  the  potential  for  providing  services  was  omitted,  the 
State  would  be  asked  to  explain.  In  some  cases  it  might  be  that  the  facdlity, 
a  rural  health  center  for  example,  was  not  meeting  the  State  Title  V 
agency^s  standards  for  MCH  or  CCS  programs.  This  information  would 
then  be  transmitted  to  the  facility's  funding  source  for  appTOpnaxc  action. 
In  other  cases,  the  State  Htle  V  agency  might  not  have  the  authority  to 
diange  the  service  delivery  piattem  of  a  facility,  for  example,  a  county 
health  department.  Again,  this  information  would  be  discussed  with 
Federal  and  State  officials. 

I>uiing  the  review  process,  special  attention  would  be  paid  to  areas 
known  to  include  large  numbers  of  poor  and  minori^  populations  and  to 
rural  areas.  Plans  would  be  expected  to  show  evidence  of  targeting  of 
services  to  ihcsc  traditionally  underserved  groups. 
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A  second  required  component  of  each  State  plan  should  be  a  set  of 
performance  sundards  and  plans  for  achieving  them  within  a  2-ycar 
period.  The  Federal  Title  V  agency  in  cooperation  with  representatives  of 
State  agencies  and  others  in  the  field  of  maternal  and  child  health  would 
select  service  areas  in  which  performance  standards  could  be  established. 
The  regional  office  could  then  work  with  each  State  in  deciding  which 
standards  were  applicable  for  that  State.  For  example,  a  State  where  the 
infant  mortality  rate  was  significantly  above  the  national  average  might  be 
required  to  set  a  goal  of  reducing  that  rate  by  a  specified  amount  within  2 
years.  Another  State  with  a  low  infant  mortality  rate  could  be  required  to 
emphasize  another  area,  such  as  percentage  of  children  diagnosed  as 
having  a  specific  condition  who  were  referred  for  and  actually  obtained 
treatment  The  third  required  component  of  each  State  plan  should  be  a 
progress  report  describing  in  detail  the  State's  accomplishments  since  the 
previous  report,  with  special  emphasis  on  development  of  needed 
resources  and  achievement  of  performance  standards. 

Because  the  State  plans  in  this  new  format  would  require  considerable 
time  and  effort,  they  probably  should  be  developed  for  5-year  periods  with 
updating  required  every  2  years.  In  the  intervening  year,  only  a  shorter 
progress  report  would  be- submitted.  State  Title  V  agencies  should  be 
required  to  develop  their  plans  jointly  with  State  health  planning  agencies, 
and  consumer  input  should  also  be  mandated. 


Revision  ot  Reporting  Requirements 

Unless  current  reporting  requirements  are  revised.  Federal  oversight  of 
State  performance  under  the  new  mandate  would  be  difficult  if  not 
impossible.  The  Federal  TiUe  V  agency  should  decide  what  specific 
information  is  essential,  and  regulations  or  guidelines  should  be  developed 
reflecting  these  decisions.  Data  systems  should  be  developed  to  permit 
Federal,  State,  and  local  authorities  to  determine  not  only  how  Title  V 
funds  are  being  spent  and  the  numbers  and  characteristics  of  the 
population  served,  but  also  the  services  that  were  or  were  not  received. 
These  systems  should  also  make  it  possible  to  determine  the  cost  of 
services  at  various  sites. 

Regulations  regarding  financial  accountability  should  not  only  encom- 
pass the  information  to  be  provided,  but  also  should  indicate  uses  of  funds 
that  would  not  be  allowed.  For  example,  some  States  now  take  a 
percentage  for  overhead  from  the  State  Title  V  formula  funds.  Should  this 
be  permitted?  Many  States  distribute  a  considerable  portion  of  their  Title 
V  formula  funds  to  local  health  departments  to  support  their  maternal  and 
child  health  programs.  What  degree  of  control  should  the  State  have  oyer 
the  use  of  those  fimds?  Should  support  of  research.  State  laboratories,  vital 
statistics  sections,  and  other  projects  be  permitted?  I>eci$ions  on  these 

*'OMCH  has  begun  to  eocounge  Si*te  Title  V  agencies  to  undertake  this  type  of  planning.  Recently 
issued  -Xhiidelines"  f<T  both  an  Objectives  and  Activities  Report  and  an  Annual  Prograni  Performance 
Report  discuss  measurable  objectives,  activities  to  accomplish  tbem.  and  comparison  of  actual 
achievements  with  objectives.  These  guidelines  stress  services  for  aU  mothers  and  children,  and 
coopcrnUve  arrangements  with  other  bealtb-rdated  programs. 
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matters  cannot  be  made  imtil  a  new  set  of  report  forms  makes  it  clear  how 
funds  currently  are  used. 

Additionally,  a  series  of  outcome  and  performance  standards  to 
measure  program  impact  should  be  developed  by  Federal  officials  in 
collaboration  with  representatives  of  State  Tide  V  agencies.  Outcome 
measures  should  be  based  primarily  on  data  already  available  to  the  State 
through  birth  and  death  certificates,  hospital  admission  and  discharge 
records,  communicable  disease  reporting,  and  similar  sources.  Periodical- 
ly, States  might  want  to  use  their  funds  or  might  apply  to  the  Federal 
Government  for  funds  to  do  special  studies  that  would  require  the 
collection  of  new  information  through  sampling  of  records  or  household 
surveys.  The  data  systems  upon  which  accountability  is  determined  also 
should  provide  the  States  with  the  information  necessary  to  demonstrate 
needs  and  to  prove  progress. 


Oiaiiges  io  AdministiBtive  StnictiTO 

The  placement  of  the  Federal  Title  V  agency  in  the  Federal  bureau- 
cracy should  be  reviewed.  Although  the  Office  of  Maternal  and  Child 
Health's  present  position  within  the  Bureau  of  Community  Health 
Services  is  logical  in  terms  of  its  service  delivery  role,  an  expanded  role  in 
advocacy,  interagency  collaboration,  and  planning  would  suggest  olace- 
ment  higher  within  the  Public  Health  Service.  An  expanded  Federal  staff 
with  different  skills  would  be  essential  for  implementing  the  proposed 
recommendations.  Additional  staff  members  would  be  needed  to  work 
with  the  regional  offices  and  the  States.  The  new  emphasis  on  planning 
and  resource  development  would  require  the  recruitment  of  individuals 
with  skills  in  planning,  development  of  data  systems,  administration,  and 
related  areas,  in  addition  to  those  with  traditional  clinical  skills. 

These  recommendations  would  apply  to  the  regional  offices  as  well, 
where  additional  maternal  and  child  health  staff  would  need  to  be  chosen 
on  the  basis  of  abilities  in  the  new  areas  of  emphasis.  These  staff  members 
should  be  in  positions  that  enable  them  to  bring  the  pHjwer  of  the  Federal 
Government  to  bear  on  the  solution  of  State  problems. 

States  may  also  wish  to  change  staffing  patterns.  For  example,  a  State 
may  want  to  appoint  an  individual  with  training  and  experience  in 
planning,  administration,  or  a  similar  field  to  serve  as  director  of  its  MCH 
or  CCS  program.  This  appointment  would  require  a  change  in  the  Federal 
regulations,  which  currently  require  that  a  physician  be  the  director. 

New  Emphasis  in  Training 

In  1980,  most  of  the  Title  V  training  fimds  were  used  for  training 
clinicians.  If  the  new  mandate  were  adopted,  however,  a  large  number  of 
professionals  familiar  with  maternal  and  child  health — but  with  skills  in 
planning,  data  analysis,  administration,  and  related  areas — would  be 
necessary.  Federal  priorities  would  need  to  be  shifted  to  make  fimds 
available  for  the  training  of  such  individuals.  The  Federal  planning 
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agencies  should  be  consulted  to  determine  the  feasibility  of  coUaborative 
training  programs. 


Increase  in  Title  V  funds 

A  sifmincant  increase  in  Title  V  funds  would  be  necessary  to  implement 
the  mmms  described.  To  assist  the  State  Tide  V  agencies  in  tbeir 
tranation  to  a  new  mandate  and  a  new  State  plan  format*  additional  funds 
should  be  made  available  for  coUecting  the  information  necessary  to 
develop  the  resource  analysis  and  the  performance  standards.  Five  milhon 
dollars  per  year  for  2  years  probably  would  be  sufficient  and  could  be 
distributed  among  the  States  on  the  basis  of  population. 

Another  mechanism  for  assisting  the  States  and  for  providing  an 
incentive  for  planning  would  be  a  resource  development  fund  set  aside  m 
each  State's  Title  V  maternal  and  child  health  and  cnppled  children  s 
services  allocation.  States  would  apply  for  permission  to  use  aU  or  part  of 
this  resource  development  fund  for  community  projects  where  need  had 
been  demonstrated  in  the  State  plan.  The  Federal  Tide  V  agency,  m 
consultation  widi  die  regional  office,  would  determine  if  the  project  was 
essential  and  would  release  the  funds  accordingjly.  Because  die  resource 
development  funds  would  be  intended  to  serve  as  a  source  of  financmg  for 
demonstration  projects,  die  States  would  be  required  to  develop  plai^  for 
the  jiradual  phasing  out  of  Tide  V  funds  for  each  demonstration.  If  a  State 
was  unable  to  prove  it&  need  for  any  or  aU  of  the  resource  development 
funds,  they  would  revert  to  the  Federal  Government  for  direct  fundmg  of 
projects  in  underservcd  areas,  preferably  in  the  same  State. 

Changes  in  the  Formula 

Additional  changes  in  die  formula  for  distributing  Tide  V  funds  should 
be  considered.  The  rural  emphasis  of  die  formula  is  particularly  m  need  of 
recvalution.  Evidence  suggests  diat  it  has  not  been  successful  m  targctmg 
services  to  rural  areas.  Also,  many  urban  areas  currendy  have  die  worst 
maternal  and  child  hcaldi  problems.  A  formula  based  on  cither  Ae 
percentage  of  children  and  of  women  of  childbearing  age  m  medically 
imdersoved  areas  or  on  the  proportion  of  children  in  poverty— rather 
than  on  births  and  rural  setting— might  provide  a  more  equitable 
distribution  of  funds.  The  continuation  of  the  supplemental  516  funds  and 
the  impact  of  diat  section  on  die  States  receiving  those  funds  also  should 
be  studied. 


Penalties  for  NonccMnpliance  or 
Poor  Performance 

To  move  the  States  into  their  new  redes,  disincentives  also  might  be 
necessary.  Currendy,  if  a  State  is  not  in  compliance  widi  the  ^w,  die 
Social  Security  Act  only  provid-^  for  a  total  loss  of  Tide  V  funds.  This 
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penalty  has  never  been  carried  out  and  should  be  removed  from  the 
legisbttioo  as  impractacal  bemuse  its  enforcement  would  penalize  the 
recipients  of  services  more  than  the  Tide  V  agencies. 

Nevertheless,  the  stipulation  that  Ude  V  funding  is  dependent  upon  the 
receipt  of  an  acc^>table  State  plan  should  carry  with  it  a  penaity.  The 
Federal  Title  V  agen^  should  have  the  right  to  withhold  all  or  part  of  the 
State  Tide  V  agency's  allocation  if  it  cannot  produce  an  acceptable  plan,  if 
only  part  of  the  plan  is  acceptable,  or  if  it  cannot  show  evidence  of 
satisfactory  progress  in  resource  distribution  or  performance  standards. 
The  withheld  funds  would  then  be  made  available  either  to  another 
agen^  in  the  State  (such  as  a  medical  school  or  an  agency  that  could 
develop  £n  acceptable  |^an>  or,  as  a  last  resort,  to  a  team  of  Federal 
enqrfoyees  who  w<M]ld  a^tmr**'***'*'  the  program  until  such  time  as  the  Title 
V  agency  was  able  again  to  assume  responsibility  for  its  own  program.  In 
efHxt,  this  would  be  a  form  of  receivership  and  by  its  mere  presence  in  law 
or  rq^uiation  would  provide  the  Fecial  Government  with  a  threat  that  it 
could  use  to  help  motivate  State  governments.  An  additional,  but  less 
radical  penalty,  would  be  the  loss  of  resource  development  funds  in  cases 
where  the  need  for  such  funds  was  inadequately  dociunented  in  the  State 
plan.  Appropriate  processes  to  prevent  unfair  decisions  would  be  essential. 

ContinuatkHi  of  Crippled  Oiiktren's 
Services  Program 

Any  attempt  to  change  Title  V  ^ould  give  considerable  attention  to  the 
need  for  continuing  the  Crippled  Children's  Services  Program  as  a 
separate  entity.  In  the  era  of  Medicaid,  the  Siqyplemental  Security  Income 
Program,  the  Education  for  All  Handicapped  Children  Act,  and  other 
Federal  and  State  programs  for  children  with  ^>ecial  needs,  the  CCS 
program  must  have  a  unique  function  to  Justify  its  continuation. 

A  rec<»nmendation  r^Euding  the  CCS  program,  however,  would  scct>  i 
prcmataxc  More  information  is  needed  about  current  program  operati;:^^! 
and  the  potential  for  other  funding  sources.  Moreover,  States  cannot  be 
expected  to  completely  reorganize  all  existing  programs;  changes  should 
be  undertaken  gradually.  A  radical  sUft  in  the  CCS  program  before  other 
mechanisms  are  in  place  would  jeopardize  the  weU-being  of  a  very 
vulnerable  population. 

CONCLUSIONS 

Tide  V  is  one  of  the  oldest  Federal  health  care  programs.  Moreover, 
there  can  be  little  doubt  that  its  services  have  improved  the  health  of 
mothers  and  children.  But  times  change,  new  problems  afypear,  and  new 
re^xmses  are  necessary.  The  proliferation  of  other  programs  with 
mandates  to  improve  maternal  and/or  child  health  surest  that  the  Title  V 
agencies  are  experiencing  difficulties  in  accomplishing  their  legislative 
xmssion — or  that  they  have  done  an  inadequate  job  of  explaining  that 
mission. 
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The  recommendations  in  this  report  are  based  on  the  assumption  that  a 
Federal  agency  and  State  agencies  where  the  sole  function  is  to  protect  the 
health  of  children  and  women  with  fertility-related  needs  are  still 
necessary— even  in  an  era  of  family-based  care.  Theoretically  at  least,  a 
Federal-State  partnership  appears  to  be  the  most  suitable  mechanism  for 
ensuring  that  these  populations  receive  the  health  care  they  need.  And, 
because  Title  V  agencies  have  a  long  history  in  this  area,  their 
continuation  is  urged. 

Mothers  and  children  are  the  ones  who  need  protection,  however,  not 
the  agencies.  In  recent  years  the  performance  of  some  State  Title  V 
agencies  has  been  poor.  The  continuing  high  rates  of  infant  mortality  in 
certain  areas,  the  fragmented  approach  to  children  with  severe  handicaps, 
and  the  neglect  of  adolescent  pregnancy  until  recently,  to  cite  just  a  few 
examples,  show  lack  of  leadership  and  reluctance  to  stray  from  conven- 
tional programs.  The  outstanding  performance  of  other  States,  however, 
suggests  that  the  problem  is  not  inherent  in  the  Title  V  mechanism  itself. 

This  report  urges  a  new  mandate  for  Title  V  and  new  procedures  for 
implementing  it.  Other  organizations  both  within  and  outside  the  Federal 
Government  also  arc  examining  Title  V  and  making  recommendations. 
Whatever  approach  is  taken  should  be  closely  monitored.  In  principle,  the 
Title  V  agencies  can  be  revitalized  and  the  process  can  have  a  measurable 
impact  on  maternal  and  child  health.  Nevertheless,  Congress  and  the 
States  should  be  prepared  to  place  the  health  of  women  and  children 
above  the  survival  of  i>gencies,  and  to  develop  a  new  system  if  this 
revitalization  does  no  succeed. 


APPENDIX  A 

The  Social  Security  Act 
Public  Law  271 — 74th  Congress 
Enacted  August  14,  1935 


TITLE  V— -GRANTS  TO  STATES  FOR  MATERNAL 

AND  CHILD  WELFARE 

Part  1 — Maternal  and  Child  Health  Services 


Appropriatkm 

Section  501.  For  the  purpose  of  enabling  each  State  to  extend  and 
improve,  as  far  as  practicable  under  the  conditions  in  such  State,  services 
for  promoting  the  health  of  mothers  and  children,  especially  in  rural  areas 
and  in  areas  suffering  from  severe  economic  distress,  there  is  hereby 
authorized  to  be  appropriated  for  each  fiscal  year,  b^inning  with  the 
fiscal  year  ending  June  30,  1936,  the  sum  of  $3,800,000.  the  stuns  made 
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•VBSabie  ttader  this  section  thall  be  used  for  making  pAyxncnts  to  States 
which  have  si^outied,  and  had  approved  by  the  Chief  of  the  Chxidrea's 
Bureau*  State  plans  for  such  services. 


Part  2— Services  for  Crippled  Chfldren 


Section  511.  For  die  puipoae  of  enabling  eacdi  State  to  extend  and 
in^nowe  (e^>ecially  in  rural  areas  and  in  areas  suffering  from  severe 
economic  distiessX  as  far  as  practicable  under  the  conditions  in  such 
State,  serWoes  for  locating  crif^xled  children,  and  for  providing  medical, 
surgical,  corrective,  and  other  services  and  care,  and  facilities  for 
diagnoBtn,  hospitalization,  and  aftercare,  for  children  who  are  crippled  or 
who  are  soffeiing  from  conditions  which  lead  to  crippling,  there  is  hereby 
aulfaonzed  to  be  i^ipropriated  for  each  fiscal  year,  bcgiiming  with  the 
fiscal  year  ending  June  30^  1936,  the  sum  of  $2,850,000.  The  sums  made 
available  under  this  section  shall  be  used  for  making  payments  to  States 
whidi  have  submitted,  and  had  i^iproved  by  the  Chief  of  the  Children's 
Bureau.  State  plans  for  such  services. 
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THE  EFFECTIVE  INTEGRATION 
OF  MATERNAL  AND 
CHIIJ)  laEALTH  CONCERNS 
INTO  THE  GENERIC  HEALTH 
SYSTEMS  PLANNING  PROCESS 

by 

Mary  Amn  Holohean.  B*A,^ 


PURPOSE  AND  SCOPE 

No  mechanism  or  set  of  mechanisms  currently  exist  for  the  effective 
integration  of  matemai  and  child  health  care  needs  within  the  health 
planning  structure  of  th;;  United  States.  In  part,  this  is  a  result  of  the  lack 
of  an  effective  structure  for  planning  witbin  matemai  and  child  health 
programs.  Effective  integration  of  matemai  and  child  health  care  into  the 
health  planning  process  can  be  iccomplished  only  if  a  major  reform 
occurs  in  program  planning  for  matcnal  and  child  health* 

Cfafld  advocates  have  frequently  i  jcsscd  the  importance  that  children 
have  health  problems  quite  separate  &om  those  of  adults  and  that  the 
maintenance  of  good  health  in  childhood  is  essential  to  lifelong  health  and 
intelligent  health  behavior.  Therefore,  planning  for  children  should  have 
high  priority  in  the  development  of  overall  plans.  This  basic  theme  is 
reflected  in  the  prologue  to  Uie  Michigan  Child  Health  Plan,  developed  by 
the  MichTgan  Chapter  of  the  American  Academy  of  Pediatrics. 

A  trufy  effective  plan  mi  t  .ot  fragment  care  of  the  child  .  .  .  factors 
outside  the  health  care  n^stem  profoundly  influence  the  health  status 
of  children  SLSid  profoundly  interfere  with  delivery  of  health  care 
under  the  present  system.  Income,  nutrition,  housings  cnvironmezital 
factors,  general  and  health  education,  racial  and  social  discrimina- 
tion and  availabiU^  of  transportation  are  all  factors  not  susceptible 
to  manipulation  by  the  present  health  care  delivery  system.  Failure 
to  recog;nize  diese  Actors,  especially  as  they  relate  to  child  health, 
and  to  plan  objectives  in  these  areas,  will  doom  any  health  care 
{banning  to  incomplete  and  inadequate  improvement  in  health  status 
of  the  taxget  population  . . .  Objectives  in  these  areas  are  not  the 
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primary  charge  of  the  (health  services  agencies)  at  this  time,  but  we 
encourage  their  inclusion  since  they  exert  an  effect  on  health  status 
as  profound  as  any  other  factors.  TL*y  currently  represent  the  major 
obstacles  to  inqwovement  of  health  status  (/)- 
This  statement  presents,  in  effect,  a  view  of  child  health  concerns  that 

recognizes  the  significance — indeed  the  necessity— of  a  systems  reference. 

It  is  this  systems  perspective  that  informs  the  best  of  overall  health 

planning  activily. 


BASIC  ASSUMPTIONS 

Planning  has  been  described  as  anticipatory  decisionmaking:  the 
dr^ign^g  of  a  desired  future  and  the  effective  ways  of  bringing  about  that 
future.  Planning  is  commonly  based  on  five  basic  premise? 

(1)  Change  is  desirable 

(2)  Ordered  change  is  possible  and  at  least  partially  mfluenced  by 
human  beings 

(3)  Future  events  can  be  influenced  for  the  better 

(4)  Conscious  commitment  to  action,  or  the  intent  to  intervene,  is 

preferable  to  passive  inaction 

(5)  Choices  must  be  made  and  limited  resources  aTocated 
Assumptions  based  on  these  premises  are  stated  in  the  California  State 

Health  Plan,  1980-1985  and  specify  that  the  role  of  health  planning  is  to 
articulate  (1)  ways  to  protect  and  improve  the  health  status  of  all  people 
living  and  working  in  the  State,  and  (2)  ways  to  increase  the  efficiency  and 
effectiveness  of  health  resources  in  the  State.  Although  health  status  and 
the  health  s>-stems  are  usually  thought  to  be  related,  the  coimections  are  m 
fact  complex  and  for  many  health  problems,  not  yet  demonstrated.  Thus, 
effective  health  plaiming  must  be  based  on  four  assumptions.  These 
assumptions  form  the  foundation  on  which  the  contemporary  health 
planning  movement  is  built  (2"). 

Rrst,  health  status,  or  the  level  of  health  of  an  individual  or  a 
population,  is  the  product  of  four  related  but  distinct  factors: 

•  Human  biology 

•  Environment 

•  Behavior 

•  Health  care  services 

This  model  implies  that  an  enormous  range  of  social  factors  has  an  unpact 
on  health  status.  As  this  imderstanding  grows,  the  notion  of  a  "heal^ 
service"  expands.  Whereas  "health  care**  was  once  synonymous  with 
"medical  care,"  it  now  encompasses  many  services  and  activities  um-elated 
to  traditional  providers  such  as  physicians  or  hospitals.  The  "health 
resources"  for  health  planning  expand  correspondingly  as  the  roles  of 
biology,  environment,  and  behavior  become  clearer. 

For  purposes  of  health  planning,  a  second  assumption  is  the  existence  of 
a  "health  ^tem,"  including  the  resources  needed  for  health  services,  the 
variety  of  services  offered,  and  the  results  or  "outcomes"  of  having 
services  available.  However,  this  ^tem  encompasses  a  wide  range  of 
himian  services  including  job  availability,  income  maintenance.,  housing. 
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education,  utilities^  recreation,  and  social  services;  all  of  these  services  are 
part  of  the  ^^environment**  thai  influences  health  status  and  competes  for 
resources  used  by  the  health  system. 

A  third  assumption,  as  described  in  the  California,  State  Hcaltb  Plan^  is 
ihSLt  the  ultimate  task  <^  health  planning  is  to  develop  a  set  of  policies  and 
actK>ns  to  influence  the  character  of  health  care  over  time.  These  policies 
provide  Ae  direction,  in^>iration,  and  justification  for  the  necessary 
decisions  made  by  comiimers,  provid^rs^  players,  and  all  levels  of 
government  to  resolve  i: :  Jth  problems  and  to  realize  change. 

Finally,  health  systems  fanning  assumes  that  health  policy  is  rooted  in 
deephr  held  cultural  values  concerning  (1)  the  nature  of  life,  (2)  the 
meanii^  of  death,  (3)  the  reafi^  of  individual  choice.  (4)  the  proper  role  of 
government  and,  (5)  the  relationships  among  rights,  responsibilities,  and 
power.  Such  values,  which  vary  widely  among  individuals  and  groups, 
complicate  discussions  of  health  policy  by  introducing  a  measure  of 
irrationality  and  considerable  controversy.  The  controversy  may  be 
modified  by  new  research  results,  new  theories,  and  new  technology,  but, 
again,  it  may  not  be-  The  process  of  plaxming  is  thus,  perhaps  most 
importantly,  a  mechanism  for  revealing  and  resolving  widely  divergent 
opinions. 

Tliese  assumptioTis  imply  that  health  systems  planning  is  concerned 
with  j:  level  of  comprehensiveness  best  articulated  by  Henrik  Blum  in  his 
1974  book.  Planning  for  Health  (3y  Blum  described  comprehensive 
planning  for  health  as  being  concerned  with: 

•  All  manifestations  and  consequences  of  departures  from  health 
and  all  inputs  to  health 

m  All  parties  involved,  including  joint  action  among  the  major  levels 
of  govenmient — Federal,  State,  regional,  and  local;  joint  ventures 
among  tlie  public,  semipublic  and  private  medical  interests;  joint 
ventures  of  the  health  professional  and  with  the  health  layn:i^n 
and  consumer;  joint  ventures  between  the  various  subsections  of 
the  health  world;  and  the  marriage  of  technology  and  politics 

e  AU  aspects  of  healthcare 

•  All  aspects  of  the  planning  process  including  more  efficient 
planning  techniques,  making  conscious  choices  among  the  modes 
of  planning  and  among  the  roles  and  functions  open  to  a  planning 
body  once  it  understands  what  alternatives  are  available  and  what 
these  options  offer  to  the  community 

•  Concern  with  planning  at  all  levels,  including  appropriate  activi*- 
ties  at  all  levels  of  planning  and  relationships  between  levels 

•  Concern  for  guidance  of  a  complex  social  system 

A  growing  number  of  children  reportedly  reflect  illnesses  or  health 
problems  ftmdamentally  associated  with  social  ills:  namely  pover^> 
degeneratmg  environment,  nutritional  deficits,  accidents,  and  psychocul- 
tizral  Actors  {4>.  One  effect  of  the  distribution  of  child  health  problems  is 
to  create  groiqps  that  focus  concentrated  energy  and  political  attention  on 
the  treatment  of  chronic  problems.  This  focus  tends  to  dissipate  concern 
and  i.ttention  from  the  systemic  causes  of  cbSld.  health  problems. 

Thus,  an  interesting  parallel  «dsts  between  child  health  and  health 
systems  planning:  both  require  a  systems  perspective  for  effective 
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resolution  of  problems,  yet  both  are  hampered  in  the  quest  for  that 
perspective  by  immediate  pressures  for  resolution  of  specific  problems. 
With  respect  to  health  systems  planning,  this  pressure  is  in  the  form  of 
Federal  Government  demands  in  that  health  planning  agencies  demon- 
strate success  in  cost  containment.  In  child  health,  the  focus  is  often  on 
the  treatment  of  a  single  manifestation  of  the  problem  of  child  health 
rather  than  on  causative  factors. 

The  value  and  aspirations  that  underlie  contemporary  health  systems 
planning  are  assumed  to  be  fully  compatible  with  those  underlying  child 
health  advocacy.  In  fact,  concern  for  chUd  health  is  much  more  in  keepmg 
with  the  original  purpose  of  health  systems  plaiming  than  the  more  narrow 
issue  of  cost  contaiiunent  in  the  health  care  industry,  which  has  consumed 
so  much  of  the  health  planning  movement's  energy  in  recent  times.  This 
assumption  naturally  leads  to  a  second,  namely  that  attitude  and  shared 
understanding,  more  than  specific  technical  approaches,  are  the  critical 
precursors  to  the  integration  of  child  health  into  health  systems  planning. 

The  systems  perspective  facilitates  two  additional  assumptions.  First, 
the  integration  of  maternal  and  child  health  must  occur  at  all  levels  of  the 
system  to  ensure  effectiveness.  Attention  mi^st  be  focused  at  the: 

•  Federal  level,  where  much  of  the  organizational  fragmentation 
originates  in  maternal  and  child  health 

•  State  level,  where  the  major  decisions  are  made  regarding 
maternal  and  child  health  resource  allocation,  and 

•  Local  leveU  where  children  and  their  parents  manifest  health  care 
needs  and  receive  services 

Second,  to  be  effective,  the  integration  of  maternal  and  child  health 
concerns  into  the  general  health  systems  planning  process  must  occur 
throughout  this  process — including  its  public  education,  planning,  regu.^- 
tory,  and  technical  assistance  aspects— rather  than  exclusively  at  any  one 
point  in  the  process. 


BARRIERS  TO  AND  E^^CE^^^VES 
FOR  INT5LGRATED  PLANNING 

Numerous  barriers— some  traditional,  some  of  more  recent  vintage- 
impede  the  integration  of  child  health  into  general  health  systems 
planning.  Some  of  the  significant  barriers  to  the  participation  of  maternal 
and  child  health  interests  in  health  systems  planning  are  described  as 

follows:  J  t- 

•  Disagreement  with  the  concept  of  decisionmakmg  that  underlies 
health  plaiming,  involving  as  it  does  a  wide  variety  of  interests 
that  characterize  health  systems  planning,  and  a  strong  sense  on 
the  part  of  maternal  and  chUd  health  professions  that  the 
requirement  for  a  consximer  majority  on  health  planning  agency 
boards  results  from  a  "distrust"  based  on  experience  or  of  those 
responsible  for  the  health  system. 

•  Maternal  and  child  health  professionals  and  advocates  often  view 
health  planning  boards  as  dominated  by  persons  who  are 
insensitive  to  and  lack  knowledge  about  maternal  and  child  health 
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needs  and  therefore,  fear  that  categorical  perspective  will  be  lost 
became  maternal  and  child  health  services  are  competing  with  a 
wide  variety  of  other  health  care  interests. 

•  Considerable  pressure  on  health  planning  agencies  at  both  State 
and  local  levels  to  control  the  cost  of  physical  health  care  through 
limiting  ho^tal  expansion  and  purchase  of  equipment  has  led 
some  maternal  and  child  health  advocates  to  believe  that  health 
planning  agencies  will  have  limited  time  for  and  interest  in 
maternal  and  child  health. 

m  Few  incentive  exist  for  maternal  and  child  health  advocates  to 
engage  in  integrated  planning  activities  because  they  perceive  few 
financial  rewards  accruing  from  such  involvement,  and  the 
benefits  of  coordinated  planning  do  not  outweigh  the  tir>e  aizd 
effort  spent  away  from  direct  provision  of  maternal  an^l  cMid 
health  services  or  program  planning  activities. 
Significant  barriers  to  health  planning  agency  integration  of  maternal 
and  ^lild  health  include  ihc  following: 

m  Maternal  and  child  health  professionals  and  advocates  are  often 
not  represented  on  either  statewide  health  coordinating  councils 
or  on  health  systems  agen<^  boards. 

•  The  pressure  on  health  planning  agencies  to  demonstrate  success* 
ful  cost  containment  combined  with  funding  limitadons  has 
caused  many  plaiming  agencies  to  focus  their  activities  on  the 
institutional  health  system^  a  system  with  only  limited  relevance  to 
child  health  concerns. 

•  Preoccupation  with  cost  containment  has  also  resulted  in  the 
commitment  of  a  substantial  amount  of  planning  agency  resources 
to  regulatory  functions,  particularly  those  activities  related  to 
^^certificate  of  need.**  Particularly  in  small  agencies,  this  often 
results  in  very  limited  attention  to  the  resource  development 
activities  and  preventive  health  strategics  that  are  natural  allies  of 
child  health  efforts. 

•  Unique  requirements  and  processes  for  maternal  and  child  health 
program  fbnding  requests  often  do  not  fit  the  general  review 
criteria  used  by  both  health  services  agencies  and  statewide  health 
coordinating  councils  in  their  review  and  evaluation  of  proposed 
projects.  Effective  evaluation  of  pr<^x>sals  requires  the  develop- 
ment of,  (1)  a  knowledge  base  sp^ific  to  maternal  and  child 
health  needs  and,  (2)  a  set  of  criteria  appropriate  to  these 
programs;  neither  exists  at  present. 

•  The  variety  of  funding  sources  and  administrative  systems  for 
maternal  and  child  health  services  at  the  Federal,  State  and  local 
levels  complicates  efforts  to  integrate  planning. 

In  spite  of  these  serious  barriers  to  integrated  planning,  significant 
incentives  do  exist  for  increased  int^ration.  These  include: 

•  Key  elements  in  the  maternal  and  child  health  field,  including  the 
American  Academy  of  Pediatrics  and  child  advocacy  groups,  are 
encouraging  the  participation  of  their  members  in  health  planning 
activities. 

•  The  role  of  the  health  planning  system  and  its  impact  on  future 
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maternal  and  child  hcaltk  services^  especially  through  reviews  of 
Ortiflcate  of  Need  and  appropriateness  related  to  child  healthy 
virtually  mandate  the  particiiTation  of  maternal  and  child  health 
into^ests  in  the  health  planning  system.  ' 

m  Lticreased  block  grant  and  revenue  sharing  funding  would  mini- 
mize categorical  funding  for  maternal  and  child  health  services 
unless  maternal  and  child  health  advocates  are  actively  and 
purposefully  involved  in  health  ^stem  planning. 

•  Improved  data  collection  and  analysis  in  maternal  and  child 
health  are  possible  through  integrated  planning  activities.  The 
pc^pulation-based  planning  perspective  that  is  characteristic  of 
health  systems  planning  has  the  potential  for  encouraging  preven- 
tion, health  education^  and  communis  health  promotion  services 
and  activities,  all  of  whidi  are  particularly  relevant  to  child  health. 

CURRENT  EXPERIENCE  IN  INTEGRATING 
Cmur  HEALTH  CONCERNS  INTO 
HEALTH  SYSTEMS  PLANNING 

The  roles  and  responsibilities  of  health  planning  agencies  at  the  State 
and  regional  levels  can  be  grouped  into  five  general  categories.  (See  table 
1.)  Each  of  these  categories  has  the  potential  for  increasing  agency  activity 
in  the  area  of  child  health. 

TABLE  -I.  HMHh  Planning  AQMicy  Hol—  and  Rggponafcau—  


A^a&rrcy  managamant 
Oaxa  fnanagamant 
Methods  davalopmant 
Raaaarch 

Technical  aaslstanca 
Board-councO  suppon 
Continuing  education 

naflt<aWnn  

Cartificata  of  need 
Federal  funds  review 
Appropriataneas  review 

Public  education 
Advocacy 

Plan  Implementation 
Intoragen^  agraamants 
Coordination 


In  spite  of  a  gcii^al  perception  to  the  contrary,  survey  evidence 
indicates  that  a  substantial  amount  of  attention  to  child  health  has 
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identification 
Plan  davalopmant 
Planning  guidanca 
Needs  analysis 
l^eetth  statua-haatth 


Target  araa  analysas 


Poficy  analysis 
Policy  recommendations 
Legtstative  program  review 


transpired  at  the  health  systems  agency  leveL  This  attention  has  been 
focused  primaxity  on  the  agency's  planning  role.  In  addition,  a  large 
number  of  agencies  have  addressed  the  issue  of  obstetric-pediatric  bed 
ixqipfy,  but  primaziiy  in  the  context  of  acute  hospital  bed  need  rather  than 
whfam  a  broader  maternal  and  child  health  perspective. 

A  recent  survey  by  the  Boston  University  Center  for  Health  Planning  of 
HSAs  throughout  the  United  States  indicates  that  health  systems  agencies 
have  focused  primarily  on  five  areas  within  child  health:  infant  mortality^; 
prenatal  care;  teenage  pregnancy  and  family  planning;  immunization  and 
general  prevention;  and  fluoridation,  with  special  en^hasis  on  fluoride 
rinse  programs.  A  summary  of  the  maimer  in  which  HSAs  have  addressed 
these  areas  is  Iwiefly  outlined  below. 


Infant  Mortality 

Problems  Identified 

•  Rate  variations  by  area  and  by  reason  for  variance 

•  Associated  factors  including  race,  age  of  mother,  area  (urban, 
suburban,  rural,  elevational),  birth  weight,  service  availability 
(hospitals,  clinics,  manpower) 

Recommended  Sointiotis 

•  Goal  setting  related  to  reduction  of  mortality  rates 

•  Study  and  expand  accessibility  to  services,  with  attention  to 
regionalized  perinatal  services;  study  expanded  use  in  hospitals 
and  clinics  of  nurse  midwife,  ntirse  practitioner,  physicians 
assistants 

•  Inclusion  of  health  education  in  perinatal  services,  including 
dietary  counseling  and  family  plarming 

•  Funding-reimbursement  support  and  expansion  of  Women,  In- 
fants and  Children  (WIC),  Maternity  and  Infant  Care  (MIQ 
programs;  in^rove  third-party  reimbursement;  seek  demonstra- 
tion grants 

•  The  development  of  more  comprehensive  data  bases  in  coopera- 
tion with  PSRO's  and  State  health  departments 


PreT»'*taI  Care 


Problems  with  service  delivery  are  related  to  public  awareness, 
accessibility,  low  utilization,  quality  (Including  the  effects  of 
service  quality  on  infant-maternal  deaths),  maldistribution,  and 
lack  of  coordination 

Problems  with  education  are  related  to  child  birth,  prenatal, 
parenting,  family  plaiming,  high  risk  factors  (particularly  to  teens 
and  minorities) 


649 


651 


•  The  reimbursetncnt  system  is  inadequate  for  prenatal  care  and 

education  -      «•  *• 

»  Training  of  nurse  midwivcs,  nurse  practitioners,  and  staff  ot 
hospitaS  providing  obstetrical  services  is  not  uniformly  adequate 

•  Mo*«  on  5ie  above  problems  is  needed  as  weU  as  on  the  number 
<rf-  women  receiving  care  and  the  relationship  of  low  birth  weight 
to  extent  of  prenatal  care 

Recommended  Solutions 

•  Services:  Develop  network  of  r^onalized  perinatal  services, 
education  programs  and  outreach  programs;  recrmt  medical 
doctors  to  undereerved  areas;  increase  ambulatory  care  coverage 

•  Education:  Evaluate,  extend,  and  develop  new  public  information 
campaigns,  with  particular  attention  to  populations  at  risk 

•  Reimbursement:  Encourage  third-party  payers  to  cover  prenatal 
education  as  well  as  other  prenatal  care  services  and  support  the 
establishment  of  better  reimbursement  rates  and  methods 

•  Training:  Provide  education  and  support  for  nurse  midw.ves, 
registered  nurses,  physicians  assistants,  and  nurse  practitioners 
aiSTsupport  childbirth  education  campaigns  in  hospitals  provid- 
ing obstetrical  services 

•  nSta.-  Work  with  PSRO's  to  develop  more  comprehensive  data 
bases  on  areas  of  need,  utilization  of  services,  outcomes,  etc. 


Family  Planning 


Problems  Identified 

•  Services:  Lack  of  data  to  support  need  for  services  in  many  ar«is; 
insufficient  services  where  need  is  documented;  lack  of  knowledge 
of  or  interest  in  services  where  the  need  is  do:=umented 

•  Funding:  Lack  of  funding  for  programs  and  insurance  coverage 
for  program  services 


Documented  Solutiotis 

•  Services:  Review  current  services  and  expand  where  nec^saiy; 
establish  family  planning  cHnics;  develop  sex  educaUon-faimly 
education  programs  in  schools  and  coordinate  referral  programs; 
provide  hospital  services  during  post  partum  period;  develop 
outreach  programs  for  teens  and  other  high  risk  populations;  and 
develop  data  and  assessment  programs 

•  Funding:  Support  legislative  efforts  to  change  third-party  payer 
insurants;  increase  levels  of  Tide  XX  and  Medicaid  funding;  and 
use  of  Medicaid  funds  for  abortions 
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Teen^e  Pregnancy 


Problems  Identified 

•  Martality  rates:  Teens  are  at  risk  for  low  birth  weight,  birth 
defects,  and  higjh  infant  mortally  rates 

•  Education:  Lack  of  educational  programs  and  family  planning 
services  for  teens;  controversy  over  parental  consent  requirements 

Recommeiided  Sohitions 

•  Education:  Expansion  of  in-schoo1  and  outreach  programs  for 
coimseling^  contraceptive  information,  prenatal  care,  family  r'an-- 
ning,  and  parenting 

•  Legislation:  Laws  regarding  parental  consent  for  education 
services  and  for  abortions  should  be  reexamined  and  amended 

•  Funding:  Funding  sources  and  innovative  demonstration  pro- 
grams should  be  investigated 


Immunization 

Problems  Identified 

•  Education:  Present  immunization  legislation  is  not  properly 
enforced;  httle  or  no  consumer  realization  of  the  importance  of 
immunization  has  been  noted 

•  Service:  Physician  shortages,  lack  of  transportation 
m  Reimbursement:  Lack  of  third-party  coverage 

Recommended  Sohitions 

•  Legislation:  Present  legislation  should  be  enforced  and  new 
l^islation  developed  to  delineate  responsibility  for  immunization 
and  enforce  compliance 

«  Education:  Public  awareness  and  outreach  programs  should  be 
developed,  special  clinics  set  up,  and  coordination  between  school 
districts  and  providers  improved;  improved  strategies  should  be 
developed  to  increase  levels  of  immunization,  including  better 
health  education,  enforced  school  entry  requirements,  hospital 
discharge  planning*  health  department  tracking  programs,  and 
Public  Health  Code  amendments  to  clarify  requirements 
A  series  of  interviews  with  health  systems  agency  staff  members  indicate 
that  three  major  problems  hanq>er  HSA  activity  in  the  child  health  area: 
fragmentation  of  programs,  Fnleral  and  State  emphasis  on  regulatory 
activities,  and  lack  of  data  and  methods  to  facilitate  small  area  targeting 
and  to  identify  local  manifestations  of  the  **new  morbidity.** 
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Fragmentatkm  of  Programs 


IronicaUy,  various  government  interventions  have  significantly  contrib- 
uted to  what  health  planners  pcrcwve  to  be  the  major  problem  with  child 
health  care— fragmentation  of  programs  and  services.  A  definite  lade  of 
continuity  is  present  in  primary  care  among  private  practice  physici^is, 
public  wen-child  dinics,  school  health  programs,  and  niunerous  other 
"pfoviders"  established  to  overcome  problems  of  access  to  services. 
Fragmentati<m  of  care  is  most  dramatic  for  handicapped  children-  I, 
additi:m,  little  coordination  occurs  l>etween  the  child  healdi  system  and 
other  systems  such  as  education  and  social  services.  For  example,  the 
multiple  needs  of  unwed  teenage  mothers  require  intersystem  cooperation, 
which  is  often  lacking- 


Federal-State  Fmphasls  on 
Regulatory  Activities 

Health  systems  agencies  from  various  parts  of  the  Nation  report  Kttle  or 
no  cooperation  with  their  State  health  planning  and  development  agenci^ 
concerning  child  health;  the  preoccupation  of  these  State  agencies  with 
regulatory  issues  is  a  possible  explanation. 


Lack  of  Data 

Some  HSAs  perceive  a  need  for  additional  national  data  and  guidelines 
in  the  area  of  child  health.  However,  most  indicate  that  their  foremost 
problem  is  lack  of  data  and  analytic  methods  to  deal  with  the  smaU  area 
targeting,  which  is  so  essential  to  effective  intervention  m  child  health 
pr<5>lei^  An  additional  problem  is  the  lack  of  data  (and  the  mapphcabjh- 
ty  of  traditional  sources)  for  analy^  of  that  set  of  childhood  health 
problems  termed  **the  new  morbidity.** 

Health  planning  related  to  child  health  exists  to  a  lesser  degree  at  a 
nationwide  Slate  level  than  it  does  at  the  HSA  leveL  Although  several 
States  have  included  the  broad  concerns  of  chUd  health  m  their  State 
health  plan,  many  more  have  limited  their  activity  to  regulations  of 
obstetric  and  pediatric  acute  care  and  the  regionalizauon  of  tertiary 
services  such  as  neonatal  intensive  care. 

Likewise,  the  States  are  more  restrained  in  their  planning  efforts,  as 
compared  to  the  HSA  level,  by  what  Beverlee  Myers  teraas  the 
-proUfcration  of  cat^orica^^ograms,  further  complicated  by  differmg 
eligibility  requirements  and  multiple  reporting  mechanisms,  that  charac- 
tcraes  child  health**  (5).  In  States  where  the  statewide  health  coor<Kjiatmg 
councils  have  shown  interest  in  including  the  Title  V  Plan  in  their  Federal 
fur  is  review,  the  tendency  of  State  Title  V  agencies  to  focus  ahnost 
excusivcly  on  Title  V-fimded  programs  apparenUy  means  that  then-  plans 
are  in  effect  funding  applications  ralher  than  plans  that  identify  maternal 
and  child  health  needs  or  overall  programs  within  the  Stale.  Although  a 
few  States  have  used  the  flexibility  inherent  in  Title  V  to  assess  needs  and 
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to  develop  a  statewide  plan  for  providing  services  to  mothers  and  children, 
most  have  not  considered  such  planning  and  development  activities  to  be 
tbeir  le^Kmsibifity . 

in  re^wnse  to  these  problems,  substantial  interest  has  materialized  in 
die  deydopment  of  a  sii^e,  dearly  identified  and  accountable  locus  of 
re^ponsibilf^  for  chiM  health  at  the  State  leveL  As  described  by  Beverlee 
Myers  (5X  dns  unit  would  be  re^mnsible  for  the:  planning  of  priorities; 
collection  of  data  on  health  status,  needs,  and  services;  monitoring  and 
evaluation  of  outcomes;  coordination  of  diq>arate  ddlivery  and  financing 
medianisms  and;  ensurance  that  standards  of  access  and  quali^  of  care 
are  met*  Until  such  coordination  is  implemented^  planning  activities  in 
maternal  and  dnld  health  at  die  State  level  are  unlikely  to  be  very 
effective  and  any  meaningful  review  of  the  use  of  Federal  funds  is  highly 
improbable. 

ALTERNATIVE  APPROACHES  TO  INTEGRATION 

The  possibilities  for  integration  of  child  health  in  general  health 
planning  are  myriad*  This  is  evident  given  the  multiple  levels  of 
involvement,  the  variety  of  health  planning  agency  roles  and  responsibili- 
ties; and  the  richness  and  depth  of  child  health  issues  and  concerns. 
Specific  approaches  can,  however,  be  grouped  into  four  alternatives  a  n  i 
include: 

(1)  The  status  quo 

(2)  The  addition  of  child  health  pla  cing  and  representatives  of 
child  health  interests  as  a  major,  formal  comf>onent  of  health 
systems  planning  ^niil:^r  to  the  recent  addition  of  mental  health 
planning  in  the  Health  Planning  and  Resource  Development 
Amendments  of  1979 

(3)  Parallel  development  of  a  coordinate  maternal  and  child  health 
planning  capaci^  within  the  context  of  maternal  and  child 
health  programs  with  significant  interaction  with  health  systems 
planning  at  the  ^intersections'^  of  the  two  activities  (for  scample, 
data  man^^ment,  issue  identification,  needs  assessment,  and 
Federal  funds  review) 

(4)  V<^untary  involvement  of  child  health  interests  in  health  systems 
planning^  along  the  lines  suggested  by  the  American  Academy  of 
Pediatrics  and  including  voluntary  devek^msent  of  child  b«dth 
plaiining  tools,  including  data  bases,  needs  assessments,  and 
plans  devoted  to  child  healtih  concerns 

Choice  among  these  alternatives  is  contingent  upon  one*s  beliefs  about 
health  planning  and  about  the  risks  and  benefits  involved  in  various  types 
<mF  integration. 

Maintenance  <^  the  status  ^uo  would,  in  effect,  mean  that  no  focal  point 
for  coordinaticm  of  child  health  planning  would  be  devel<^>ed  at  either  the 
Federal  or  State  IcveL  At  the  same  time,  depending  ispoa  local  initiative, 
individual  Lsalth  planning  agencies  might  choose  to  devote  significant 
portions  of  both  their  plan  devdopment  and  plan  implementation 
capacity  to  issues  directly  affecting  child  health.  Current  limitations 
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slative  to  the  type  of  data  and  methods  available  would  continue,  as 
g«rould  the  Federal-State  concentration  on  cost  containment  as  the 
measure  of  agency  efTectiveness.  Whereas  the  risk  of  planning  agency 
interference  in  maternal  and  child  health  activities  would  be  minimized, 
the  opportunities  to  build  a  capacity  within  the  planning  agency  to  make  a 
positive  contribution  to  the  area  of  child  health  would  continue  to  be 
limited.  In  light  of  the  Federal  funding  shift  away  from  selected 
categorical  programs  and  htunati  services,  this  failure  to  build  a  child 
health  planning  capacity  could  have  significant  negative  effects  oyer  time. 
In  short,  the  opportunity  to  build  a  constituency  for  advocacy  within  the 
health  systems  planning  structure  will  have  been  foregone. 

Some  argue  that  child  health  interests  can  only  be  reflected  in  health 
systems  planning  if  formal  representation  of  child  health  advocates  is 
required  on  health  planning  agency  boards  and  if  the  agencies  are 
required  to  include  a  child  health  component  in  their  plans.  This 
reasoning  follows  earlier  arguments  requiring  participation  of  mental 
health,  environmental  health,  aging,  and  alcohol-drug  abuse  constituen- 
cies in  the  planning  process;  most  recently,  mental  health  participation 
was  in  fact  added  to  the  representation  on  agency  boards.  Although 
required  participation  would  guarantee  that  child  health  interests  would 
gain  a  specific  spokesperson  voicing  their  concerns,  a  substantial  number 
of  individuals  argue  that  the  planning  agency  board  or  council  should  not 
function  as  a  forum  for  individual  interest  groups.  Rather,  a  more 
workable  concept  would  entail  representation  embodied  in  the  health 
planning  legislative  that  would  caU  for  the  gathering  together  of  a  wide 
range  of  community-  participstnts  to  consider  the  needs  of  the  commumty 
at  large  and  to  debate  these  needs  based  on  a  communitywide  and 
systemswide  perspective.  w  j 

The  very  arguments  noted  earlier  regarding  the  importance  of  a  broad 
systems  perspective  to  the  resolution  of  child  health  problems  apparenUy 
suggest  that  required  participation  would  not  lead  to  the  goals  sought  by 
child  health  advocates.  Alternatively,  required  representation  could  assist 
in  overcoming  the  most  obvious  barriers  to  integration,  specifically  the 
fear  that  no  members  of  the  planning  agency  boards  are  sensitive  to  and 
knowledgeable  about  child  health  issues  and  concerns. 

Perhaps  the  most  practical  argimient  against  assigning  child  health 
responsibUities  to  the  health  planning  agency  is  the  low  level  of  funding 
and  resources  available  to  health  systems  planning.  With  every  additional 
mandate,  accompanied  by  few  or  no  additional  fimds,  the  agency  is 
evermore  hardpressed  to  be  effective  in  its  areas  of  rcr^nsibility.  Thus, 
requiring  integration  of  child  health  into  tLe  health  planning  process  has 
the  very  real  possibility  of  paper  success  and  actual  failure  in  the 
realization  of  the  objectives  of  either  systematic  planning  or  child  health 
advocacy. 

The  par&Ue!  development  of  a  coordinated  maternal  and  child  health 
planning  capacity  within  the  context  of  maternal  and  child  health 
programs  has  the  benefit  of  addressing  a  central  structural  deficiency 
within  the  maternal  and  child  health  system  and,  at  the  same  time, 
facilitating  integration.  Furthermore,  this  parallel  development  could  be 
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supported  by  the  mtecactkm  of  health  systems  plaimii^  at  the  **mtersec- 
tions"  of  the  maternal  and  chOd  health  plaxming  capacity  and  the 
maternal  and  cdiiki  health  programs. 

The  »Dgle;  most  sigmfscant  element  in  the  effective  integration  of  child 
health  into  the  genexic  health  planning  system  is  a  unified  plan  for 
matemal  and  cfaUd  health  at  the  State  leveL  At  present,  however,  multiple 
ftcfmrate  sqjfdication  and  "plansT  are  required  for  each  of  numerous 
Federal  and  State  categorical  programs.  These  requirements  interfere  with 
aD  attempts,  at  whatever  level,  to  cany  out  effective,  coordinated  j^anning 
and,  most  importantly,  result  in  the  absence  of  a  strategic  focal  point  for 
delibexation  on  resource  allocation  rdated  to  child  health.  Efforts  at  child 
l^atth  planning  integration  at  both  the  State  and  local  levels  up  to  this 
time  have  failed  largely  due  to  the  absence  of  such  a  focal  point.  Even  in 
States  where  atrrmpts  have  been  made  to  develop  such  a  vehicle,  they 
have  remained  frag^nented  and  have  included  only  portions  of  the  wide 
range  of  child  health  services  and  funding  sources. 

The  major  argument  against  the  development  of  such  a  focal  point  is 
that  it  could  lead  to  further  erosion  of  matemal  and  child  professional 
autonomy  in  resource  allocation.  Although  this  is  a  legitimate  concern,  the 
general  ero^on  of  mon^^  for  pubhc  health  and  human  services 
necesatates  the  pron^t  strengthenii^  the  strategic  planning  capacity  of 
matemal  and  citild  health  in  spite  of  the  risks.  This  would  allow  program 
planning  for  child  health  to  be  integrated  with  health  systems  planning  for 
critical  activities  such  as  data  and  methods  development,  needs  assess- 
ment, public  awareness  and  education  efforts,  plan  development,  criteria 
development  for  various  review  activities,  and  resource  development. 

In  those  health  systems  agencies  where  real  progress  has  been  made  in 
addressing  the  issues  of  child  health,  that  progress  has  most  often  heen  the 
result  of  concerned  board  and  staff  members  working  together  to  initiate 
data  collection  and  planning  activities  and  to  raise  agency  consciousness 
about  the  concerns  of  child  health.  Often  these  efforts  have  been  spurred 
by,  or  assisted  by,  the  voluntaiy  involvement  of  child  health  advocates 
and  interest  groups.  The  activities  of  the  American  Academy  of  Pediatrics 
and  its  member  units  have  been  particularly  effective,  as  have  been  the 
activities  <^  numerous  local  child  health  advocate  groups.  However, 
without  some  structural  change  as  described  above,  the  ability  to 
overcome  the  existing  barriers  to  truly  effective  int^ration  through 
voluntary  involvement,  as  effective  as  it  can  be,  is  unlikely. 

LEVELS  AND  TYPES  OF  5NTEGRATION 

Althougli  a  strategic  focal  point  at  the  State  level  is  apparently  the  most 
essential  element  of  integration  of  child  health  concerns  into  the  health 
planning  process  at  either  ih^  State  or  local  level,  a  wide  variety  of 
additional  points  do  exist  that  can  facilitate  fiiiitful  interaction  between 
the  maternal  and  child  health  community  and  the  health  planning 
community.  These  are  the  so-<:aIled  "intersections"  mentioned  earlier,  as 
shown  in  table  2. 
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Public  participation 

State:     SHCC  service:  joint  development  of  legislative  proposals  and  policy 
recommendations;  public  awareness  education  programs;  advocacy 
HSA:     Board-aubarea  council  service;  public  awareness-^education  programs; 
advocacy 


Planning 

state:     Methods  clevelopment  health  status-health  resource  studies:  health 

resources  inventory:  statewide  need  analysis:  development  of  planning 
guidance  (incfuding  plan  format):  special  target  area  analyses:  issue 
identification  .^^ 

HSA:     Methods  development:  health  status-health  resources  analyses:  health 
resources  mventory:  needs  assessment;  target  area  analysis:  issue 
identification 

Technical  assistance 

State:     Joint  staff  training  programs:  SHCC  education 
HSA:     Board-sulsarea  council  education:  joint  staff  training  programs 

ftegulation 

Stater     Development  of  criteria  for  Federal  funds  review:  development  of  cri- 
teria for  statewide  appropriateness  review;  development  of  criteria  for 
CON  review 

HSA:     Development  of  local  criteria  for  Federal  funds  review;  development 
of  criteria  for  local  appropriateness  review  activities;  development  of 
criteria  for  CON  review 

Data  management 

Stale:     Development  of  joint  protocols;  development  of  unified  statewide  data 
base-reporting  system  for  maternal  and  child  health 
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The  choice  of  priority  "intersections''  -will  depend  to  a  great  degree  on 
the  specific  conditions  present  in  the  State  or  local  situation.  A  health 
systems  agency  with  a  highly  developed  data  management  capability 
might  place  its  emphasis  on  the  development  of  quantitative  tools  to 
permit  small  area  targeting  of  child  health  resources.  On  the  other  hand, 
an  agency  within  a  State  confronting  major  legislative  initiatives  in  the 
area  of  child  health  issues  may  assign  its  highest  priority  to  legislative 
program  review  or  the  development  of  a  policy  review  capacity. 

Priorities  will  also  vary  at  the  State  level.  However,  beyond  the 
development  of  a  coordinated  planning  capacity  at  the  State  program 
unit,  the  developments  that  States  will  find  most  profitable  are  those 
concerning  (1)  the  development  of  criteria,  guidelines  and  standards,  (2) 
the  improvement  of  data  and  methods  for  target  area  analysis  and,  (3)  the 
development  of  issue  identification  techniques  and  an  issue  identification 
process  to  ensure  that  valiiable  and  scarce  planning  resources  are  devoted 
to  the  most  pressing  problems  within  the  child  health  area  of  concern. 

One  of  the  most  effective  ways  to  meld  the  systems  perspective,  so 
fundamental  to  both  general  and  child  health  planning,  with  the  more 
focussed  approach  to  resource  development,  so  essential  at  a  period  of 
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limited  resources  and  planning  capacity^  is  to  develop  a  planning 
approach  that  combines  a  systematic  analysis  of  health  status  and 
resources  with  an  tssue^riented  approach  to  goal  setting  and  action;  this 
approach  is  especially  relevant  to  child  health  concerns  and  offers  perhaps 
the  best  opportuni^  for  effective  integration  at  the  State  and  local  level. 
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FEDERAL  ADMINIST  %TfVE 

AKRANGEMENTt> 
FOR  MATERNAL  AND  CHILD 

HEALTH 

by 

Karl  D.  Yordy.  M,F^ 

The  purpose  this  paper  is  to  piesent  and  analyze  options  for  the 
organization  <^  Federal  programs  and  activities  focused  on  improving 
maternal  and  child  health 


Scope 

The  emphasis  is  on  programs  specificalfy  related  to  maternal  and  child 
health,  but  the  most  inqx>rtant  organizational  issues  concern  those 
profflams  that  provide  or  frnp**r^  health  services  that  include,  but  are  not 
confined  to  mothers  and  children,  such  as  community  mental  centers  and 
Medicaid.  In  addition,  the  implications  of  organizational  alternatives  for 
those  programs  which  might  improve  maternal  and  child  health  services  as 
a  subsidiary  objeCave,  such  as  health  pl^.nning,  health  statistics,  and 
health  promotion  snd  disease  prevention  activities  are  examined. 

The  primary  focu?-  is  on  programs  within  the  Department  of  Health  and 
Human  Services  (iyHil^\  ^''^wcver,  some  attention  is  also  given  to  the 
activities  in  the  Depart  •  "  Agriculutre  and  Education.  Many  other 
Departments  have  acti''  n  t^ting  maternal  and  child  health;  however, 
the  importance  of  iltt  ^od  and  school'-based  health  programs  for 
improved  health  status  as  well  as  access  to  services  demonstrate  the 
relevance  and  difficulties  of  interdepartmental  coordination. 

Because  a  primary  goal  of  maternal  and  child  health  public  policy  has 
been  the  provi^on  of  services  to  low-income  populations,  programs  for 
the  poor  will  be  emphasized.  Whether  this  focus  is  appropriate  for  the 
future  is  not  an  organizational  issue  but  a  policy  issue,  and  a  change  of 
focus  would  reqtrire  a  major  policy  shift. 

A  discussion  of  Regional  Office  organization  of  the  DHHS  is  included, 
both  as  separate  from  and  a  derivative  of  headquarters  organization  and 
programs. 
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Congressiona]  committee  jurisdiction  will  receive  some  specific  atten- 
tion an  an  issue  and  as  a  factor  influencing  Executive  Branch  fragmenta- 
tion and  policy  orientation. 

The  role  of  the  States  will  be  discussed  as  a  context  for  Federal 
organization  options.  State  organxzadon,  per  se,  is  not  included. 

The  complexity  of  this  organizational  scope  reflects  the  reality  of 
current  maternal  and  chilxd  health  activities  within  the  Federal  Govern- 
ment. As  the  sections  on  the  organization  of  Federal  programs,  past  and 
present,  make  clear,  the  current  pattern  and  its  historic  evaluation  is 
complex.  That  complexity  reflects  the  typical  result  of  poUcymaking  in  a 
pluralistic  society  and  a  Gover:mient  structure  that  stimulates  and 
protects  diversity  in  governmental  programs  through  the  constitutional 
separation  of  powers.  The  panoply  of  programs  affecting  maternal  and 
child  health  may  seem  needlessly  fragmented,  but  similar  patterns  in 
American  Government  are  not  exceptional,  as  illustrated  by  water 
resources  programs,  energy  activities,  and  education  programs.  The 
"disjointed  incrementalism"  of  social  policy  formulation,  the  power  of 
interest  groups,  and  the  broad  range  of  modem  social  pwlicy  interests  are 
all  important  factors  in  The  current  patterns  of  maternal  and  child  health 
programs.  Any  proposed  change  must  cope  with  these  realities,  each  of 
which  has  deep  and  honorable  roots  in  the  American  political  tradition. 


OrganizatioD  as  a  Derivative  of  Policy 

Organization  should  derive  from  policy.  Attempts  to  achieve  policy 
objectives  or  increase  efficiency  or  effectiveness  through  organizational 
change  alone  are  usually  doomed  to  failure-  "When  in  doubt,  reorganize" 
is  too  often  an  accizratc  description  of  the  motivation  behind  organization- 
al changes.  Effective  organizational  arrangements  must  be  built  on  policy 
commitments  that  have  sufficient  political  backing. 

Although  organizational  Iniprovements  can  correct  some  obvious 
administrative  flaws,  such  as  gross  duplication  or  excessive  areas  of 
control,  the  main  tools  of  improved  administrative  efficiency  are  not 
found  in  organizational  structure.  Both  effective  and  ineffective  admims- 
tration  occurs  within  perfectly  rational  organizational  arrangements. 

Because  policy  objectives  rather  than  improved  efficiency  should  be  the 
principal  driving  force  behind  organization  change,  this  paper  presents  a 
number  of  options  for  arrangements  and  discusses  the  characteristics  of 
each  option.  No  final  option  is  recommended  because  that  choice  must 
derive  from  the  policy  conclusions  of  the  Panel- 


The  Importance  of  People 

People  are  more  important  than  any  organizationsd  structure.  Strategies 
that  bu3d  and  siistain  comi>etent  staff  and  the  Tects  on  staff  of 
organizational  changes  will  be  discussed.  There  much  cause  for 
pessimism  in  the  trend.,  of  the  last  10  years  concerning  Federal  career 


staff.  Organizatioiial  changes  without  accompanying  strategies  for 
strengthening  the  career  staff  arc  likely  to  have  disappointing  results. 


HISTORY  OF  ORGANIZATION  OF  FEDERAL 
PROGRAMS  DIRECTLY  AFFECTING 
MATERNAL  AND  CHILD  HEALTH 

Major  events  in  the  organization  of  those  Federal  programs  intended  to 
have  a  direct  effect  on  maternal  and  child  health  are  described  to  iUustrate 
the  interaction  between  the  development  of  national  poli<^  and  the 
chants  in  organization.  Some  events  were  not  exclusively  or  principally 
concerned  with  maternal  and  child  health,  but  they  are  included  to 
provide  a  necessary  context  for  the  programs  explicitly  focused.  More 
detail  is  given  on  recent  events,  and  the  current  structure  of  maternal  and 
child  health  activities  is  exolainrU. 


EstaMisfament  and  Early  Activities  of 
the  ChUdren's  Bureau,  1912*1930 

The  Oiildren'^s  Bureau  was  established  as  a  part  of  the  social  reform 
movement  of  the  **progressive*'  era  in  the  early  20th  century.  The  early 
Children's  Bureau  had  an  information  gathering  and  advocacy  function. 
Because  Federal  social  programs  were  minimal,  a  health  and  welfare 
related  organizational  base  did  not  exist,  and  the  Children's  Bureau  was 
placed  in  the  Labor  Department,  which  was  itself  a  product  of  this  era  of 
social  reform. 

The  scope  of  the  Children's  Bureau  concerns  was  much  broader  than 
health,  but  in  its  eariy  activities  deficits  in  infant  and  maternal  care  were 
documented*  The  Bureau  played  a  role  in  developing  the  ^eppard- 
Towner  Act  of  1921  and  was  given  administrative  re^x>nsibility  ^or  this 
new  program  of  grant  assistance  to  the  States  for  devfr!  ^  .nent  of 
educational  programs  to  improve  infant  care*  This  program  lapsed  in 
1929,  demonstrating  the  fragile  nature  of  politicsd  commitment  to 
maternal  and  child  health  in  the  twenties* 


Title  V  of  tlie  Social  Security  Act 

of  1935 

The  most  sweeping  piece  of  social  legislation  ever  approved  in  this 
country  was  the  Social  Seciuity  Act  of  1935,  Included  in  that  Act  (under 
Title  V)  were  grants  to  the  States  for  maternal  and  ch'^d  health  and 
crippled  children  services.  These  grant  programs  were  administered  by  an 
expanded  Children's  Bureau,  following  the  pattern  of  the  Sheppard- 
Towner  Act.  The  programs  thus  had  a  clear  organizational  identity  related 
to  children,  rather  than  being  located  with  the  other  Federal  health 
programs  in  the  Public  Health  Service  (PHS).  The  Title  V  health  programs 
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were  part  of  a  broader  strategy  to  provide  assistance  to  children  in  need, 
particularly  low  income  children.  This  assistance  was  consistent  with  the 
intent  of  the  Act  to  provide  security  against  the  worst  effects  of  the 
depression. 

The  Title  V  program  grants  supported  public  services  primarily  through 
State  and  local  health  departments.  This  channeling  of  effort  through 
State  governments  was  in  sharp  contrast  to  the  administrative  pattern 
established  by  the  Social  Security  Board  for  the  pension  programs  under 

the  Act.  t_  1- 

An  attempt  was  made  by  the  Public  Health  Service  m  1946  to  absorb 
the  Title  V  child  health  programs.  This  effort  was  fought  by  the  leadership 
of  Lhe  Children's  Bureau  who  marshalled  the  support  of  external  and 
privaic  sector  child  advocates  to  defeat  the  attempt  to  shift  maternal  and 
child  health  programs  from  the  Children's  Bureau.  The  transfer  was 
finally  effected  in  1970  in  a  very  different  programmatic  and  organization- 
al context-  , 
During  the  thirties  and  forties  Federal  health  programs  remamed 
modest.  Communicable  disease  control,  biomedical  research  programs 
and  some  parallel  grants  to  the  States  for  other  public  health  functions 
were  the  most  clear-cut  Federal  health  responsibilities  in  addition  to  the 
Title  V  programs- 

In  1946  the  Hill-Burton  hospital  construction  grant  program  represeiit- 
ed  a  cautious  beginning  to  the  Federal  role  in  developing  the  base  for 
private  sector  community  health  services. 

Thc  Title  V  programs  therefore  were  administered  from  1935-1965, 
without  much  need  for  coordination  with  other  Federal  health  programs. 
This  mii'imal  Federal  role  in  health,  partially  the  result  of  determined 
opposition  by  organized  medicine,  meant  that  the  maternal  and  child 
health  Title  V  programs  existed  in  relative  isolation.  Health  insurance, 
although  discussed,  was  not  included  in  the  origina  Social  Security  Act. 
E«c^t  for  direct  delivery  of  services  to  Federal  .  neficiaries,  such  as 
veterans  and  merchant  seamen,  the  Federal  Government  was  reluctant  to 
provide  medical  care  to  populations  in  need.  The  Title  V  programs, 
thereforo,  represented  a  policy  commitment  to  children,  albeit  modest, 
that  contrasted  with  the  restricted  social  policy  for  the  rest  of  the 
population. 

Organizational  Arrangements  for  Maternal 
and  Child  Health  Within  the  Department 
of  Healdi,  Education,  and  Wettars,  1953-1970 

The  E>cpartmeni  of  Health,  Education,  and  Welfare  (DHEW)  (now 
Health  and  Human  Services)  was  created  in  1953  but  had  a  long  gestation 
beginning  in  1939  with  the  creation  of  the  Federal  Security  Agency  (FSA). 
That  agency  encompassed  the  Social  Security  Board,  the  Public  Health 
Service,  the  Office  of  Education,  and  a  number  of  other  agencies- 
Programs  of  the  Children's  Bureau  that  were  clearly  aldn  to  those  in  the 
FSA  were  not  transferred  to  the  FSA  from  the  Labor  Department  until 
1946.  This  transfer  split  the  Children's  Bureau  and  disturbed  its  leaders 

662 

et3 


and  su{^>orters»  partially  because  the  FSA  was  not  a  cabinet  department. 
NeverUieless,  the  maternal  and  child  health  program  retained  its  identity 
and  did  not  become  part  of  the  Public  Health  Ser^-ice.  the  Ol^ce  of 
Education^  or  any  other  major  agency  within  the  FSA. 

In  the  1960^s  a  number  of  new  programs  and  organizations  vvcre  created 
within  DHEW  that  made  the  relationships  among  Title  V  and  other 
maternal  and  child  health-related  programs  much  more  complex*  In  1962 
the  National  Institute  of  Child  Health  and  Human  Development 
(NICHD)  was  created  as  part  of  the  National  Institutes  of  Health  O^IH). 
Because  NICHD  has  always  been  headed  by  a  pediatrician^  its  inception 
represents  a  new  emphasis  on  research  and  a  new  source  of  professional 
expertise  concerned  with  matt  ^al  and  child  health.  There  has  never  been 
any  serious  proposal  to  combine  NICHD  with  the  Children's  Bureau 
health  programs. 

New  programs  for  the  mentally  retarded  and  Federal  support  for 
community*based  mental  health  centers  were  created  in  1963. 

The  most  significant  event  of  this  period  affecting  the  Federal  role  in 
health  and  the  provision  of  services  to  low  income  mothers  and  children 
was  the  p^^^^'^sage  of  the  Medicaid  legislation  in  1965.  Added  to  the 
Medicare  bill  by  the  Congress  almost  as  an  afterthought,  the  Medicaid 
program  provided  Federal  and  State  funding  for  health  services  for  the 
pKX>r  which  minimized  previous  efforts.  Building  on  the  provision  of 
payments  to  {nroviders  of  services  imder  the  welfare  program^  Medicaid 
represented  a  commitment  to  pay  for  health  services,  with  a  somewhat 
naive  expectation  that  those  payments  would  buy  the  poor  into  the 
^mainstream^  of  American  medical  care.  This  program,  despite  its  many 
limitations^  meant  that  more  mothers  and  children  would  have  some  of 
their  medical  care  paid  for  by  Medicaid  than  would  receive  services 
through  Title  V  programs.  The  degree  of  private  provider  participation, 
although  stiU  very  incomplete,  contrasted  with  the  public  agency  orienta- 
tion of  the  maternal  and  child  health  program  under  Title  V, 

In  terms  of  organizatiooal  structure,  the  passage  of  the  Medicare  and 
Medicaid  legislation  accentuated  a  splintering  i  f  health  policy  and 
administration  within  DHEW.  Title  V  and  Medi^:aid  were  in  different 
parts  of  the  Social  and  Rehabilitation  Service,  the  Department's  welfare 
arm.  Medicare  was  administered  by  the  Social  Security  Administration, 
the  *^respectable^  income  protection  program  with  broad  entitlement  for 
the  whole  (aged)  population  regardless  of  need. 

Meanwhile,  the  Public  Health  Service  programs  that  were  concemed 
with  maternal  and  child  health,  either  exclusively  or  as  byproducts  of 
services  for  a  wider  population,  were  multiplying.  Within  the  PHS,  the 
responsibilities  were  also  difTused.  NICHD  was  part  of  NIH.  The 
Community  Mental  Health  Centers  were  within  the  National  Institute  of 
Mental  Heal^  (NIMH)  which  moved  from  NIH  to  independent  PHS 
bureau  status  in  1967,  and  then  was  made  part  of  the  Health  Services  and 
Mental  Health  Administration  (HSMHA)  (a  catch-all  health  service 
organization  in  the  ^HS}  in  1968.  HSMHA  also  contained  the  Hill-Burton 
program^  commumwablc  and  chronic  disease  control,  the  Indian  Health 
Service,  grant  support  for  community  health  centers  for  the  poor  (begun  in 
1967),  comprehensive  health  planning,  the  National  Center  for  Health 
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Statistics  (NCHS)  and  Health  Services  Research,  and  other  PHS  programs 
concerned  with  reform  of  health  services  and  improving  access  to  care.  All 
of  these  programs  had  some  bearing,  cither  direct  or  indirect,  on  services 
for  mothers  and  children.  _  ^,„,„, 

The  evolving  pattern  of  health  responsibilities  withm  DHEW  was  even 
more  diffuse  than  it  appears.  The  Office  of  Education  had  some  health 
interests,  and  a  unit  that  included  a  health  component  was  established  m 
the  Office  of  the  Secretary  of  Education  under  the  Model  Cities  program. 
Many  of  the  social  services  components  of  the  welfare  program  affected 
maternal  and  chUd  health.  In  the  reorganization  of  the  PHS  in  1968.  the 
Assistant  Secretary  for  Health  (ASH)  was  given  line  authority  for  the  PHS 
programs  to  which  was  added  the  Food  and  Drug  Adimmstration  (FDA), 
and  the  ASH  was  also  given  a  role  in  coordinating  health  poUcy  across  the 
entire  Department.  This  coordinating  role  rema-  ^ed  a  paper  funct-on  with 
little  actual  effccv  on  programs  outside  the  PHS. 


Activities  Outside  DHEW  Vritfc  Impact 
OD  Maternal  and  Child  Health 

The  ferment  of  social  policy  in  the  mid-1960's  also  spawned  substantial 
health  programs  outside  of  DHEW.  The  Office  of  Economic  Opportumiy 
(OEO)  jvas  deliberately  created  outside  the  framework  of  the  established 
cabinet  departments  in  the  Executive  Office  of  the  President  to  mount  a 
"War  on  Poverty"  unencumbered  by  the  attitudes,  administrative  pat- 
terns. Congressional  relationships,  and  professional  biases  associated  with 
the  line  departments.  Three  OEO  programs  had  particular  impUcations  for 
maternal  and  child  health.  Project  Head  Start  contained  a  health  sendees 
component  as  a  part  of  a  larger  program  intended  to  overcome  the  effects 
of  poverty  on  child  development.  The  Neighborhood  Health  Centers 
offered  comprehensive  primary  care  to  poor  populations,  including 
mothers  and  children.  The  OEO  also  started  a  program  to  improve 
nutrition  for  mothers  and  infants.  These  programs  deUberately  byp^sed 
existing  program  mechanisms  at  both  the  Federal  and  State  levels^^  Head 
Start  and  the  Neighborhood  Health  Centers  were  transferred  to  DHEW 
when  OEO  was  dismantied  by  the  Nixon  Administration  in  1972-73. 

The  Department  of  Agriculture  has  mounted  programs  over  the  years 
that  were  intended,  at  least  in  part,  to  improve  the  nutrition  of  children, 
and  recently,  of  pregnant  and  lactating  women.  Beginning  m  the  New 
E>eal  with  support  for  lunches  and  food  stamps,  both  of  which  contmue 
today  the  recent  development  of  the  Special  Supplemental  Food  Program 
for  Women,  Infants,  and  Children  (WIQ  has  put  the  food  progr^ 
directly  in  support  of  improved  nutrition  for  those  most  likely  to  suffer 
from  the  effects  of  low  incomes  on  nutritional  intake.  These  food 
programs  were  derived  from  agricultural  poUcics  concerned  with  distnbu- 
tionof  surplus  farm  products.  These  poUcies  remain  a  pobtical  underpin- 
ning for  the  programs.  During  World  War  II  a  proposal  to  combme  the 
school  lunch  program  witii  the  Office  of  Education  in  the  FSA  was 
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rejected  because  <  «  the  strong  links  to  agricultural  policies  and  the 
stabilization  of  markets. 

The  WIC  program*  however,  with  its  basis  in  improved  health  through 
better  nutrition  and  the  use  of  medical  determinatioiis  of  need  arc  much 
more  directly  linked  to  maternal  and  child  health  than  other  food 
programs.  Yet,  the  link  to  agricultural  policy  and  politics  is  still  reflected 
in  the  administrative  location  of  the  food  programs  within  the  £>epartment 
of  Agriculture.  DHEW,  through  the  National  Center  for  Health  Statistics 
and  other  programs,  has  done  some  monitoring  of  nutritional  status  that 
has  some  impact  on  the  food  programs. 


CURREIST  ORGANIZATION  OF  FEDERAL 
PROGRAMS  RELATING  TO  MATERNAL 
AND  CHILD  HEALTH 

Charts  I  through  IX  show  the  organizational  position  of  maternal  and 
child  health  services  within  the  Department  of  Health  and  Human 
Services  and  their  relationships  with  each  other  and  with  other  units 
within  the  Department.  Charts  X  and  XI  described  naatemal  and  child 
health  related  elements  of  the  Departments  of  Education  and  Agriculture, 

Many  programs  have  some  impact  on  maternal  and  child  health  either 
as  minor  components  of  health  programs  or  as  support  for  broader 
programs  fociised  on  improved  health  status  generally.  The  former 
includes  most  of  the  research  institutes  at  NIH,  The  latter  includes  income 
security  programs  such  as  the  Aid  for  Dependent  Children  component  of 
the  welfare  program.  These  minor  or  secondary  effects  on  maternal  and 
child  health  by  other  health  programs  are  so  pervasive  that  they  would 
include  most  programs  of  DHHS  except  those  specifically  focused  on  the 
elderly. 

Programs  in  other  departments  such  as  CHAMPUS^  the  program 
providing  medical  care  for  military  dependents,  the  Consumer  Product 
Safety  Commission  concerned  specific^dly  with  the  safety  of  toys  and 
many  other  products,  highway  safety,  air  and  water  pollution  control, 
nuclear  safety,  adequate  housing,  child  labor  laws,  and  criminal  justice 
programs  all  affect  child  health  in  rather  specific  ways.  The  Federal 
programs  addressing  these  issues  are  so  embeJddcd  in  other  departments 
ibiit  the  benefit  of  organizational  or  administrative  links  with  DHHS 
programs  appears  to  be  doubtful.  The  food  programs  of  the  Department 
of  Agriculture  and  the  Department  of  Education  represent  major  service 
systems  that  have  substantial  current  impact  on  child  health  and  a 
potential  for  a  more  significant  role.  However,  no  description  of  the 
organizational  arrangements  for  these  programs  is  included. 

However,  charts  showing  the  food  programs  of  the  Department  of 
Agricxilture  and  the  current  structure  of  the  Department  of  Education  are 
included  because  these  programs  represent  major  service  systems  that 
have  substantial  ctirrent  impact  on  child  health  and  a  pKDtential  for  a  more 
significant  role. 
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GEIMERIC  RATIONALES  FOR  ORGANIZATIONAL 

ARRANGEMENTS 


Public  administration  theory  and  the  study  of  American  Government 
and  politics  provide  some  insights  into  the  generic  objectives  of  organiza- 
<i<^*»l  arrangements.  The  following  are  some  of  the  more  frequently  cited 
ob|ectives  of  organizational  restructuring  in  the  Federal  Government  that 
may  be  pertinent  to  the  organization  of  maternal  and  child  health 
activities. 


Focus  of  Responsibility  and  Accountability 

If  responsibUiQr  for  social  programs  is  diffused  among  several  oi^aniza- 
tional  units,  it  is  more  difficult  to  hold  an  individual  administrator 
accountable  for  results.  For  example,  if  responsibility  is  divided  between 
Federal  and  State  Governments,  it  is  more  difficult  to  hold  either 
accountable.  Legislation  may  specify  administrative  arrangements  that  the 
prc^gram  administrators  can  blame  for  ineffective  performance,  and 
division  of  responsibilities  between  regional  offices  and  headquarters  can 
obscure  accountability.  Administrative  theory  argues  for  clear-cut  assign- 
ment of  reqx>nsxbility,  but  in  reality  a  considerable  amount  of  diffixsion  is 
the  norm  where  the  Federal  Government  is  not  directly  responsible  for  the 
conduct  of  the  activity.  This  situation  is  true  in  all  grant  programs  and 
Medicaid,  or  where  multiple  policy  objectives  are  to  be  served,  as  in  the 
efr<nts  to  encourage  more  Medicaid  financing  for  grant-supported  health 
programs,  such  as  community  health  centers.  Rather  than  assigning  clear- 
cut  responsibility  among  competing  administrative  units,  the  political 
decision  process  typically  avoids  the  issue  and  permits  or  even  creates 
administrative  ambiguity. 

Another  issue  is  where  formal  responsibility  should  be  assigned  in  the 
hierarchy.  Ever  since  the  Brownlow  report  in  1937,  public  administration 
leaders  have  advocated  giving  all  formal  responsibilities  to  the  Depart- 
ment head.  This  step  ensures  that  the  President  and  his  cabinet  officers  are 
accountable  for  the  conduct  of  the  Department's  activities.  In  some  cases 
the  Secretaiys  responsibilities  are  so  broad,  the  Secretary  of  DHHS  for 
example,  that  some  would  argue  that  resf>onsibihty  should  be  legislatively 
assigned  to  lower  levels  with  more  limited  scope. 


of  Related  Programs 

Related  programs  usually  can  be  more  easily  coordinated  if  they  are 
assigned  to  the  same  organizational  unit.  This  simple  premise  is  often 
difficult  to  achieve  because  programs  often  have  several  sets  of  important 
relationships.  For  example,  tihe  WIC  program  in  Agriculture  is  justified  on 
the  basis  of  its  health  impact  and  should  be  coordinated  with  health 
services  programs  at  the  local  level.  WIC  is  also  related  to  other  food 
programs  in  the  Agriculture  Department  and  to  An^erican  agricultural 
policy.  Solving  one  coordination  problem  may  accentuate  another. 
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Creadon  of  mechamsms  with  specific  coordinating  rcsponsibiliti« 
outside  the  Une  authority  may  help  coordination  wnong  scattered 
programs  but  at  the  cost  of  diffusing  rcsponsibUity  and  accountabihty. 

Fimctioo  Versus  Tarset  PdpulatioD 

Most  programs  arc  organized  on  two  major  principles.  The  most 
common  is  Organization  according  to  lunction,  e.g.,  health,  income 
protection,  defense,  or  energy.  The  other  is  organization  accordmg  to 
Jaroet  population,  e.g^  children,  older  Americans,  farmers,  or  labor.  In 
pnwrtiiiAcse  alternatives  are  usually  not  totaUy  distinct  and  organization 
according  to  function  is  common  within  broader  organizauoiis  focuiwd  on 
a  target  pi>pulation.  For  example,  for  organization  purposes  agnculture 
may  br  considered  a  function  or  a  population,  but  the  Utter  is  more 
pertinent  af  a  political  reality.  .   

Functional  organization  can  be  focused  on  objectives  relevant  to  the 
entire  population.  As  a  result,  the  constituency  of  such  an  orgamzauon  is 
less  focused,  except  for  the  interest  groups  involved  m  providmg  that 
function,  e.g.,  hospitals  for  the  health  function  or  oU  compames  for  the 

enersy  function.  ,       .      •  j 

Tw&et  population  organization  is  usuaUy  focused  on  the  wide  range  ot 
needs  of  Ac  target  group.  Such  an  organization  is,  therefore,  strongly 
identified  wiA  its  particular  population  and  usuaUy  is  politically  commit- 
ted to  carving  out  a  larger  pice  t  of  the  pubUc  pie  for  that  group. 

Both  of  these  organizing  principles  are  often  present  m  the  same 
organizational  unit.  If  so,  specific  programs  usually  overlap,  and  a  certain 
amoimt  of  conflict  over  priorities  is  a  likely  result. 

Access  to  Poiicymafcers 

Advocates  of  raising  a  particular  organization  wittiin  the  ^ifj^^chy 
usuaUv  cite  the  need  for  access  to  pohcymakers  and  the  ill  effects  ot 
••layering.-  The  presun^>tion  is  that  lower  levels  in  the  structure  mean  a 
lower  priority  for  the  program. 

Reasonable  Span  of  Control 

This  situation  is  the  x»nversc  of  the  preceding.  If  earfi  P«}g^^-°*>^ 
direct  access  to  the  policymaker  through  organizational  s^  ,™ 
span  of  control  of  the  top  administrator  can  become  ii^)o^bly  broad.  If 
M^advanta«e  is  to  be  obtained  in  moving  upward,  advocates  of  a 
particular  iwwam  must  presume  that  other  programs  ^  attemptii^ 
Sove  up  J^ot  be  as  succesrfuL  When  wide  responsibih^es  are  forced 
on  tbelidministrstor  by  poKtical  action,  new  informal  devices  to  reduce 
direct  access  are  usually  employed,  such  as  the  filtering  of  proposals  and 
contacts  through  a  strong  support  staff. 
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Visible  SynriKH  of  Priority  and  Point  of 
Access  for  External  Constitnencies 


A  readily  identified  Government  unit  responsible  for  pMuticular  types  of 
programs  may  serve  as  a  visible  ^rmbol  of  priority  and  provide 
constituencies  with  a  rallying  point.  For  example,  when  the  Federal 
Government  strengthened  its  family  planning  program,  the  emphasis  was 
reflected  in  the  creation  of  a  separate  organizational  unit,  and  those 
individuals  and  groups  supporting  family  planning  had  a  clearly  identified 
organization  to  support.  The  National  Institute  of  Drug  Abuse  is  another 
example  of  this  organizational  strategy. 


Social  Policy  Purpose  and  FmpiM^pi^ 

A  shift  in  social  policy  philosophy  or  emphasis  is  often  reflected  in  the 
shifting  of  a  program  from  one  organization  to  another.  For  example,  any 
program  in  the  A^culture  Department  will  be  more  responsive  to  policy 
underlying  the  maintenance  of  agricultural  markets,  and  a  program  in  the 
OEO  wUI  identify  with  the  needs  of  the  poor  as  expressed  direcdy  by  the 
poor  rather  than  determined  by  professional  experts.  Organizations 
experienced  in  administering  project  grants  tend  to  be  more  comfortable 
with  innovation,  whereas  entitlement  programs,  such  as  income  protection 
programs  (welfare,  social  insurance,  food  stamps,  etc.)  concentrate  heavily 
on  equity  rather  than  innovation. 


Alignment  with  Congressional 
Conunittee  Structures 

The  clear  alignment  of  programs  with  specific  Congressional  commit- 
tees has  often  led  to  the  development  of  Congressional  "patrons**  for 
certain  programs,  and  program  advocates  will  oppose  shifts  in  programs 
that  might  sever  relationships.  For  example.  Title  V  program  advocates 
had  the  support  of  Congressman  Wilbur  Mills  when  he  was  the  Chairman 
of  the  House  Ways  and  Means  Committee.  Tide  V  was  the  only  health 
services  grant  program  over  which  that  committee  had  jurisdiction. 
Organizational  or  program  changes  that  threatened  that  relationship  were 
seen  as  detrimental  to  the  support  of  the  program. 


Shaking  Up  the  Bureaucracy 

Usually  couched  in  more  elegant  or  discreet  terms,  a  frequent 
justification  for  reorganization  is  the  need  to  reduce  the  powei*  of 
entrecched  bureaucracies.  Indeed,  some  influential  pecple,  including  John 
Gardner  of  Common  Cause,  have  advocated  periodic  organizational 
change  as  a  necessary  means  toward  orgarazation  self-renewaL  Many 
techniques  are  available  but  the  most  common  is  "box  shuflUng**  leading 
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to  either  centralization  or  decentralization  of  responsibility.  Often  an 
organizational  change  is  justified  in  terms  of  other  objectives  combined 
with  centralization  or  decentralization.  Sometimes  organizational  deci- 
sions regarding  locations  of  ncrw  programs  are  made  to  avoid  placing  them 
in  a  particular  bureaucracy,  as  was  the  case  with  many  of  "New  Deal"  and 
OEO  programs.  Of  course,  such  a  strategy  results  in  the  creation  of  a  new 
bureaucracy  that  will  usually  acqiiire.  with  the  passage  of  time,  the 
characteristics  of  an  established  btireaucracy. 


Symbol  of  Rapid  and  Decisive  Action 

Even  when  there  arc  few  reasons  for  organizational  change,  a  political 
leader  may  reorganize  to  give  the  impression  of  rapid  and  decisive  action. 
Because  the  term  of  service  for  senior  political  appointees  is  often  short 
(averaging  Just  over  2  years  in  the  Federal  Government  during  the  past  30 
years),  administrative  reorganization  is  one  action  that  can  be  taken  in  this 
time  span.  Needless  to  say.  program  objectives  arc  cited  as  justification  for 
such  reorganizations. 


ORGANIZATIONAL  ISSUES  IN  MATERNAL 
AND  CHBLD  HEALTH  PROGRAMS 

Following  are  some  of  the  specific  issues  and  their  implications  for 
Federal  administration  of  maternal  and  child  health  programs.  Because 
structure  should  derive  from  policy,  it  is  necessary  to  clarify  organization- 
al issues  in  relationship  to  policy  trends.  Discussion  of  those  policy 
options,  per  sc,  is  beyond  the  scope  of  this  paper. 


Coordination  of  Medicaid  and  Mecicaid- 
Related  Programs  witii  Programs  of 
the  Public  Health  Service 

The  Medicaid  program  was  b^un  and  continues  as  an  offshoot  of  the 
welfare  program.  It  was  not  conceived  primarily  as  a  health  program  but 
as  an  income  maintenance  program  to  help  the  eligible  poor  to  pay  for  the 
high  costs  of  medical  care.  This  reasoning  was  reflected  in  the  location  of 
Medicaid  until  1977  in  the  welfare  administration  unit  of  DHEW. 
Medicaid  shares  with  welfare  the  responsibility  for  establishing  and 
terminating  eligibility,  for  rooting  out  fraud  and  abuse,  and  for  adminis- 
tration through  a  set  of  reluctant  partners,  the  States,  many  of  which  seek 
to  minimize  the  number  of  eligibles  and  the  scope  of  the  program.  The 
mechanisms  of  reimbursement  have  received  much  attention,  and  the 
effects  of  rapid  rises  in  health  care  costs  have  focused  attention  on  cost 
contaiimient  rather  than  hea!th  needs. 

Two  important  developments  have  taken  place  recently.  The  first  was 
the  development  of  the  Early  Periodic  Screening  Diagnosis  and  Treatinent 
(EPSDT)  program,  which  attempted  to  use  the  Medicaid  program  in  a 
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more  ««rujive  ^shioa  to  identtiy  children  in  need  of  health  services  and 
to  meet  those  needs.  Huu  this  program  has  had  a  difikuJt  history  should 
not  besurpristng  £iven  the  hasic  characteristics  of  the  Medicaid  program. 
The  CHAP  proposal  would  carry  Medicaid  much  further  toward 
?>*x^'Wg  *  prognun  for  improving  the  health  of  its  beneficiaries  and  not 
just  an  income  s^ieme  for  paying  expenses  already  incurred. 

The  second  event  was  the  transfer  of  Medicaid  into  a  new  agency  in 
early  1977,  the  Health  Caie  Financing  Admmistration  (HCFA>.  HCFA  is 
attempdng  to  provide  a  common  administrative  and  policy  framework  for 
Medicaid  and  Medicare,  a  difficult  task  given  the  very  different  character- 
istics of  the  two  programs.  This  intent  is  illustrated  in  the  HCFA 
organization,  which  does  not  have  u  separate  organization  unit  for 
Medicaid.  It  is  reasonable  to  speculate  that  HCFA  probably  would 
administer  any  likely  expansion  of  the  Federal  health  financing  role. 

The  current  Administrator  describes  HCFA  as  a  health  program,  yet  its 
m^or  components  have  an  income  protection  orientation  and  administer 
payment  jwocesses  based  on  the  current  nature  of  the  health  care  system. 
'  These  programs,  by  emfrfiasizing  payment  for  services  already  obtained 
and  by  following  many  of  the  patterns  of  private  health  insurance,  have 
reinforced  the  characteristics  of  the  existing  health  system  with  its 
en^xhasis  -  hp^talization,  specialized  services,  and  episodic  care  and 
disincentives  for  primary  care,  preventive  services,  and  continuity  of  care. 
The  addition  of  the  (PSRO)  and  other  **quality  assessment-  programs  to 
review  the  appropriateness  of  and  necessity  for  care  cannot  overcome 
many  of  the  basic  incentive  patterns  created  by  the  systems  of  reimburse- 
ment. 

EPSDT  and  CHAP  seek  to  change  those  patterns  Tot  some  aspects  of 
child  health  services.  However,  many  other  programs,  mostly  in  the  Public 
Health  Service,  have  been  atten^ting  to  ei^and  the  capacity  for  primary 
care  of  poor  populations  in  under  served  areas.  Other  PHS  programs  have 
created  and  supported  innovative  patterns  of  care  including  health 
maintenance  organizations  (HMOs),  midlevel  practitioners,  prevention 
and  health  promotion  programs.  Still  other  PHS  programs  suj^rt 
systems  of  iriformation  gathering  and  data  generation,  health  planning, 
and  resource  development. 

Since  the  creation  of  Medicaid,  there  has  b^^a  difHculty  in  the 
coordinatioD  of  its  policy  and  operations  with  those  of  PHS.  Examples  of 
effective  coordination  can  be  cited  in  specific  cases,  but  much  evidence 
indicates  separate  paths  and  philosophies  as  well  as  the  usual  d^ree  of 
territoriality. 

The  actual  and  potential  relationships  among  the  program  elements  of 
HCFA  and  PHS  justify  the  need  for  a  much  closer  relationship.  Ocse 
cooperation  wiH  be  required  because  of  the  prospect  of  CHAP  and  further 
developments  in  health  financing  programs  that  require  inputs  from 
health  services  oriented  staff  (eg.,  the  end-stage  renal  disease  program), 
the  growing  need  to  improve  and  monitor  the  effectiveness  of  health 
services  (through  research,  service  ixmovations,  assessments  of  efficacy, 
health  planning,  and  health  statistics),  and  the  need  to  build  iocaJ 
capacities  for  services  (e^>ecially  primary  care  for  the  poor  and  rural 
areas).  The  case  for  a  closer  relationship  is  especially  strong  in  the  area  of 
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xnaicftuU  and  child  health,  because  of  (1)  EPSDT  and  CHAP;  (2)  the 
strong  emphasis  in  PHS  on  primary  care  including  disease  prevenuon  and 
health  promotion,  which  are  especially  large  components  of  maternal  and 
chad  hiallh  services;  (3)  the  need  to  work  with  other  programs  P'jb^c 
SSvcS^ystems,  such  as  schooU  and  public  l^«^th  <1^S?'f a"^5 
not  have  die  fee-for-service  reimbursement  orientation  of  HCF A,  and  (4) 
the  need  to  couple  the  professional  knowledge,  innovauve  capacities^  Mid 
the  commitment  to  improved  health  of  the  PHS  w,th  the  leverage  of  the 

large  dollar  flow  throu^  Medicaid,  cocrkX/r^H  aP  to 

This  closer  linkage  might  be  achieved  by  a^gmng  PSDT/CH  AP  to 
the  PHS,  by  transferring  all  of  the  community  health  onenied  acti^^tics  of 
the  PHS  to  HCF  A,  or  by  much  stronger  policy  coordinauon  thai  defines 
HCFA-s  role  as  the  administration  of  the  eUgibility  and  payment 
mechanisms,  and  assigns  poUcy  determinaUon  lar^  «ly  to  the  office  of  the 
Assistant  Secretary  for  Health.  Whether  or  not  an  organizauonal  shift  is 
recommended,  the  magnitude  of  the  coordination  issue  deserves  specific 
attention  by  the  Panel. 

Separatkm  of  Research  and  Service  Programs 

Presently,  the  major  research  activities  for  maternal  and  child  hc^th  arc 
located  within  NIH,  primarily  in  NICHD.  while  the  "»^^fj^^^^^ 
health-related  service  programs  are  predomman^m  the  Health  Services 
Administration  (HSA)  of  the  PHS.  The  Alcohol,  Drug  Abuse,  and  Mental 
Health  Administration  (ADAMHA)  is  an  example  of  the  combmafaon  of 
service  and  research  functions  within  the  same  agency.  The  ment^  health 
lobbies  have  worked  hard  to  achieve  and  maintain  this  oombmauon. 
However,  there  does  not  seem  to  be  any  pressure  for  an  f^*^"*  "^JT;! 
for  maternal  and  child  health,  even  though  a  case  might  be 
better  Unkage  between  service  needs  and  research  acuvities  through  such  a 
merger. 

RelatKMistiip  of  Maternal  and  Child  Health 
Pkograms  to  Other  Primary  Care  Programs 

HSA  administers  v*rious  programs  providing  primary  care  (as  weUas 
other  services)  to  undcrserved  populations,  mostly  poor  or  rural-  These 
programs  include  Title  V  (with  its  specific  focus  on 

and  crippled  diildren  services),  commumty  health  centers,  nuff^t 
health,  the  National  Health  Service  Corps,  family  plamung.  rural  health 
oroerams,  the  Indian  Health  Service,  and  others.  .  •  ^ 

^^^Title  V  was  Tirst  transfe«ed  to  the  PHS  m  1^0.  it 
own  organizational  identity.  However,  the  reorganization  ©f  ? 973  that 
Seated  tiSTHSA  changed  the  administrative  structure  of  Title  V  to 
stimulate  the  integratiSn  of  the  Titie  V  P'^?»;^^X^^J^'^^ 
comprehensive,  fanSy-oriented  care  programs  of  the  HSA.  The  of 
and  ChikT  Health  within  HSA  P~^<1«  P~^*^^°^^ 
services,  poHcy  guidance,  and  techmcal  assistance  to  aU  HSA  family- 
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oncttted  program*  tu  addition  to  Title  V.  The  intent  is  to  use  the  full  array 
of  programs  to  improve  family-oriented,  comprehensive  primary  care  for 
the  underserved.  The  advocates  of  this  approach  contend  that  more  care 
will  be  provided  to  more  mothers  and  children  through  this  coordinated 
approach  and  that  the  family  onenution  is  advantageous  in  providing  this 
caie. 

Those  who  argue  for  a  separate  maternal  and  child  health  program 
follow  the  child  advocacy  tradition  of  the  Children's  Bureau.  They 
contend  that  a  separate  organizational  identity  is  needed  to  ensure  a 
priority  coxicem  for  mothers  and  children,  and  that  the  reality  of 
competition  for  limited  resources  means  that  the  needs  of  children  will  be 
submerged  unless  a  special  emphasis  and  organizational  identity  are 
maintained.  The  Panel  needs  to  decide  if  the  advantages  of  close 
relationship  with  the  family-centered  programs  of  HSA  outweigh  the 
special  emphasis  on  maternal  and  child  health  that  would  probably  be 
stimulated  by  a  separate  organization.  If  Title  V  is  modified  to  emphasize 
planning,  monitoring,  technical  assistance,  resource  development,  and 
coordination  for  maternal  and  child  health  services,  as  some  have 
advocated,  then  a  separate  identity  built  around  the  current  program  of 
grants  for  services  would  probably  not  be  sensible.  The  current  structure  is 
in  line  with  the  reality  that  many  children  receive  their  care  in  family- 
oriented  settings. 


RelatkMisliip  to  Welfaie  and  Social 
Service  Programs 

Poor  families  often  have  multiple  problems,  many  of  which  are  related 
to  health  status  of  poor  children.  Because  these  programs  are  interwoven 
with  the  low  incomes,  income  assistance  programs  have  an  impact  on 
improvement  and  maintenance  of  health,  and  social  services  may 
ameliorate  the  effects  of  poverty. 

The  inq>act  of  social  and  economic  factors  has  more  significant 
variables  for  many  child  health  problems  than  the  availability  of  health 
services  (especially  those  health  problems  cited  by  Haggerty  as  the  "new 
morbidity**).  Health  services  offered  to  these  children  and  their  families 
without  attention  to  social  and  economic  factors  may  have  only 
tempcvary  effects. 

For  these  reasons,  the  income  protection  programs  of  DHHS,  particu- 
larly the  Aid  to  Families  with  Dependent  Children  (AFDC)  and  disabiUty 
programs  administered  by  the  Social  Security  Administration,  can  be 
viewed  as  necessary  underpinnings  of  the  health-related  programs 
although  not  specifically  defined  as  health  programs.  The  social  services 
programs  administered  by  the  QfTice  of  Human  Services  have  an  even 
more  direct  effect  on  health.  Some  of  these  programs,  particulariy  Head 
Start,  have  ^^eciHc  health  components,  and  fvograms,  such  as  day  care, 
offer  a  potential  as  mechanisms  for  health  services  delivery. 

Until  1970  the  Children's  Bureau  combined  health  and  welfare  services 
with  a  research  and  advocacy  function  concerned  with  the  needs  of 
children.  The  breakup  of  the  Bureau  amplified  the  need  to  make  an 
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explicit  effort  to  coordinate  policies  and  programs  that  are  located  in 
h^th,  social  services,  and  income  protection  organizations.  The  recom- 
binine  of  these  child-related  functions  would  probably  ease  the  ccordmat- 
ing  t^  at  the  cost  of  breaking  useful  linkages  with  relevant  professional 
expertise  and  loss  of  leverage  of  many  programs  that  support  maternal 
Sd  child  health  directly  or  indirectly.  If  the  cm^t  organizational 
divisions  persist,  then  it  would  be  important  for  the  health  services  .o 
recoenize  Ac  contributions  income  assistance  and  social  service  programs 
makew  the  health  of  children,  to  identify  health  needs  that  mi^t  be  inet 
by  the  other  programs,  and  to  enl  their  support.  Conversely,  Ae  poho^ 
^d  progranS  concerned  with  income  and  social  services  should  attempt 
to  farilitetc  access  to  health  services  and  changes  in  the  child  s  environ- 
ment that  have  demonstrable  imnact  on  child  health-  The  coordinationof 
analytical,  poUcy,  and  program  operation  activities  probably  needs 
expUcit  encouragement  from  the  Office  of  the  Secretary  because  all  of  the 
major  units  of  DHHS  are  involved. 


health: 


iTjiK^ng  Resources  of  Other  Health 
Programs  Within  DHHS  for  Maternal 
and  Child  Health 

Because  many  health  programs  within  DHHS  other  than  those 
sp^caUy  identified  with  Wemal  and  child  health  have  an  ^cti^or 
^^tial  hnpact  on  maternal  and  child  health  improvement,  a  "gnificant 
Sue  in  ass^ing  organizational  and  administrative  ^P^^'^Jf  ,^1,^!?^^ 
to  which  these  non-iSatemal  and  child  heal^  programs  can  be  directed  or 
influenced  to  increase  then-  attention  to  health  problems  of  children. 
Many  of  these  programs  are  very  significant  for  maternal  and  child 

Research  on  child  health  problems  is  supported  by  Institut^  other 
than  NICHD,  for  example,  research  on  dental  canes,  childhood 
leukemia,  and  childhood  infectious  disease.  ^  >  ,  ,  ,  xa^uu 
Many  activities  of  the  Alcohol,  Drug  Abuse  and  Mental  Health 
Adntinistration  concern  children,  adolescents,  or  the  effects  of 
adult  problems  on  children.  ^♦i,^,. 
Immimization  programs,  health  educauon  programs,  and  other 
prevention  actiCiti^  at  the  Center  for  Disease  Control  are  heavily 
oriented  toward  children-  j       ^i.  «.oiti, 

The  health  planning  program  administered  by  the  Heaim  Ke- 
sources  AdnSnistration  is  a  potential  vehicle  for  strengthemng  the 
priorities  and  planning  for  maternal  and  child  health  at  the  State 

and  local  levels.  .      ^  . 

Efforts  of  the  Health  Resources  Adnumstration  to  mcrease  me 
number  of  primary  care  physicians,  nurse  practitioners,  and 
physician  assistants  will  probably  increase  access  to  maternal  and 

child  health  services.  «    -  -       «  c  

The  National  Center  for  Health  Statistics,  Health  Services 
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Research,  and  Healdi  Care  Technology  are  sources  of  data  and 
leseardb  r^tixig  to  matrmal  and  cdiild  health  needs  that  could 
(and  to  some  extent  do)  serve  some  of  the  functions  performed 
hKtoricaljty  hy  the  Ouldren's  Bureau. 

•  The  end-stage  renal  diseases  program  In  the  Health  Care  Financ- 
ing Administration  services  the  needs  of  chfldren  that  might 
odierwise  be  met  (less  completely  perhaps)  through  die  Crippled 
Children's  Program  under  Title  V. 

Many  more  ^>ecific  examples  couM  be  cited*  The  impOTtant  point  is 
that  none  of  liloese  programs  is  gping  to  be  placed  in  any  new  or 
reaitanged  structure  ^>ecifically  focused  on  Tnatcmal  and  child  health  or 
cJuldren,  because  they  are  embedded  in  larger  programs  with  different 
objectives  or  functions.  These  programs  can  make  important,  often 
irrq^aceal:^  contributions  if  greater  emphasis  and  better  <»or<hnation 
axe  the  means  of  utiliziiig  them  to  improve  maternal  and  child  health.  If  a 
policy  ccmmiitment  is  made  to  inoease  the  emphasis  within  programs  not 
^^c^fically  r^dated  to  maternal  and  child  bealdi  to  meet  the  neieds  of 
cdnldren,  then  various  leverage  techniques  must  be  employed  by  an  agent 
outsicic  of  the  programs.  This  sppmach  is  not  meant  to  imply  that 
matema?  and  chQd  health  needs  will  not  receive  spontaneous  attention 
£rom  mamy  of  diesc  programs^  but  in  the  con:q>etition  for  scarce  resources 
matef^al  and  child  health  needs  may  be  slighted^  especially  given  the 
demographic  trends  durii^  the  ne3ct  50  years. 
Tlse  leverage  techn^nes  are  many»  221^ 

m  Ixgislatcve  mandatr  requning  specific  attention  to  maternal 
and  diild  health  needs  through  earmarked  appropriations  or 
legislative  r^x»t  language) 
m  MonitOTing  of  the  actual  or  potential  effects  of  the  program  on 
maternal  and  ctald  health  by  an  outside  noLatemal  and  child  health 
unit^  possibly  within  the  current  Planning  and  Evaluation  struc- 
ture 

m  Budget  review  concerned  with  maternal  and  child  health  impact 
using  the  monitoring  system 

m  Persistent  and  <^)portunistic  eTqploitation  of  these  progr  ams  by 
matemaT  and  child  health  activities  at  the  State  and  local  level, 
perhaps  facilitated  by  effective  R^onal  <Mice  staff 

•  Formal  interagency  agreements  with  maternal  and  child  health 
agencies 

m  Advocates  outside  the  Federal  Government  applying  pressure  to 
decisionmakers  (emphasis  on  particular  diseases  in  thr;  NIH  is  a 
good  exanq>le  <^  the  efifecdveness  of  this  pressure) 

m  The  creation  or  expansion  of  special  units  within  the  program 
^)ecifica]ly  concerned  with  maternal  and  child  health  program- 
ming 

Isolating  maternal  and  child  healdx  concerns  and  locating  them 
elsewhere  is  the  <^>posite  of  leverage.  This  familiar  p^xh  leads  to  later 
charges  of  overiap  and  duplication.  If  leverage  is  to  be  obtaicea,  special, 
continuous  and  patient  effort  and  understanding  and  tolerance  for  the 
many  other  objectives  of  nonrelated  programs  will  be  required. 
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Reladonshqi  to  Relevant  Programs 
Outside  of  OHHS 


Coordination  across  depaitment  lines  is  one  of  the  most  difficult  ta^cs 
in  Federal  administration,  especially  when  different  Congressional  juris- 
dictions are  involved.  When  the  focus  of  the  programs  in  other 
departments  is  children-specific  and  health-related,  such  as  the  WIC 
program  in  the  Department  of  Agriculture,  then  the  maternal  and  child 
health  progimms  in  DHHS  can  be  perceived  as  natural  allies  and 
advocates,  p.-oviding  a  basis  for  constructive  cooperation-  If  the  other 
department,  however,  oerceives  imperialistic  ambitions,  including  the 
takeover  of  its  program,  then  strong  resistance  and  noncooperation  can  be 
expected.  If  poUcy  conflict  exists,  confrontation  is  not  likely  to  have  much 
effect,  because  little  real  power  can  be  exerted  on  the  other  department. 
Well-reasoced  policy  positions  may  have  their  effect  tbrougih  decisions  by 
hig|i£r  levels  of  the  Government,  such  as  the  Office  of  Management  and 
Budget  (OMB).  the  Domestic  Policy  Staff,  or  the  Office  of  Science  and 
Technology  Policy. 

Common  interests  may  lead  to  interdepartmental  cooperation  on  a 
spontaneous  basis,  especially  when  one  department  wishes  to  draw  on  the 
technical  expertise  of  the  other.  When  competing  expertise  exists  (and  this 
is  a  frequent  tendency),  rivalry  can  inhibit  coordination.  For  example,  if 
the  Department  of  Education  decided  to  rely  on  the  PHS  for  technical 
expertise  in  developing  strengthened  school  health  programs,  a  coopera- 
tive quid  pro  quo  could  be  established.  However,  if  the  EVepartment  of 
Education  decided  to  build  its  own  health  ^?xpertise,  coordination  with 
other  health  programs  might  languish  for  want  of  cooperation. 

If  maternal  and  child  health  interests  in  DHHS  wanted  increased 
emphasis  on  school-based  health  services  under  the  Elementary  and 
Secondary  Educational  Assistance  Program  of  the  DOE,  this  would  be 
very  difficult  to  achieve  unless  the  DHHS  offered  funds,  cxp>ertise,  and/or 
advocacy  that  expanded  Department  of  Education  resources.  Otherwise, 
DHHS  would  be  trying  to  influence  the  reallocation  of  scarce  resources 
within  the  DOE,  a  difficult  task  at  best- 
External  advocacy  groups,  or  institutionalized  groups  of  external 
advisors,  such  as  national  advisory  councils,  can  help  establish  the  climate 
and  pressure  for  cooperation-  Here  again  it  helps  if  additional  resources 
can  be  offered  to  erode  bureaucratic  resistance. 


Layering  and  Access  to  Policy  Leaders 

Layering  is  the  imposition  of  organization  layers  between  a  p>articular 
program  and  leadership  at  the  policy  level.  Layering  is  in  the  eyes  of  the 
beholder,  because  in  a  large  department  some  programs  have  to  be  under 
other  organizational  layers  to  prevent  the  span  of  control  from  becoming 
impossibly  large.  It  is  cited  as  a  problem  when  the  advocate  of  th« 
particular  program  believes  that  inadequate  attention  and  priority  is  given 
to  that  program  by  higiher  levels  of  decisionmakers  bscaiose  the  needs  of 
the  prrtgram  are  submerged  beneath  other  priorities  and  the  description  of 
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gB  "'       llwse^^^^^  throu^  administrative  leaders        are  committed 

to  other  i«iofities. 

IprV^^^^^^^^^f  pfogram  is  seen  by  some  as  layered  within  the  Bureau  of 

V  r  ■  Cdmnumicy  Services.  This  organizational  location  interposes  three 

^^^y/^  }^^  the Htle  V  program  and  the  Secretary 

|^:T  bf^JDHHS.  Cciticum  ofilm  organizational  placement  presumes  that  hi^er 
gi;^  I«iociQr^wo^  assigned  to  the  program  if  it  were  to  be  mo^^  up  in  the 
I J  :       hieiarcjhyt  direct  access  to  the  Secretary. 

.  ^  This  aigmndot  is  simplistic  in  that  many  programs  have  received  strong 
g  i  suppott  even  Uiough  located  down  several  layers  in  the  hierarchy.  The 
I  National  (before  the  1971  Act),  the  AmQr  Corps  of 

g  Fjigiiierix  and  the  National  Health  Service  Coips  are  three  very  different 
txamficsof  prpgrar::s  ibst  maintain  strong  external  s«^>port  and  sustain 
r^nd  e3q>ansion  even  though  there  are  many  layers,  not  always  suj>port- 
t^y- :  .  iv^  be^ecu  the  program  and  a  cabinet  c^cer.  Layering  can  offer  seme 
protection  for  programs  if  the  higher  layers  are  reascmably  stq>portive. 
Leadershy  instability  may  be  associated  with  high  levels  within  the 
I^^partment  cspcaaSfy  if  the  leadership  post  is  inqx>rtant  to  those 
^ttenq^tiog  to  change  the  political  perspective  of  a  Department. 

Tnadftqnate  influence  of  layered  programs  on  other  prrjgiJtTnjs  is  another 
problem.  Th^  concern,  can  be  valic-  if  the  program  is  never  included  in 
pcdi^  discussions  of  reiated  programs  because  of  its  organizational 
location  even  though  capable  leaders  have  usually  been  able  to  express 
their  views  at  higher  levels  and  to  influence  other  programs.  The  potential 
advantages  of  hitter  organizational  location  can  be  undermined  by 
inadequate  leadership. 

Ifigh  level  policy  commitment^  however  obtamed,  is  the  most  important 
factor  in  obtaining  funding,  influencing  program  administration,  or 
influencing  related  programs.  A  higher  organizational  location  may  be  the 
resist  and  symbol  of  fliat  commitment.  However,  higher  organizational 
location  as  a  means  of  bringing  about  that  commitment  by  high  level 
pol^finakers  w  not  always  successfuL  Just  as  there  axe  examples  of  strong 
programs  at  lower  levels,  there  are  also  examples  of  weak  programs  and 
weak  coordinating  position  at  hi^  levels  in  the  Department. 

Decentralizatioa  and  the  Role  of 
the  RegMMud  Offices  Within  DHHS 

The  most  crucial  issue  concerning  decentralization  of  maternal  and 
child  health  is  the  role  of  the  States  in  such  programs  at  the  communis 
level,  but  a  full  discussion  of  this  issue  is  beyond  the  scc^  of  this  paper. 
The  role  of  the  States  in  many  maternal  and  child  health  pr<>^rams,  such  ' 
as  Title  V  formula  grant  programs,  WIQ  and  EPSDT  has  been  and  is 
significant.  Otiier  programs  such  as  Community  Health  Centers  and  the 
or^pial  Maternity  and  Infant  Care  Centers  have  bypassed  the  States  to  a 
:^gnificant  extent.  The  Panel  must  decide  on  the  emphasis  and  roles  to  be 
given  programs  fuimeled  through  the  States  relative  to  those  with  direct 
Federal  prqfect  grants.  This  issue  is  dealt  with  in  various  ways  in  other 
bac^cground  papers. 
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The  choice  of  policy  direction  has  considerable  significance  for  the 
organization  of  Federal  staff.  If  the  States  are  to  play  a  primary  role  in 
programming  flexible  Federal  funds,  then  the  Federal  staff  would  be  smaU 
and  would  provide  expert  technical  assistance  to  the  States  as  needed, 
ensure  compliance  with  Federal  law  and  regulations,  provide  assistance  to 
the  States  in  drawing  on  and  coordinating  with  other  Federal  programs, 
and  perhaps  monitor  programs  for  measures  of  maternal  and  child  health 
status  and  access  to  services.  This  approach  woxUd  mean  decentralization 
in  the  extreme  and  impUcs  a  relatively  passive  Federal  role.  Federal  staff 
would  be  advocates  for  and  provide  assistance  to  what  is  predommantiy  a 
State  function.  ^ 

If  a  more  active  Federal  role  is  desired,  but  with  responsibihty  for  the 
actual  conduct  of  the  programs  residing  with  the  States,  then  the  Federal 
staff  must  be  strengthened  to  play  a  more  aggressive  monitoring  and 
enforcing  role.  If  the  States  are  to  be  held  to  certain  performance 
standards,  and  if  penalties  and  other  pressures  are  to  be  applied  when 
performance  is  inadequate,  the  Federal  staff  must  devote  much  effort  to 
documenting  performance  (establishment  and  maintenance  of  data  and 
reporting  systems),  to  encouraging  or  forcing  corrective  actions  by  the 
States  (often  through  the  time-consuming  mechanism  of  threatening  to 
bring  Federal  punitive  actions),  and  to  coping  with  the  likely  political 
controversy  that  such  a  course  of  action  entails. 

The  first  alternative  implies  that  the  States  are  the  primary  actors,  with 
Federal  assistance  and  help,  whereas  the  second  implies  that  the  States  are 
acting  as  agents  of  Federal  policy.  In  these  brief  descriptions,  the 
alternatives  are  caricatured  to  make  the  contrast.  Some  role-mixing  of  the 
Federal  staff  can  occur,  but  the  relationship  must  be  quite  distinct.  The 
first  assumes  considerable  tolerance  for  diversity  among  the  States  in 
objectives  and  performance,  but  the  second  assumes  that  greater  national 
uniformity  is  desired.  A  good  example  of  the  first  is  the  traditional  Federal 
stance  toward  the  content  of  education  programs.  The  Federal  stand  on 
busing  is  a  good  example  of  the  second. 

If  a  system  of  direct  Federal  project  grants  (or  Federal  placement  of 
personnel,  as  with  the  National  Health  Service  Corps)  is  chosen  as  a  third 
alternative,  then  the  Federal  staff  becomes  both  programmer  and  judge. 
The  success  of  such  programs  often  depends  on  the  initiative  of  Federal 
staff  in  identifying  and  assisting  community  leadership  ^oimd  which  the 
local  projects  are  built.  When  local  initiative  arises  spontaneously,  or  m 
response  to  Federal  stimulation,  then  the  staff  can  help  clear  away 
problems,  provide  access  to  resources,  provide  technical  assistance,  and 
provide  advice  on  the  intricacies  of  Federal  procedures.  Federal  staff  must 
also  sit  in  judgment  on  community  programs  regarding  allocations  of 
scarce  funding,  maintenan.  ^  of  satisfactory  performance,  and,  as  a  last 
resort,  termination  of  Federal  funds.  The  relationship  Ijetween  commumty 
programs  and  the  Federal  staff  is  direct  and  the  State  has  a  small  role. 
Indeed,  part  of  the  motivation  for  some  Federal  project  grant  programs 
for  disadvantaged  populations  is  the  bypassing  of  existing  public  agencies 
that  traditionally  provided  inadequate  services  to  those  populations. 

The  Federal  staff  is  in  a  very  difficult  position  in  the  direct  grant  role. 
They  must  be  friend,  expert,  reformer,  and  judge.  They  are  often  in  an 
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adveisazy  position  vis-a-vis  States,  as  a  deliberate  policy,  because  the 
project  grant  program  often  assumes  State  inadequacies  and  with  the 
resultant  refusal  to  delegate  Federal  responsibilities  to  the  States. 

This  discussion  of  alternative  approaches  to  the  decentralization  of 
re^K>nsibility  to  the  States  provides  a  backdrop  for  discussion  of  the  role 
of  the  Federal  Regional  Offices.  Criticisms  of  the  performance  of  Federal 
Regional  Office  staffs  in  relationship  to  maternal  and  child  health 
programs  often  arc  not  clear  regarding  the  appropriate  role.  As  stated, 
that  role  is  very  d^>endent  on  the  Federal  policy  about  the  degree  and 
nature  of  decentraliization.  If  the  responsibihty  for  programs  is  strongly 
decentralized  the  appropriate  role  of  Regional  Office  staff  may  be  to 
provide  or  arrange  for  technical  assistance  on  request,  either  regarding 
program  substance  or  the  intricacies  of  other  Federal  programs  that  the 
State  may  wish  to  investigate.  The  States  may  see  the  Federal  regional 
staff  as  advocates  to  Washington.  Regional  staff  in  earlier  years  of  close 
PHS-State  Health  £>epartment  collaboration  were  often  perceived  by 
headquarters  as  State  oriented. 

Several  questions  about  the  role  for  tne  Regional  Office  need  to  be 
addressed.  Cannot  the  States  be  their  own  advocates?  Can  a  Federal 
intermediaiy  far  from  the  Washington  scene  be  useful?  Do  many  States 
not  have  technical  expertise  within  their  boundaries  at  least  equal  to  that 
which  the  typical  Regional  Office  can  muster?  Would  not  consortia  of 
States  (on  the  Regional  Commission  or  Western  Interstate  Commission  on 
Higher  Education  (WICHE  model))  be  just  as  effective  in  marshalling 
expertise  within  their  boundaries  at  least  equal  to  that  which  the  typical 
Regional  Office  can  muster?  If  occasional  Federal  help  is  needed,  can  it 
not  be  provided  by  Washington  headquarters  staffs?  In  the  business  world 
decentralization  is  symbolized  by  the  executive  jet.  In  other  words,  if  the 
policy  calls  for  strong  decentralization  to  the  States,  is  not  the  Regional 
Office  an  anomaly,  except  perhaps  in  an  interdepartmental  coordinating 
role? 

If  the  Federal  Government  is  attempting  to  play  an  active  role  in 
moving  the  States  toward  the  fulfillment  of  Federal  policy  objectives,  then 
a  strong  Regional  Office  staff  is  probably  required  to  provide  ix>th  carrots 
and  sticks  to  ensure  State  performance.  The  widely  discussed  failure  of 
EPSDT  is  an  exan^le  of  a  well-intentioned  Federal  initiative  that 
foundered  on  the  lack  of  a  Federal  strategy  and  capaci^  to  ensure  State 
compliance.  The  Regional  Office  role  calls  for  strong  knowledge  of  the 
substance  of  programs,  skill  in  the  technicalities  of  Federal  leverage 
mechanisms,  and  intergovernmental  diplomacy.  Recruiting,  motivating, 
and  retaining  such  extraordinary  persons  in  Regional  Offices  is  a  great 
challenge  that  is  not  cften  achieved. 

A  Federal  strategy  bypassing  the  States  with  direct  project  grant 
programs  requires  a  somewhat  different  set  of  skills:  substantive  expertise, 
community  organization  skills,  and  some  of  the  skills  of  a  management 
consultant.  The  best  of  the  OEO  health  staff  and  some  of  the  young  PHS 
staff  implementing  Community  Health  Centers  in  the  late  1960's  had  these 
skills. 

No  matter  how  their  fimctions  are  perceived.  Regional  Office  staff  play 
a  coordinating  and  facilitating  role  among  the  various  Federal  programs 
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relevant  to  matcnial  and  chfld  health.  In  doing  so  they  are  often  forced  to 
cope  witfi  pioiLtam  inconsistencies,  and  inflexibiliiy,  poorly  conoeiv^ 
oi^ctives,  and  changing  directives  ftom  headquarters.  They  arc  criticized 
fiom  both  sides,  as  they  arc  caHed  upon  to  correct  the  imperfections  and 
ambiguities  of  Federal  programs.  Their  role  and  rewards  arc  dearest  when 
they  represent  a  sii^e  program.  <  ^  ^, 

The  negative  tone  of  these  comments  only  means  that  the  necessary 
conditicwnSfor  a  fuBy  effective  R^onal  Office  function  have  not  yet  been 
defined  or  inq^emcnted.  The  multipUcity  of  Federal  maternal  a^d^d 
health  programs  and  the  various  modes  of  Federal  action,  all  being 
inxplamtSd  simultaneously,  call  for  virtuoso  performances  oy  Regional 
O&cc  staff.  Such  performance  will  only  occur  consistently  after  develop- 
ment of  a  long-term  strategy  for  strengthening  the  staff. 


CongresskMial  Committee  Structure 

Congressional  jurisdiction  over  programs  affecting  maternal  and  child 
health  is  spUt  among  many  coimnittees  and  subcommittees-  According  to 
a  list  compiled  by  the  Congressional  Research  Service  of  all  subcommit- 
tees with  jurisdiction  over  health  issues  there  are  26  subcommittees  mtnc 
House  and  23  in  Tic  Senate  that  have  jurisdiction  over  matters  that  affect 
maternal  and  chfld  health  directly  or  indirecUy.  However,  the  major 
jurisdictions  affecting  maternal  and  child  health  are  in  three  pairs  of 

committees: 

•  Appropriations,  House  and  Senate 

•  sSate  Labor  and  Human  Resources  and  House  Interstate  and 

Foreign  Commerce 

•  Senate  Finance  and  House  Ways  and  Means 

The  committees  cover  most  of  the  DHHS  programs  for  inaternal  and 
chfld  health,  althoi^  major  programs,  such  as  WIC  and  Indian  Hcaltli, 
are  handled  by  other  committees.  Within  these  committees,  many 
subcommittees  further  subdivide  the  juris<fiction  over  maternal  and  child 

health  programs.  „  ,  .  ^.  ^ 

A  compete  discussion  of  the  impUcations  of  this  fragmentation  of 
iuiisdiction  and  its  roots  m  the  structure  and  history  of  the  Congr«s  is 
beyond  the  scope  of  this  paper,  but  several  of  the  most  significant  effects 
rtf  thijg  fragmentation  deserve  mention. 

CoordSaion  of  Federal  programs  is  made  difficult  because  specific 
pc^cies  for  each  program  are  shaped  by  the  particidar  views  of  the 
iSevant  Congressional  committees  and  those  views  on  snnilar  issues  may 
differ  quite  sharply.  These  differences  and  their  impact  on  programs  k 
intensified  by  the  power  exercised  by  strong  committee  chairmen  or  staff 
who  often  remain  in  positions  of  authority  far  longer  than  their 
counterparts  in  the  Executive  Branch.  The  policy  differences  betweoi  ihc 
Medicaid  program  and  the  project  grant  program  for  community  healfli 
services  are  eSimples  of  the  effects  of  spHt  jurisdicUons,  especiafly  m  the 

^^A^ther  effect  of  this  fragmentation  is  difficulty  in  introducing  broad, 
multi&ceted  strategies  for  improving  maternal  and  chfld  health.  Because 
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such  strategies  cut  across  jurisdictional  lines,  it  becomes  a  herculean  task 
for  xnany  private  organizations  (except  for  the  very  well-fimded  provider 
lobbiesX  to  put  together  the  multicoxnmittee  coalition  necessary  for 
coordinated  acticm.  A  good  example  of  this  effect  was  the  difficult  in 
developing  a  broad  energy  policy.  Entrenched  interest  groups  are  almost 
sore  to  use  a  divide-and-conqucr  approach  to  defeat  a  broad  strategy,  and 
a  weak  Hnk  in  the  chain  can  usually  be  fotmd. 

Conversely,  divided  jurisdictions  lend  themselves  to  effective  action  by 
a  sharply  focused  single  issue  constituent*  However  wcnthy  the  cause,  the 
success  of  such  a  constituency  in  capturing  the  attention  of  a  few  powerful 
Congressional  leaders  can  lead  to  further  fragmentation  of  jiuisdiction  as 
a  new  subconmiittee  or  ^>ecial  committees  are  formed  around  specific 
issues. 

Innally,  multiple  committee  jurisdictions  erode  the  time  and  energy  of 
alrea<fy  overburdened  leaders  of  Executive  Branch  agencies*  Agency 
heads  and  their  stafifs  typically  ^>end  extraordinary  amounts  of  time 
dealing  with  Congressional  committees,  and  multiple  jurisdictions  com- 
pound this  problem.  Much  of  this  activity  is  a  necessary  part  of 
accountabihty  under  our  democratic  system,  but  the  separation  of  powers 
under  the  Constitutional  system  does  place  unusual,  and  at  times 

destructive,  burdens  on  Federal  executives,  in  contrast  with  the  parlia- 
mentary system  of  Britain  or  Canada. 

This  set  of  problems  is  true  of  many  areas  of  public  policy,  not  just 
those  related  to  maternal  and  child  health.  Given  the  nature  of  Congress, 
good  solutions  are  difficult  to  identify  that  do  not  either  raise  other 
significant  problems  or  fly  in  the  face  of  the  realities  of  {x>Utical  power. 


ORGANIZATIONAL  OPTIONS 

Various  organizational  options  are  outlined  and  discussed,  and  cmpha* 
sis  is  given  to  those  more  likely  to  receive  serious  consideration  if 
advocated  by  the  PaneL  The  options  are  deliberately  described  in  rather 
general  terms>  both  because  the  number  of  detailed  variations  nears 
infinity  and  because  it  is  more  appropriate  for  external  advisors,  such  as 
the  Panel,  to  advocate  the  broad  outlines  of  desired  changes,  leaving  the 
details  to  be  worked  out  by  responsible  administrative  officials.  However, 
some  specific  details  arc  mentioned  when  they  illustrate  a  necessary  point. 
Some  variations  within  an  option  are  specifi^  when  different  approaches 
to  the  same  organizational  objective  deserve  special  attention. 

The  intent  is  to  provoke  thought  and  to  illustrate  some  of  the  trade-offs, 
not  to  provide  an  organizational  answer  for  the  Panel.  It  is  hoped  that  in 
choosing  among  these  options,  or  recommending  different  combinations 
or  variations,  the  Panel  will  understand  better  the  significance  and  likely 
impact  of  their  recommendations. 

A  brief  discussion  of  options  for  Congressional  organization  is  included, 
but  a  full  treatment  of  the  Congressional  situation  is  beyond  the  scope  of 
this  paper. 

These  options  are  described: 
(1)  The  status  quo 
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(2)  A  i-^-^^r^rttw^tinp  Tiw^hamsm  with  variations 

•  An  OSBceof  Maternal  and  Guid  Health  in  the  Office  of  the 
Secretaxy  of  DHHS 

•  ]:>epaty  Assistant  Secretary  for  Maternal  and  Child  Health  in 
the  Piiblic  Health  Service  ^  « 

•  A  National  Advisory  Council  for  Maternal  and  Child  Hcaltn 

(3)  A  new  Maternal  and  Chfld  Health  Organization  within  the 
Public  Health  Service  consolidating  existing  programs  (and 
including  any  new  programs  recommended  by  the  Panel)  with 
vaxiatioiisi  , 

•  Maternal  and  Child  Health  Administration  reporting  to  the 

Assistant  Secretary  of  Health  ,  , 

•  Bureau  of  Maternal  and  Child  Health  within  the  Health 
Services  Administration 

•  Consolidating  PHS  programs  only  ,    ,  ^  ^ 

•  Transferring  EPSDT  (or  CHAP)  from  the  Health  Care 
FinflP""g  Arliwitiistration 

(4)  A  new  children's  agency  within  DHHS  (a  reconstituted  Chil- 
dren's Bureau)  .    ,  .   ^  wr- 

(5)  Merger  of  PubUc  Health  Service  and  Health  Care  Fmancmg 

Administration 

(6)  Congressional  jurisdiction  options  .       .  .  , - 

•  Consolidating  maternal  and  child  health  jurisdictions  withm 
an  existing  committee  in  each  House  u    i  u 

•  Establishing  subcommittees  on  maternal  and  child  health 
within  existing  committees 

•  Joint  jurisdiction 

•  A  new  Select  Conunittee  on  maternal  and  child  health  with  or 
without  legislative  jurisdiction 

•  A  new  joint  committee 


Optkm  1 — Status  Quo 

This  option  is  important  for  several  reasons.  The  frequency  of 
reorganizations  recently  (four  major  reorganizations  of  the  PHS  smcc 
l^bXrfiTthe  transfer  of  Title  V  in  1970  to  PHS,  and  the  creation  of 
HCFA  in  1977),  the  stiU  fresh  assimilation  of  new  programs  arid  the 
possibihty  of  major  new  policy  initiatives,  such  as  national  health 
^anci  have  created  an  atmosphere  of  instabiUty.  As  stated  prcviourfy, 
shaldne  up  an  entrenched  bureaucra*^  may  be  a  vahd  justification  for 
leorga^zsSion,  but  the  PHS  has  hardly  had  the  opportumty  to  grow  too 
comfortable  in  a  long-established  organizational  mold.  , 

Every  time  a  change  takes  place,  a  price  is  paid  m  turmoiL  Able  people 
are  usiwlly  lost  through  resignation  or  retirement  because  of  uncertainty, 
frustration,  or  pcrc«rticns  of  hostiUty  ahnost  inherent  in  major  organiza- 
tional shifts.  cSmge  is  particulariy  destructive  if  it  is  perceived  as  the 
whim  of  a  particular  administrator,  without  dear  poUcy  ol^ectivcs,  and 
without  a  firm  poUtical  commitment.  Because  the  senior  officials  imti^g 
such  aianges  are  usually  political  appointees  whose  tenure  is  usuaUy  from 
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2  to  3  ycarsy  it  is  easy  for  career  staff  to  adopt  a  cynical  attitude  about 
organizatioiial  changes^  Rapid  chai^  breeds  defensive  behavior. 

The  amount  of  cacrgy  invested  in  any  major  organizational  shift  might 
be  invested  tn^rad  in  stafif  devek^ment  (a  long*range  activity  requiring 
some  organizational  stabilityX  policy  refinement,  and  administrative 
streasniimng  and  improvement.  This  option  is  particularly  attractive  if 
major  policy  initiatives  and  increments  of  funds  are  unlikely. 

However^  if  major  poticy  and  program  <dianges  are  in  prospect,  then  the 
organizations  status  quo  has  the  disadvantage  of  leaving  in  place  the 
organizational  manifestation  of  earlier  policy  commitments. 

This  option  also  fails  to  provide  explicit  m^ns  for  inq>roved  program 
coOTdination.  It  impends  on  the  indinations  of  the  line  leadership.  The 
corrent  status  quo  can  be  charartrnzed  as  providing  litde  ^>ecific 
organizational  identic  for  maternal  and  child  health  programs,  yet  at 
present  the  PHS  leadersh^  is  concerned  about  these  health  problems 
because  pediatricians  occupy  many  key  positions*  This  orientation  may 
shift  with  the  Presidential  election  or  with  the  typical  turnover  rate  in 
senior  positions. 

Nevertheless,  an  option  to  preserve  the  status  quo  should  be  the 
reference  standard  against  which  all  others  are  judged.  The  benefits  of  any 
proposed  change  must  exceed  the  considerable  benefits  of  a  period  of 
organizational  calm  which  provides  opportunities  for  program  leaders  to 
improve  current  arrangements  and  policies. 


Option  2 — Coordinating  Mechanism 

Programs  with  direct  and  indirect  relevance  to  maternal  and  child 
health  are  scattered  in  many  locations  within  the  PHS,  HCFA,  other  parts 
of  DHHS,  as  weU  as  the  Departments  of  Agriculture*  Education,  and  even 
Defense*  This  fragmentation  has  its  source  in  the  diverse  roots  of  social 
policy  and  is  sustained  through  interest  group  pressures,  bureaucratic 
defense  of  territory,  and  divided  Congressional  jurisdictions.  Rather  than 
confronting  these  forces  head  on  by  proposing  major  organizational 
consohdations  with  maternal  and  child  heal^  as  the  overriding  priority,  a 
coordinating  mechanism  could  sedc  synergy  among  programs  and 
reduction  of  policy  and  administrative  conflicts* 

The  coordinating  approach  has  many  potential  virtues: 

•  It  provides  a  clear  focal  point  for  analy^s,  monitoring  and 
advocacy  of  maternal  and  child  health  interests  across  a  wide 
range  of  programs,  including  those  general  health  programs  with 
secondary  impact  on  maternal  and  child  health. 

•  It  gives  external  constituencies  and  Congressional  interests  an 
easily  identifiable  point  of  contact  and  serves  as  an  information 
dissonination  point  about  Federal  maternal  and  child  health 
activities. 

•  It  is  less  disruptive  than  major  reorganization. 

•  It  is  less  subject  to  the  poti^  and  administrative  biases  of 
particular  line  agencies  that  value  objectives  other  than  maternal 
and  child  health. 
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•  By  avaidizig  the  burdens  of  day-to-day  management  of  program,  it 
retains  flexibility  in  rdationship  to  the  multiple  and  complex 
processes  of  decisionmaking  within  the  Executive  and  Legislative 
Branches.  Among  the  liabilities: 

Among  the  liabilities: 

•  It  f^Ti  lead  to  rivalry  with  line  managers  and  (often)  the  absence  of 
decisionmaking  power,  depending  on  responsibilities  assigned  to 
the  coordinator. 

•  The  coordination  function  is  usually  more  eflTective  in  coordinat- 
ing major  policy  than  in  coordinating  program  administration. 

•  It  often  lacks  long-term  continuity,  therefore  can  be  defeated  by 
bureaucratic  d^ay  tactics. 

•  The  coordinating  function  tends  to  slip  into  administrative 
meddling  and  trouble-shooting. 

•  Multiplication  of  coordinating  mechanisms  for  many  different 
interests  lead  to  a  nsw  layer  of  administrative  confusion 
(special  assistants  stumbling  over  each  other  attempting  to  attract 
the  attention  of  the  line  decmoimiaker)- 

•  Coordination  mechanisms  have  a  potential  for  diffusing  responsi- 
bility and  accountability. 

•  The  staff  can  become  captive  to  information  supplied  by  line 
managers.  .  . 

In  designing  such  a  coordinating  mechanism,  important  decisions  must 
be  made  about  location,  structure,  and  responsibilities.  Higher  organiza- 
tional location  gives  wider  scope  across  programs  and/or  departments, 
but  is  less  iiistitutionalized  and  more  subject  to  political  shifts.  For 
example,  the  coordinating  mechanism  could  be  in  the  White  House 
I>omestic  Policy  staff,  at  the  Secretary  (DHHS)  level,  or  in  the  PHS.  The 
higher  levels  are  likely  to  be  less  tolerant  of  a  special-focus  coordinator 
because  of  the  breadth  of  their  concerns,  but  precedent  exists  in  the  drug 
abuse  policy  focus  at  the  White  House. 

Because  the  msyority  of  maternal  and  child  health  activities  are  within 
DHHS,  a  White  House  location  does  not  seem  likely,  but  there  are  two 
principal  alternatives  within  DHHS-  The  first  is  the  establishment  of  an 
Office  of  Maternal  and  Chad  Health  within  the  OfHce  of  the  Secretary. 
This  location  is  pertinent  to  the  coordination  of  programs  in  PHS,  HCFA, 
and  Administration  of  Children,  Youth  and  FamiUes.  In  this  location  the 
Office  could  invoke  the  Secretary's  authority  to  overcome  resistance  to 
coordination  by  the  line  agencies  and  could  be  the  support  staff  for  the 
National  Advisory  Council  on  Maternal  and  Child  Health. 

The  other  alternative  ^  to  locate  the  coordinating  mechanism  within  the 
Office  of  the  Assistant  Secretary  for  Health.  Several  external  groups 
interested  in  maternal  and  child  health  have  advocated  a  I>^uty  Assistant 
Secretary  for  Maternal  and  Child  Health  to  carry  out  this  function,  but 
the  function  could  also  be  labeled  as  an  (Xfice  of  Maternal  and  Child 
Health.  This  location  would  probably  provide  a  greater  degree  of 
mstitutionalization  and  continuity,  and  a  more  professional  tone  than  a 
location  in  the  Office  of  the  Secretary.  Coordination  of  programs  outside 
the  PHS  would  probably  be  more  difficult.  This  location  would  be  more 
strongly  justified  if  EPSDT/CHAP  were  moved  to  the  PHS,  or  PHS  and 


HCFA  woe  combined  (see  discmsions  under  options  3  and  4).  Efifective 
advoca^  of  matemal  and  dnld  hcallh  mi^t  be  sustained  more  easily  In  a 
hcaMi  cpviitr  imeat> 

The  specific  rieifiprmMKiliti#>ife  5>«igrM>J  to  tlt^  «vwTriiTt5>twig  mi»r^Ti5»TiiCTwi  ai^ 

vqy  impogtant  considecatkms.  The  tools  that  will  be  available  for  exerting 
mfloence  on  operadn^  progcams  cannot  be  left  to  hiq)peDstanceL  If  the 
Fftni^  is  to  recommend  sockt  a  mechanism  it  must  recommend  how  the 
Hmctioa  is  to  be  pcxfoiiiied  r^ardless  oS^  vAaX  oigmimtional  level  is 
recommended,  Sinqpiy  aOowin^  the  ddOs  and  whims  of  the  individual 
gpren /Ais  le^xmsibifity  to  detemiine  the  nature  of  die  function  would 
provide  iitde  sti^ii^  power  for  the  mechanism  and  m^^t  encourage  the 

The  tools  miglit  be  limited  to  die  classic  staff  functions  of  information 
gathrrif^  analysts^  and  advice  to  the  line  decisionmaker.  The  information 
galberii^  and  dissemtnatkm  role  could  be  strengthened  by  assigning  (and 
staffing)  a  fonnal  ciearxng^UHxse  function*  By  creating  and  contrc^hng 
uniqur  information  sources  about  matemal  and  child  health  activities  in 
the  Federal  Government  (and  perfaaq^s  indudii^  nonfederal  materoal  and 
child  health  programsX  die  influence  of  the  coordinating  mechanism 
be  increased  by  having  this  miiquc  source  to  ofifer  programs. 
Congressional  stafis,  and  external  constituencies.  An  example  of  a  useful 
analytic  and  information  function  rmght  be  the  assignment  of  rcsponsibfli- 
ties,  perhaps  by  statute,  for  developing  an  annual  repcxt  on  the  matemal 
and  child  health  Federal  budget.  This  rq>ort  could  be  analogous  to  the 
Special  Analyses  contained  in  the  President's  Budget.  The  report  could 
also  describe  nugor  poHcy  developments  and  program  accomplishments 
or  higjhKg^t  specific  issues  in  maternal  and  child  health.  This  report  could 
|m>vide  a  focus  <^  attention  Ux  matemal  and  child  health  programs 
throu^out  the  Federal  structure. 

If  die  coordinator  is  to  have  the  responsibili^  for  program  and  policy 
anaJrysis,  a  strong  analytical  staff  will  be  required.  This  requirement  puts 
the  coordinating  mechanism  in  competition  with  other  staff  units 
reporting  to  the  same  Hne  officer.  Some  con^>etition  can  be  healthy  and 
provide  decisionmakers  a  rich  array  of  policy  options  and  analyses  from 
which  to  choose.  However,  much  energy  can  be  dissipated  in  struggles 
among  competing  staffs,  especially  if  the  delegation  of  responsibilities  to 
the  coordinating  ofiBce  is  not  ^ear. 

To  furdier  strengthen  the  powers  of  the  coordinator,  the  office  can  be 
ass^ned  ^>ecific  review,  comment,  or  even  signofif  responsibilities  for 
budget,  legislative  proposals,  important  administrative  policies  and  regula- 
tions, and  planning  that  would  direcdy  affect  maternal  and  child  health 
programs.  It  is  possible,  but  unusual,  for  the  coordinator  to  be  assigned 
such  re^>onsibihtie$  for  programs  outside  their  organization  if  such  an 
arrangement  were  approved  and  enf<xrced  by  higher  authority.  For 
example,  a  coordinating  office  located  in  the  PHS  could  be  given  specific 
review,  comment,  or  signofif  responsibilities  concerning  HCFA  programs 
and  policies  afiecting  matemal  and  child  health.  Irreconcilable  differences 
would  be  referred  to  the  Secretary  for  resolution.  This  situation  occurs 
sometimes  under  current  arrangements,  but  an  explicit  assignment  of  such 
responsibility  by  the  Secretary  would  add  credibility  and  legitimacy  to  the 
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coordinator's  actions.  Line  administrators  usually  resist  such  assignments 
as  undesiraUe  diffusions  of  responsibilit/. 

Another  coordinating  device  that  has  been  used  in  other  areas  is  the 
establishment  of  a  National  Council  for  Maternal  and  Child  Health.  The 
CouncO  might  have  full-time  members  and  function  like  the  Council  of 
Economic  Advisors,  but  a  more  plausible  arrangement  would  be  an 
advisory  council  composed  of  nonfederal  experts  and  leading  citizens  with 
an  interest  in  maternal  and  child  health  serving  as  part-time  consultants  as 
with  the  national  advisory  councils  at  NIH.  The  chairman  could  be  either 
a  nonfederal  person  appointed  by  the  Secretary  (or  the  President)  or  the 
full-time  head  of  the  coordinating  office.  Examples  of  both  approaches 
r^n  be  found  in  other  advisory  councils.  Public  Administration  purists 
oppose  a  nonfederal  chairman,  but  a  prestigious  person  in  that  role  might 
give  additional  visibiU^  to  the  Council  and  an  appearance,  and  perhaps  a 
degree,  of  greater  independence.  The  President's  Science  Advisory 
Committee  during  1958-1970  was  chaired  by  the  President's  Science 
Advisor  and  had  a  distinguished  membership  and  important  impact 
during  its  earlier  years* 

Defenders  of  Une  responsibility  within  the  agencies  and  the  Office  of 
Management  and  Budget  are  likely  to  oppose  a  strong  advisory  coimciL 
However^  such  a  mechanism  could  provide  visibihty  to  analyses  and 
recommendations  concerning  important  maternal  and  child  health  issues. 
The  character  of  the  Council  as  analyst  or  advocate  would  depend  on  the 
individuals  in  the  CounciL  Analysis  and  advocacy  are  not  necessarily  in 
conflict,  and  the  most  effective  advocacy,  especially  within  the  Executive 
Branch,  is  based  on  sound  analysis.  Such  a  group  might  be  discounted  in 
the  decision  process  for  having  a  predictable  **point  of  view"  rather  than 
providing  creative  solutions  or  options  for  difficult  problems. 

If  the  Council  is  to  be  effective,  it  needs  not  only  strong  staff  support 
but  also  some  specific  responsibilities.  The  special  report  described  above 
might  be  issued  by  the  Council-  It  might  be  asked  to  review  and  comment 
on  budgets,  legislation,  and  major  policy  proposals.  The  Council  com- 
ments, generated  independently,  could  be  given  to  the  Secretary  or  other 
line  official.  Statutory  budget  review,  as  with  the  cancer  advisory 
apparatus,  might  be  considered,  but  this  approach  will  be  strongly 
opposed  by  OMB  and  line  managers.  Useful  functions  of  the  Council 
could  be  to  focus  attention  on  new  policy  and  programs  and  to  provide 
some  oversi^t  for  the  implementation  of  Uie  new  directions. 

All  of  these  devices  that  strengthen  the  Council  will  create  some  tension 
with  line  managers.  Tension  is  an  inevitable  result  of  a  Council  that  has 
effect  on  the  coordination  and  priorities  of  those  programs  that  have 
maternal  and  child  health  as  a  secondary  interest  as  well  as  programs 
directly  concerned  with  maternal  and  child  health. 

The  Council  could  be  associated  with  the  coordinating  office  whether 
located  in  the  Secretary's  office  or  that  of  the  Assistant  Secretary  for 
Health. 

Two  final  comments  be  made  on  coordinating  mechanism.  First, 
the  eflfectiveness  of  coordinating  devices  tends  to  diminish  as  they  become 
routine.  Special  effort  must  be  made  for  periodic  renewal  of  commitment. 
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Conyesaional  hfcaiiiigs  on  tbe  animal  report  mt^t  bdp.  Second* 
coofdiiialh^  lanctions  icqinre  a  paiticnfar  st^  to  be  effective,,  so  the 
^feoioe  of  the  ofiBce  director  is  very  important.  There  is  a  fine  line  between 
bcn^  fbrccfnl  enongh  to  have  an  impart  on  deciskms  and  being 
meddfesoine  and  ineSective  in  both  line  and  staff  fnncticnis. 

Opdon  3 — New  Mstemal  and  ChOd 
Fffgrfth  Opei'ulii^  f^ognun 

A  third  option  is  the  creation  <^  a  new  agency  within  the  PHS 
combinang  aH  or  some  of  the  following: 

•  Title  V  programs 

•  Family  planning 

•  Adolcsoent  health 

•  Health  edocation  prevention  programs  for  children 

•  Schoolhealth 

•  ^acH£> 

This  agency  could  also  be  given  some  or  all  of  the  coordinating 
fimctions  described  (under  option  2)  althooj^  coordination  by  <mc  line 
agency  of  the  activities  xtf"  another  line  agency  is  usually  of  h^^*^ 
effectiveness.  The  creation  of  a  new  agency  might  be  accompanied  by  the 
creation  of  a  new  coordinating  mechanism  at  a  higher  level  in  the 
stroctnre.  In  this  arrangement,  the  new  agency  would  be  one  of  the  units 
to  be  coordinated. 

There  are  two  basic  versicms  of  this  option: 

(1>  A  new  bureau  within  HSA  focused  on  service  programs,  leaving 

NICHD  in  NIH; 
(2)  A  new  agency  within  the  FUS  including  NICHD  and  analogous 
to  ADAMHA  combining  service  and  research  re^xmsibilities. 

The  argument  for  the  second  version  is  that  the  research  and  service 
programs  would  have  a  synergistic  efifect  if  th^  were  located  within  the 
same  organization.  The  research  piogiams  of  NICHD  might  broaden 
their  focus  if  more  direct  contact  with  the  service  programs  is  achieved 
and  if  NICHD  were  not  a  part  the  Inomedical  miUeu  <^  NIH.  The 
service  programs  might  benefit  from  contact  with  a  strong  research 
envircmment  that  would  provide  a  framework  and  address  research  needs 
generated  by  those  service  programs. 

On  the  negative  side,  the  quality  of  researdi  might  be  eroded  by  the 
move  to  the  new  agency.  It  has  been  difficult  fcH-  other  parts  <^the  PHS  to 
emulate  the  research  climate  and  prestige  of  NIH.  Rdevant  research  in 
maternal  and  child  health  may  benefit  from  the  power  of  the  biomedical 
lobby  in  defending  the  funding  and  the  riKmstt^  for  research  if  NICHD  is 
still  within  NIH.  Because  research  relevant  to  maternal  and  child  health  is 
also  carried  out  and  sv^jported  by  many  other  units  of  NIH  and 
ADAMHA,  the  rrfocation  of  NICHD  might  actually  lessen  the  total  level 
of  research  directed  at  the  health  problems  of  mothers  and  chfldren.  There 
seems  to  be  very  little  sxipport  for  the  removal  of  NICHD  from  NIH. 

A  new  bureau  focused  on  maternal  and  child  health  services  has  the 
^  obvious  advantages  of  increased  visibility,  new  opportunities  for  program 
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coordination  and  integration,  and  the  possibilities  of  creating  an  attractive 
administrative  climate  for  professionals. 

The  disadvantages,  in  addition  to  the  inherent  disruption  of  current 
arrangements,  are  the  splitting  off  of  those  programs  with  an  exclusive 
maternal  and  child  health  focus  from  those  with  a  focus  on  the  family  and 
that  include  very  substantial  services  for  mothers  and  children.  This  issue 
is,  of  course,  an  important  policy  decision  for  the  Panel.  A  tendency  might 
also  be  to  focus  the  new  bureau  almost  exclusively  on  Title  V  and 
relationships  with  the  States,  resulting  in  a  weakening  of  relationships  with 
other  primary  care  programs  that  are  not  directly  related  to  State 
responsibilities.  This  sitiiation  is  also  a  policy  issue  rather  than  administra- 
tive issue. 

The  case  for  a  separate  bureau  might  be  strengthened  if  other 
organizational  options  are  included.  The  most  significant  would  be  the 
move  of  EPSDT  or  CHAP  from  HCFA  to  the  PHS.  This  major 
organizational  option  would  significantly  alter  the  responsibilities  and 
character  of  the  new  agency. 

Another  alternative,  a  separate  bureau  for  EPSDT/CHAP,  could  be 
established  within  HSA  with  coordination  achieved  at  the  HSA  level 
between  this  bureau  and  the  maternal  and  child  health  bureau.  A  third 
alternative  would  be  a  separate  agency  within  the  PHS  for  EPSDT/CHAP 
independent  of  any  organizational  changes  in  maternal  and  child  health 
programs.  These  arrangements  would  not  seem  to  capitalize,  however,  on 
the  possible  advantages  of  such  a  significant  transfer  to  achieving  better 
coordination  among  maternal  and  child  health  programs.  This  transfer 
will  be  opposed  because  it  would  fragment  the  health  financing  programs 
that  HCFA  has  been  attempting  to  integrate.  However.  CHAP  differs 
from  Medicaid  in  its  intent  to  reach  out  to  eligibles  to  ensure  services  for 
them.  Title  V  and  the  other  HSA  prograntis  could  be  viewed  as 
instnmients  for  helping  to  achieve  the  objectives  of  CHAP.  CHAP  could 
be  seen  as  more  compatible  with  the  health  services  orientation  of  the 
PHS  and  HSA  rather  than  with  the  health  financing  environment  of 
HCFA,  with  its  necessary  focus  on  reimbursement  methods,  cost 
containment,  and  reduction  of  fraud  and  abuse.  The  importance  of 
HCFA-PHS  coordination  previously  was  described.  The  transfer  of 
EPSDT-CHAP  would  simply  alter  the  pattern  and  content  of  coordina- 
tion. The  PHS  would  have  to  work  closely  with  HCFA  in  establishing 
EPSDT/CHAP  policies,  and  working  out  arrangements  with  HCFA  for 
dealing  with  the  State  Medicaid  agencies  on  matter*;  of  eligibility, 
payment,  and  State  naJitching  Amds. 

More  programs  might  be  added  to  a  new  maternal  and  child  health 
agency,  including  inmiunization  programs  of  CI>C  and  some  ADAMHA 
services  relating  to  children.  The  judgment  to  be  made  in  these  cases  is 
whether  the  increased  maternal  and  child  health  focus  outweighs  the 
separation  from  professional  and  technical  environments  that  are  also 
highly  relevant  to  these  activities.  For  example,  it  is  unlikely  that  the  new 
bureau  could  acquire  the  expertise  in  immunization  programs  possessed 
by  CDC. 
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OptioD  4 — A  New  Children's  Agency 
Wifhin  DHHS 


This  new  agency  could  include  all  of  the  programs  discussed  under 
option  Q  but  also  include  Head  Start  and  social  service  programs  for 
children.  In  essence,  this  option  would  be  a  recreation  of  the  Children's 
Bursau*  The  establishment  of  such  an  agency  would  make  it  feasible  to 
consider  the  transfer  of  maternal  and  child  health-related  USDA  nutrition 
programs^  for  such  an  agency  would  probably  be  of  sufficient  size  and 
stature:  to  administer  very  large  programs* 

The  major  virtue  of  ^lis  option  is  the  inclusion  of  maternal  and  child 
health  in  a  broader  social  services  context  that  would  acknowledge  the 
importance  of  social  and  economic  factors.  The  option  also  provides  the 
clearest  focus  for  child  advocacy  within  the  Federal  structure. 

This  option  is  the  purest  form  of  the  ^target  population^  strategy  (in 
contrast  to  a  functional  strategy).  As  such,  it  would  represent  a 
commitment  to  children,  not  just  to  maternal  and  child  health.  The 
inclusion  of  health  programs  (including  CHAP)  might  give  a  strong  and 
popular  thrust  to  a  new  children's  strategy,  and  be  more  saleable 
politically  than  the  social  welfare  orientation  of  the  current  Administra- 
tion for  Children,  Youth,  and  Families. 

The  major  liability  of  this  option  is  the  separation  of  maternal  and  child 
health  from  other  health-related  activities,  many  of  which  have  very 
substantial  and  direct  impact  on  maternal  and  child  health.  The 
functional  rather  than  the  target  population  relationship  also  gives  more 
immediate  access  to  relevant  expertise  concerning  the  delivexy  and 
organization  of  services. 

Option  5— Merge  PHS  and  HCFA 

This  option  is  not  like  the  previous  four  options,  but  such  a  merger 
might  provide  a  much  better  opportunity  to  coordinate  services  and 
financing.  Most  of  the  other  options  could  then  be  in^lemented  w^^hin 
this  option,  but  it  would  probably  be  easier  to  coordinate  Title  V  and 
CHAP,  for  example. 


0|»tion  6 — Reorganization  €)€  Congressional 

Jurisdictions 

Some  of  the  current  fragmentation  of  Congressional  jurisdiction  over 
maternal  and  child  health  programs,  such  as  the  separating  of  legislative 
and  appropriation  jurisdictions,  are  basic  elements  of  the  Congressional 
process  and  as  siich  cannot  be  changed.  Steps  could  be  taken,  however,  to 
reorganize  legislative  and  oversight  jurisdictions  to  provide  a  clearer  focus. 

The  five  basic  options  for  change  are  as  foUows: 

(1)  Transfer  of  jurisdiction  into  an  existing  committee 
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(2)  Estalidisbinent  of  a  new  subcommittee 

(3)  Joint  jurisdiction 

(4)  Establishment  of  a  new  select  committee  on  maternal  and  cnua 
health 

(5)  Establishment  of  a  joint  committee 

Any  of  these  changes  involve  many  political  considerations  such  as  the 
relative  power  of  existing  committee  chairman  and  will  not  be  discussed 
except  to  indicate  that  these  factors  may  dominate  any  real  solutions. 

Before  considering  specific  options,  the  Panel  will  have  to  decide  if  it 
wantsf  the  focus  of  the  changes  to  be  only  maternal  and  child  health  or 
broader  children's  programs.  The  latter  is  a  broader  constituency,  and  the 
problems  of  traditional  domains  and  existing  jurisdictions  would  be 
intensified.  The  shape  of  the  coiamittee  jurisdiction  changes  would  be 
quite  different.  This  discussion  is  arbitrarily  limited  to  maternal  and  child 
health  options. 

The  first  option,  transfer  of  jurisdiction  into  an  existmg  committee,  is 
the  most  direct  approach,  but  it  is  also  very  difiScult  to  achieve  because 
one  committee  loses  what  another  gains.  In  the  House,  the  committee 
likely  to  accept  the  additional  jurisdictions  would  be  the  Subcommittee  on 
Health  and  Environment  of  the  Interstate  and  Foreign  Commerce 
Committee.  The  primary  jurisdiction  considered  for  transfer  would  be 
over  EPSDT/CHAP  (now  under  joint  jurisdiction  of  the  Ways  and  Means 
Committee  and  the  Interstate  and  Foreign  Commerce  Committee)  and 
perhaps  the  WIC  program  from  the  Agriculture  Committee.  For  example, 
Se  Ways  and  Means  and  the  Agriculture  Committees  arc  very  powerful 
and  would  not  gjnre  iq>  jurisdiction  easity. 

In  the  Senate  the  transfer  of  jurisdiction  over  these  programs  to  the 
Suboommir.ee  on  Health  and  Scientific  Research  of  the  Labor  and 
Human  Resources  Committee  would  have  more  significance  because 
there  is  no  present  joint  jurisdiction  with  the  Finance  Committee  over 
Medicaid  as  in  the  House.  Jurisdiction  over  the  family  planning  program 
migbt  be  transferred  firom  the  existing  Subcommittee  on  Child  and 
Hmman  Development.  This  transfer  illustrates  the  dflcmma  of  functional 
versus  target  groiq>  jurisdictions. 

Another  option  is  the  establishment  of  a  new  subcommittee  for 
maternal  and  child  health  within  each  House  so  that  there  would  be  a 
distinct  focus  for  maternal  and  child  health  legislation.  However,  such 
subcommittees  would  further  splinter  jurisdiction  over  health  programs 
and  MMhr  make  coordination  of  le^slative  policy  more  difficult.  An 
n^^fftrr-**^  program  in  the  Senate  would  have  a  correspond^  relationship 
to  the  existing  Subcommittee  on  Child  and  Human  Development. 

A  third  option  is  joint  jurisdiction  over  maternal  and  child  health 
WisUtion,  especially  EPSDT/CHAP,  and  perhaps  the  WIC  program 
along  with  the  program  of  education  for  the  handicapped.  This  model  is 
already  used  for  joint  jurisdiction  over  Medicaid  and  national  health 
insurance  proposals  by  the  Interstate  and  Foreign  Commerce  and  Ways 
and  Means  Committees.  This  approach  av<»ds  the  loss  of  jurisdiction  by 
either  committee.  However,  the  legislative  process,  alrea<ty  con^licated,  is 
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made  so  complex  that  action  on  controversial  issues  might  be  ahnost 
impossible* 

A  fourth  option  is  establishment  of  a  select  committee  on  maternal  and 
child  health  in  each  House.  The  Select  Committee  on  Nutrition  is  an 
example  of  this  approach.  Select  committees  often  have  limited  life  spans, 
and  are  intended  to  provide  a  surge  of  Congressional  attention  to  a  topic 
that  is  not  receiving  sufficient  attention  through  the  regular  committee 
structure.  A  select  committee  can  be  given  actual  legislative  jurisdiction 
(the  power  to  consider  and  recommend  legislation  to  the  Congress)  or  the 
jurisdiction  can  be  limited  to  oversight  (the  power  to  investigate,  hold 
hearings,  and  issue  reports).  The  former  requires  the  transfer  of  some 
jurisdiction  from  existing  conuniUees  to  the  select  committee  and  will  be 
more  firmly  resisted  than  the  oversight  function.  The  select  committee  on 
maternal  and  child  health  could  hold  hearings  on  the  annua!  special 
report.  An  investigatory  and  oversight  function  can  attract  a  great  deal  of 
publicity  to  a  particular  topic  and  can  bring  pressure  to  bear  on  the 
committees  with  legislative  jurisdiction,  but  the  real  power  resides  with 
legislative  j  urisdiction. 

The  fifth  option  is  the  establishment  of  a  joint  committee  on  maternal 
and  child  health.  Again  this  committee  could  be  given  legislative 
jurisdiction  (an  example  is  the  now  defunct  Joint  Atomic  Energy 
Committee)  or  oversight  jurisdiction  (an  existing  example  is  the  Joint 
Economic  Committee).  The  comments  regarding  select  committees  apply 
to  this  option  as  well.  The  joint  conunittee  is  a  very  unusual  device  and  its 
main  virtue  would  be  the  unique  attention  that  would  be  focused  on 
maternal  and  child  health  issues.  This  option  is  unlikely. 


IMPLEMENTATION  OF  ORGANIZATIONAL 

CHANGES 

Too  tittle  attention  is  usually  given  to  implementation  of  proposed 
organizational  changes^  yet  the  achievement  of  the  desired  objectives  oflen 
depends  heavily  on  factors  relating  to  implementation.  The  following  are 
some  of  the  factors  that  must  be  considered  along  with  any  changes  in  the 
organizational  structure.  It  is  hoped  that  in  its  recommendations  the  Panel 
will  give  some  explicit  attention  to  these  factors. 


Explicit  Strategy  for  Iiiq»leiiientatioR 

No  reorganization  should  be  undertaken  without  the  development  in 
advance  of  an  explicit  and  detailed  strategy  and  plan  for  its  implementa- 
tion. The  chaos  and  tension  inherent  in  any  change  is  great  and  would 
only  be  exacerbated  by  a  lack  of  planning  at  the  outset.  A  well-developed 
strategy  and  plan  must  take  into  consideration  and  address  political 
factors  as  well  as  administrative  details.  Some  interest  group  usually 
opposes  any  change,  and  efforts  must  be  made  to  mollify  such  antagonis* 
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tic  force*.  Internally,  a  goocl  plan  will  help  prevent  morale  problems  by 
providing  a  sense  of  purpose  and  direction  to  replace  the  comfort  of  old 
ways. 


Sufficieiit  Time  for  Imptenientatioo 

Full  implementation  of  a  change  requires  time,  usuaUy  several  years, 
before  all  of  the  problems  arc  overcome,  positions  filled,  and  new 
procedures  and  relationships  developed.  Too  UtUe  time  is  often  allowed 
for  the  settling  of  the  new  order.  Major  reorganizations  should  not  be  too 
frequent  or  a  general  instability  and  poor  morale  can  be  created  when  one 
change  is  forced  on  the  heels  of  another.  The  PHS,  the  Offioe  of 
Education*  Medicaid,  and  the  child  services  programs  have  aU  suffered 
j&om  the  effects  of  inadequate  assimilation  of  previous  reorganizations.  A 
good  plan  can  provide  for  strong  advances  while  stiU  allowing  adequate 
time  for  implementation. 


The  Civil  Service  and  Organizational  Change 

As  stated  previously,  people  are  usually  more  important  than  organiza- 
tional structure  in  meeting  program  objectives.  Organizational  changes  arc 
sometimes  used  as  mechanisms  to  replace  people  in  key  positions  when 
their  performance  is  considered  inadequate.  Although  this  method  may  be 
justified  in  the  long  run.  Federal  Government  agencies  mxist  retain  most 
of  their  employees  because  of  Civil  Service  tenure  regulations. 

Even  if  tenure  were  not  a  problem,  the  complex  tasks  faong  maternal 
and  child  health  programs  demand  managerial  and  professional  compe- 
tence of  a  high  order,  and  much  of  this  competence  is  not  developed 
through  the  usual  professional  training  or  prior  experience.  What  is 
needed  is  a  commitment  to  career  development,  with  attention  to  the 
development  over  time  of  knowledge,  skills,  and  e;q»erience.  Not  only 
does  the  Ovil  Service  have  a  weak  tradition  of  career  development,  but 
frequent  organizational  changes  provide  strong  disincentives  for  individu- 
als to  pursue  long-range  career  goals.  The  erosion  of  the  Civil  Service 
during  the  last  15  years  can  onty  be  overcome  by  the  same  deliberate 
attention  to  the  development  of  competent  staff  that  exists  in  the  mihtary 
or  in  large  corporations. 

Much  of  the  training  and  structured  experience  must  be  speciftcally 
deigned  to  develop  competence  in  the  management  of  maternal  and  child 
health  programs  at  the  Federal  leveL  This  competence  includes  trainmg 
and  experience  with  management  of  indirect  programs  (such  as  grants), 
attention  to  Fedcral-Statc-local  relationships,  substantive  knowledge 
about  the  cnganization  and  evaluation  of  services  at  the  commumty  level, 
and  some  knowle^  of  program  analysis  techniques.  Planned  advance- 
ment could  provide  the  range  of  experience  that  is  a  necessary  comple- 
ment to  academic  knowledge. 
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The  Civil  Service  has  traditionally  emphasized  the  job  and  not  the 
person.  If  competence  is  to  be  developed  over  time,  it  must  be  person> 
specific.  Perhaps  the  new  Senior  Executive  Service  is  a  step  in  the  right 
direction.  Tlie  Panel  should  note  the  importance  of  staff  development  for 
the  successful  implementation  cf  any  of  its  reconunendations  regarding 
the  Federal  role. 


Leadership  Turnover 

The  importance  of  competent  career  staff  is  intensified  by  the  rapid 
turnover  of  leadership  at  the  political  appointment  level.  Because  this 
phenomenon  is  unlikely  to  change*  a  strong  career  staff  is  needed  at  senior 
levels  to  provide  continuity  and  expertise.  Because  of  leadership  turnover, 
any  major  oxganizational  change  should  not  depend  on  a  political 
appointee  for  its  viability.  The  reqx>nsibility  of  career  staff  and  of  such 
groups  as  the  Panel  is  to  focus  attention  on  long-range  accomplishments. 
The  time  span  of  leadership  for  a  specific  appointee  is  almost  always  too 
short  for  effective  implementation  of  major  new  programs.  There/ore,  if 
the  Panel  is  recommending  major  new  programs,  specific  attention  should 
be  given  to  a  strategy  for  survival  and  development  after  the  ideas  have 
been  sold  to  the  current  decisionmakers.  This  approach  means  attention 
to  internal  and  external  constituencies  who  can  be  committed  to  the  new 
objectives. 


Strengthening  Regional  Offices 

As  noted  previously.  Regional  Offices  have  special  problems  and  needs 
in  the  area  of  staff  development.  In  addition  to  clarifying  the  role  of  the 
Regional  Office,  specific  steps  should  be  taken  to  strengthen  the  staff  for 
the  voy  complex  tasks  that  face  them.  These  steps  might  incl*ide  the 
following: 

•  Career  paths  for  filling  headquarters  positions  that  include 
mandatory  assignments  to  the  Regional  Offices  patterned  after 
career  development  in  most  major  businesses 

•  Special  training  programs  built  around  the  particular  challenges 
faced  by  Regional  Office  staff  due  to  the  unique  Regional  Office 
role 

•  Seminar  series  that  put  Regional  Office  staff  in  contact  with  the 
innovators  in  related  activities  so  that  Regional  Office  staff  are  at 
least  as  exposed  to  new  ideas  as  the  central  staff 

•  Maximum  us^  of  modem  electronic  communication  systems 
(including  private  satellite  transmission  circuits)  to  ensure  full  and 
rapid  communication  by  the  written  and  spoken  word  between 
Regional  Offices  and  headquarters  and  among  Regional  Otl^ces 

•  A  grade  structure  that  recognizes  the  imp>ortance  of  this  rote  ^d 
bonuses  and  incentive  awards  for  good  performance  specifically 
targeted  to  the  Regional  Office  staff 
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•  Advisoiy  and  technical  assistance  to  Regional  Oflices  relevant  to 
their  particular  and  vital  role  (most  of  the  current  Federal 
advisory  structure  focuses  nationally  recognized  experts  on 
national  aggregate  policy  concerns,  yet  these  experts  live  in  the 
regions  and  coiild  be  used  to  advise  the  Regional  Oflices) 


FACTORS  TO  BE  CONSIDE»ED  IN  CHOOSING 
ORGANIZATIONAL  OPTIONS 

Maj<»r  OT^nizationsI  change  should  only  be  recommended  if  major 
policy  change  is  recommended  and  the  link  between  them  is  clear. 
Examples  of  these  linkages  arc  as  follows: 

•  Option  1  (status  quo)  would  be  logical  if  the  recommendations  arc 
focused  on  the  internal  policies  and  funding  of  existing  programs. 

•  Option  2  (new  coordinating  mechanisms)  presumes  that  existing 
coordination  of  and  priority  assigned  to  maternal  and  child  health 
programs  is  inadequate  and  that  iiitemal  improvements  of  each 
maternal  and  child  health-related  program  will  not  in  the 
aggregate  lead  to  the  desired  propam  impact  without  new 
mechanisms  of  coordination  and  advocacy.  The  stronger  versions 
of  this  option  presume  that  exhortation  and  information  will  not 
provide  enough  leverage  and  that  some  friction  with  line  managers 
is  a  worthwhile  price  to  pay.  Extension  of  the  coordinating 
mechanism  to  the  health  financing  program  presumes  that  greater 
health  services  emphasis  is  needed  in  administration  of  these 

programs.  , 

•  Option  3  (new  maternal  and  child  health  agency)  presumes  that 
separate  programs  for  maternal  and  child  health  are  preferable  to 
family-centered  programs  as  a  means  of  providing  services  to 
those  in  need.  This  option  might  also  be  the  choice  if  a  decision  is 
made  to  funnel  Federal  support  primarily  through  State  maternal 
and  child  health  programs  rather  than  relying  on  direct  project 
grants  to  communities  or  assignment  of  National  Health  Service 
Corps  personnel  (the  primary  mechanisms  of  HSA  in  its  current 
form).  This  option  also  presumes  that  the  benefits  of  greater 
identity  and  priority  for  programs  primarily  aimed  at  maternal 
and  child  health  outweigh  the  probable  decline  in  leverage  on 
other  health  programs  that  have  major  real  or  potential  impact 
even  if  not  the  primary  focus. 

m  Option  4  (new  children's  agency)  would  be  the  choice  if  a  major 
new  child-centered  strategy  were  being  promulgated  that  recreat- 
ed the  Children's  Bureau  with  its  multiple  mechanisms  to  have  a 
broad  impact  on  child  development  and  welfare,  maternal  and 
child  health  would  be  only  a  part  (although  perhaps  an  important 
part)  of  the  grander  strategy-  The  policy  thrust  would  emphasize 
the  whole  child  and  the  syner^sm  of  other  services  with  health 
services  at  the  risk  of  losing  impact  on  other  health  services 
programs. 
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•  Option  S  (merger  of  PHS  and  HCFA)  is  a  contextual  option  that 
would  support  a  strategy  committed  to  providing  required  services 
and  orgsniimMt  the  services  to  meet  diild  needs. 

•  Ouuiges  in  Omgressiooal  jurisdiction  would  reflect  a  commit- 
ment to  ^Mcial  identity  for  maternal  and  child  health  concerns  at 
a  cost  of  some  probaUe  ftiction  with  codsting  Congressional  health 
leaders  and  die  fordier  ^dintering  of  health-related  jurisdictions. 

If  M  mmfor  new  stnUcgy  for  nuttamU  and  ch^  hemltb  is  proposed, 
otgMmxmtioaai  iUumges  can        to  symbolize  Mnd  httj^enaen 
butmmgamratkm  witbout  pobcy  slnfis  is  mNkrtfy  to  provide  beoeGts, 

This  is  a  cofoDaiy  of  the  first  pdncqxie.  The  Panel  should  be  prepared  to 
feoommend  that  reoigsnizations  not  be  implemented  unless  the  policy 
changrs  or  rmphswrs  that  underlie  the  organizational  changes  have  been 
approved.  The  Panel  should  resist  organization  changes  as  cosmetic 
substitutes  for  pcdicy  ^langes  that  have  been  rejected  (a  not  unusual 
occurrence).  The  creation  of  the  Department  of  Energy  is  an  example  of 
this  princq^  both  in  the  positive  and  negative  sense.  The  creation  of 
DOB  rq>resented  the  great  importance  of  energy  pc^cy,  but  the  DOE 
diflBcuhies  stem  liom  creating  the  organization  before  the  mafor  policy 
issues  were  decided. 

An  inqjiemenUttion  strategy  should  always  accompany  a  reorganization 
proposaL 

This  principle  fellows  from  the  discussion  concerning  the  implementa- 
tion of  organizational  changes,  especially  the  ccmcems  for  the  develop- 
ment of  competent  staff.  Unless  the  F^el  has  thoi^t  through,  and 
recommended,  some  of  the  necessary  coxsditions  for  successful  inq>lemen- 
tation,  a  reorganization  proposal  would  be  incomplete.  Wishful  thinking 
about  the  impact  of  organization  changes  should  be  avoided.  Changes 
may  be  destructive  in  an  organizational  enviroimient  already  trauma- 
tized by  (sutgected  to)  fiequent  change. 

Expectations  for  tbe  impact  of  cotuxlinating  mechanisms  should  be 
modest;  they  work  best  when  dearly  linked  to  and  identiGed  with  a  new 
policy  commitnaent  and  when  some  qpedGc  tools  of  coordination  are 
provided. 

This  is  anodier  version  of  the  major  theme  but  it  deserves  enq>hasis. 
Everyone  is  for  better  coordination  as  an  abstract  principle,  but  many 
coordinating  mrrhanisms  axe  <^  marginal  or  n^ative  usefulness.  Oflen 
they  axe  a  substitute  for  confironting  problems  with  line  management.  If 
line  management  is  the  problem,  direct  changes  in  personnel  or  policies 
and  more  clearly  focused  responsibilily  for  desired  program  changes  are 
more  effective.  However,  when  the  coordinating  mechanism  is  linked  to 
policy  shifts  then  coordination  can  have  real  value.  Good  examples  of 
these  axe  the  Coun^  of  Economic  Advisors  and  the  Full  Employment  Act 
of  1946,  the  President's  Science  Advisory  Committee,  and  the  ^utnik- 
induced  attention  to  science  and  technology  in  the  late  19S0*s  and  early 
1960*$. 

Jn  making  organizational  recommendations,  the  trade-offs  among 
desiraMe^  but  incorrq>atible,  objectives  should  be  made  acplidt. 

No  major  organizational  change  is  without  its  costs.  The  most  effective 
arguments  for  change  anticipate  and  address  these  trade-ofifs  and  justify 
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the  recommendation  on  i>alancc.  If  the  costs  are  not  recognized,  the 
recommendations  co'.^lc  '  ^'  rejected  and  unrealistic  and  the  results 
disappointing.  These  .■  •  ,.;:5  arc  difficult  and  seldom  clearcut.  Family- 
oriented  care,  the  clo:>-  . -  ^v^.-ohip  of  CHAP  policies  with  other  HCFA 
policies,  the  focus  of  r  r  r.. y  on  line  managers,  and  the  reasonable 
stability  of  organizations  are  clearly  valuable  goals.  Yet  most  of  the 
options  would  compromise  one  or  another  of  these  values.  These  costs 
must  be  justified  in  terms  of  the  value  to  a  clear  societal  investment  in  the 
health  of  mothers  and  children  and  it  is  hoped  this  paper  provides  some  of 
the  basis  for  effective  arguments  about  desired  trade-offs. 
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SECTION  VI 


HEALTH  MANPOWER 

CHILJ>  HEALTH 
PROFESSIONALS:  SLHPPLY, 
TRAINING,  AND  PRACTICE 

by 

Pfter  Budetti.  M.D^  J.D^  Peooy  MobiAKUs.  M.H^^ 
Suzanne  Stenmark.  and  Lauren  Leroy.  M.C.P.' 

EXECUTIVE  SUMMARY 

The  field  of  child  health  care  is  now  gA^ig-^  kiiciiig  the  result  of  a  time 
and  quantity  lag  between  *l>aby  booms**  and  a  **pedsatric  health 
profesaions  boom.**  Present  projections  show  the  supply  of  p^^i  *  Tiff 
akme  is  increasing  at  a  rate  that  is  greatly  dispropoiticjnate  to  the  late  of 
increase  in  the  nnmber  of  diildren  in  the  United  States.  Between  1975  and 
199Q,  the  number  of  pediatricians  will  increase  firom  aboat  26,000  to  over 
AOfiOfK  while  the  number  of  children  win  remain  reiadvely  constant. 
Moreover,  Hnc  simnltaneons  increase  in  the  sappiy  of  fiunily  pl^sicians, 
nurse  practitioners*  and  other  professionals  means  that  the  total  number 
of  child  health  care  providers  is  likely  to  exceed  even  the  most  generous 
standards.  The  prospect  <^  a  pfaysi^an  oversapply  could  be  the  most 
significant  factor  that  will  determine  the  degree  of  use  of  nurse 
practitioners,  physician's  assistants,  and  other  allied  health  workers  in  the 
future. 

Aldiough  ideal  provider-to-child  ratios  are  not  well  estaUished,  any 
dramatic  changes  in  the  rdationsh^  between  the  number  of  child  health 
practitioners  and  the  number  of  children  will  have  serious  implications  for 
the  character,  scope,  and  costs  a€  medical  services  as  wen  as  for  manpower 
supply,  training  and  practice.  This  disproportionate  growth  could  have 
markedly  different  implications,  depending  on  child  health  needs.  If  a 
large  number  of  unmet  needs  are  currently  unmet,  the  new  pediatric 
health  workers  mi^t  bring  need  and  siq>pty  into  Kaiari^  If;  on  the  other 
hand,  the  present  provider-child  ratios  are  fl<|f<q^iatr,  then  the  projected 
increase  would  constitute  a  serious  oversupply.  Also,  if  the  pediatric 
health  workers  are  not  weD  suited  or  trained  to  handle  presently  unmet 
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child  health  needs,  then  the  increased  physician  supply  could  be 
inappropriate  even  if  the  total  number  was  not  excessive. 

In  recent  years  a  number  of  researchers  and  governmental  agencies,  as 
well  as  the  American  Academy  of  Pediatrics,  have  attempted  to  determine 
how  many  practitioners  are  needed  to  provide  nec^siuy  ^lild  health  care. 
These  efforts  have  resulted  in  many  different  estimate,  some  more 
reasonable  than  others,  but  aU  generally  suggesting  that  an  oversupply  of 
child  health  practitioners  is  likely  in  the  future.  Missing  in  almost  all  of  the 
manpower  estimates  to  date  is  a  thorough  analysis  of  child  health  needs 
that  would  provide  an  adequate  basis  for  making  decisions  about  the 
number  and  appropriate  training  of  child  health  care  practitioners  in  the 

future.  ,    .    ,  , 

Because  the  child  population  is  expected  to  increase  relatively  little  over 
the  next  70  years,  the  challenges  for  child  health  are  largely  to  produce  the 
right  mix  of  practitioners,  services,  and  resources  necessary  to  meet 
present  and  future  child  health  needs.  Generally,  medical  care  is  widely 
available  to  children.  In  addition,  as  noted  above,  the  supply  of 
practitioners  is  expanding  rapidly  and  should  be  in  abundance  in  the 
future.  Nevertheless,  substantial  numbers  of  children  today  have  no 
regular  source  of  care  or  no  regular  physician.  Pockets  of  unserved 
populations  exist,  particularly  children  in  rural  and  central  city  areas,  the 
poor,  blacks  and  adolescents. 

In  addition,  numerous  health  care  needs  are  not  being  met  by  the 
present  system-  The  most  well-documented  area:^^  of  unmet  needs  include 
adolescent  medical  care,  certain  disorders  related  to  sexuality,  family 
planning,  alcohol  and  drug  abuse,  mental  illness,  and  chronic  disabilities. 

Solutions  to  the  problems  of  unserved  populations  involve  both  the 
supply  of  practitioners  and  the  financial  and  other  incentive  that 
determine  practice  location  and  character.  On  the  other  hand,  solutions  to 
the  problem  of  unmet  needs  are  related  to  the  education  of  health 
professionals.  The  strategies  for  meeting  child  health  needs  must  address 

both  Qrpes  of  problems. 

Education  for  child  health  professionals  could  be  modified  in  several 
ways.  In  keeping  with  the  report  of  the  Task  Force  on  Pediatric 
Education,  all  child  health  professionals  should  be  broadly  trained  in  both 
the  routine  organic  illnesses  and  problems  and  the  psychological  and 
social  aspects  of  health.  Pediatricians,  in  addition  to  their  more  extensive 
training  in  the  management  of  complex  disorders,  should  also  have  a  firm 
foundation  in  routine  problems  of  infancy  and  childhood,  in  all  aspects  of 
child  growth  and  development,  and  in  the  genetic,  family,  environmental, 
and  social  influences  on  the  health  of  children.  Pediatricians  should,  of 
course,  continue  to  provide  the  array  of  subspedalty  services  that  will  be 
needed  by  children.  The  numbers  of  pediatricians  should  be  more  than 
adequate  in  the  coming  years  so  that  general  pediatric  education  can  be 
expanded  without  threatening  the  supply  of  subspecialists. 

A  second  aspect  of  child  health  care  training  that  should  be  expanded  is 
the  *te3m  approach**  to  child  care.  The  team  approach  docs  not 
nec^arily  require  any  particular  oxganizational  structure,  but  it  does 
require  recognition  of  multiple  social  and  other  factors  that  influence 
health  and  disease  status  and  that  must  be  addressed  in  order  to  meet 
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diilcl  eve  Bceds,  Child  profe— iooal>  should  have  the  opportunity  to  apply 
their  particular  skills  in  settii^  that  allow  them  to  have  access  to  other 
^wOTaKsts  in  child  health  care.  Pediatricians  will  continue  to  provide  the 
entire  spectrum  of  chUd  medical  care  services  in  the  areas  where  they 
pnctioe.  Family  physicians  and  general  practitioners  (FP-GP's)  have 
demonstrated  their  willingiifts  to  practice  in  rural  areas  and  their  financial 
viability  in  sudh  areas  and  along  with  nurse  practitioners  will  be  providing 
die  bulk  ol*  primary  child  care  in  these  areas.  In  addition,  the  National 
Heahfa  Service  Corps  (NHSC)  is  an  effort  to  provide  health  care  personnel 
in  areas  that  do  not  attract  adequate  numbers  of  health  care  providers. 
The  training  and  resources  available  to  NHSC  stafEi  must  be  sufficient  to 
meet  aO  of  the  primary  care  needs  in  such  areas  if  they  are  to  be  effective 
in  the  future. 

Family  physicians^  adolescent  medical  specialists,  and  nurse  practition- 
ers have  demonstrated  their  interest  and  skills  in  draling  with  many  of  the 
semally  related  needs  of  older  duldren.  They  wiU  be  expected  to  provide 
die  bulk  of  this  care  until  general  |.  xiiatricians  are  also  adequately  trained 
to  meet  those  needs.  The  problems  of  the  chronically  handicapped  child 
are  also  best  served  by  teams  from  a  variety  of  disciplines.  Nurse 
practitioners  offer  a  particular  strength  in  draling  with  chronic  problems 
that  require  sprcial  support  services  along  with  medical  services. 

A  community  health  iqyproach  is  needed  to  address  the  serious 
consequences  of  alcohol  and  drug  abuse  by  youths.  Programs  to  <tevelop 
awareness  and  to  identify  children  with  these  problems  must  be  broadly 
based  and  innovativ^y  developed.  All  diild  care  prt^essionals  must  bie 
trained  both  to  recognize  these  conditions  in  their  acute  manifestations 
and  to  refer  children  to  the  appropriate  alcohol  and  drug  services  or  to 
other  youth  social  services  agencies  for  longer  term  counseling. 

A  great  deal  of  attention  must  be  paid  to  mental  health  problems  of 
children,  such  as  learning,  language*  and  behavior  disorders.  A  significant 
increase  in  the  number  <^  psychologists  and  other  {m^essionals  to  deal 
with  these  proMems  should  be  encouraged.  To  complement  this,  however, 
pediatricians,  FP-OP's  and  nurse  practitioners  also  must  expand  their 
trainii^  in  developmeutal  and  iM^uivioral  disorders.  Again,  only  a 
coocdinated  team  approach  is  likely  to  meet  the  great  need  in  this  area.  In 
addition,  public  and  private  insurance  programs  will  need  to  restructure 
their  payment  and  reimbursement  ^rstems  to  provide  such  services 


PRESENT  AND  FUTURE  CHILD  HEALTH 

CARE  NEEDS 

Child  Popuiatkm  Estimates  and  Trends 

Child  health  manpower  needs  are  determined  in  large  part  by  the 
number  of  children  in  the  population.  The  total  child  population  trend  for 
the  years  1975— 9S  resembles  a  U-shaped  curve — a  decrease  that  bottoms 
out  in  1984  will  finaDy  increase  to  the  1975  level  by  1995.  Between  1975 
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and  1985,  the  number  of  children  under  age  20  will  decrease  from 
76^7»000  lo  71,249.000  (table  1).  Beginning  in  1985,  this  population  will 
steadily  increase  through  the  end  of  the  decade  and  continue  to  grow 
through  the  middle  of  the  next  century.  Projections  of  the  child  population 
into  the  distant  fixture  are  subject  to  substantial  variation  as  birth  and 
fertility  rates  change,  but  the  current  middle^range  (Series  II)  estimate 
from  the  Census  Bureau  calculates  the  niunber  of  children  in  the  year 
2050  to  be  only  14  percent  above  the  1975  figure  ( / -J). 

These  crude  trends,  however,  are  not  sufTlcient  for  determining  specific 
child  health  care  needs  because  the  age  distribution  of  children  under  20 
will  shiA  markedly.  Because  the  health  care  needs  of  the  youngest  differ 
widely  from  older  groups,  the  population  trends  must  be  examined  in 
detail.  Beginning  with  the  year  1980,  children  under  age  5  show  the 
earliest  increase  in  number  among  the  under-20  subgroups — from 
16^94,000  to  20,133,000  in  1990.  A  sharp  decline  in  numbers  of  this  group 


TABU 

I  1.  To«al  Cti 

Md  PoputaU 

on  by  AQi 

>  Qroup.  1 

•75-80* 

NuRitar 

o<  CtllMiwi 

Unmr 

Ymt 

0-S 

10-14 

19-19 

ToM 

&  1  1 

1  t  ,%fOm 

19  If 

1  K  ft 

4  "T  7/M 

7A  111 

1 9,049 

4  7  ^1  7 

1 0, 1 70 

1  f.KAJO 

lO.OIil^ 

91 

79 

i9ao 

16,594 

16.599 

18.038 

20.851 

72.082 

1981 

17^215 

16.058 

18.066 

20.254 

71.593 

1982 

17.881 

15.897 

17.877 

19.642 

71.297 

1983 

18,514 

16.019 

17.593 

19.011 

71,137 

1984 

19.060 

16.352 

17,193 

18.486 

71.091 

1985 

19.476 

16.767 

16,788 

18,218 

71,249 

1986 

19.759 

17.387 

16,246 

18,249 

71,641 

1987 

19.945 

18.052 

16.081 

18.066 

72,144 

1988 

20,065 

18.681 

16.201 

17,784 

72,731 

1989 

20.127 

19,222 

16.530 

17.382 

73.261 

1990 

20.133 

19,635 

16,941 

16.974 

73,683 

1995 

19,447 

20,280 

19.788 

17.117 

76.632 

2000 

18.491 

19,593 

20.422 

19.958 

78.464 

2005 

18.722 

18,651 

19.742 

20.605 

77.720 

2010 

19.909 

18.887 

18.805 

19.938 

77.539 

2015 

20.676 

20.071 

19.041 

19.007 

78.795 

2020 

20.566 

20,836 

20.221 

19.247 

80.860 

2025 

20.193 

20.719 

20.982 

20.427 

82.321 

2030 

20.327 

20,368 

20.870 

21,199 

82.764 

2035 

20.976 

20,512 

20.530 

21.103 

83.121 

2040 

21,560 

21.164 

20.675 

20,771 

84.171 

2045 

21,719 

21.739 

21.318 

20,914 

85.690 

2050 

21.666 

21,889 

21.880 

21.547 

86.982 

'Ad|u«ted  for  c#rmm  undarcount;  MO  aourc^  2. 

SOURCES:  (1)  U^.  Bumu  of  the  Census:  Populatton  estimates  and 
projections.  BMiknmtmm  ai  thm  Po^MJitiaon  ci  thm  Uniima  Stm^  Se% 
Mitf  Rscec  ^370^1977:  (2)  U.S.  Bureau  of  the  Census:  Profmcbons  of  the 
PoptMion  of  thm  Uniimcl  Stmtmm:  Series  No.  704.  July 

1977. 
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OGcun  between  1990  mnd  2000  foUowed  by  a  steady  increase  up  to  the 
year  20^  Trends  for  this  youngest  group,  of  course,  determine  the  Aiture 
age  structure  of  the  population  modifted  primarily  by  the  age-specific 
mortality  rates. 

The  number  of  children  of  ages  5-9  years  decreased  from  17.866,000  in 
1975  and  will  continue  to  decrease  until  it  reaches  a  low  point  of 
16,767.000  in  1985.  FoUowing  the  trend  of  the  younger  age  group,  the 
group  5-9  years  old  will  then  increase  in  numbers  between  1985  and  1995. 
decline  until  2005.  and  steadily  increase  through  2050. 

The  population  with  the  longest  decline  is  children  ages  10-14  years. 
Their  numbers  wiU  decrease  from  2a682.000  in  1975  to  16.941.000  by 
1990.  The  trend  for  this  group  then  parallels  that  of  the  younger  age 
groups  from  1990  to  the  middle  of  the  next  century.  FinaUy,  youths  ages 
15-19  experience  the  greatest  decrease  among  all  children  and  youths 
between  1975  and  1990.  which  is  foUowed  by  the  same  pattern  of  rise,  fall, 
^g^thcn  mntinued  rise  experienced  by  each  population  subgroup  through 

The  short-term  result  of  these  shiAs  is  that  the  child  subgroups  with  the 
smallest  numbers  in  1980  (0-5  and  5-9  years  of  age)  will  be  the  lai^t  in 
1990  and  vice  versa.  During  the  1980*$  the  number  of  children  under  age  5 
will  increase  by  over  21  percent;  the  number  of  children  5-9  years  old  will 
increase  by  about  18  percent;  children  10-14  years  old  will  manifest  a  very 
different  trend — the  number  will  decline  by  6  percent  and  the  number  of 
youths  15-19  years  <rid  will  fall  by  neariy  19  percent.  The  long-range  result 
is  that^tbe  child  population  will  grow  only  slowly,  unless  the  current  -baby 
boom-  is  of  longer  duration  and  reaches  hi^er  rates  than  have  been 
forecast. 


Ohiid  Health  Care  Requirements 

A  number  of  attempts  have  been  made  to  estimate  manpower 
requirements  for  child  health  care.  These  calculations  can  be  *n»ti^  on  the 
basis  of  **nced-  or  "demand."  -Need"  attempts  to  measure  the  morbidity 
or  illness  within  a  population  that  would  benefit  from  medical  care  as  well 
as  the  preventive  and  other  services  that  would  mmmfr#.  illness  and 
prolong  life.  "Need"  differs  from  actual  utilization  to  the  degree  that 
health  care  services  are  used  inappi  opi  iately  and  to  the  d<^ree  that  people 
who  would  benefit  from  medical  care  arc  not  receiving  it.  "Demand** 
attempts  to  measure  the  quantity  of  medical  care  that  a  pc^nalation  will 
seek  or  accept  at  a  given  point  in  time.  It  is  determined  not  only  by  need 
but  also  by  the  patient  and  practitioner  preferences;  economic  conditions; 
the  supply,  organization,  and  distribution  of  physicians;  and  other  factors 
that  determine  the  utilization  of  care. 


Attempts  to  forecast  future  manpower  requirements  based  on  present 
utilization  of  health  services  are  fraught  with  difficxilties.  First  of  all,  such 
projections  tend  to  incorporate  existing  inequities  in  the  delivery  of  health 
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care.  Similarly,  they  gcneraUy  do  not  take  into  account  the  effect  of 
programs  that  are  focused  on  current  unmet  needs  such  as  the  National 
Health  Service  Corps.  Finally  projections  based  on  present  utilization  do 
not  take  into  account  the  independent  effects  of  manpower  supply  on  the 
demand  for  health  care  services.  Thus,  to  the  degree  that  "physician- 
induced''  <iffmand  can  occur,  predictions  based  on  present  utilizauon 
would  '..-^arestimate  future  demand  as  the  per  capita  number  of 
physicians  increases.  Similarly,  to  the  degree  that  increased  manpower 
leads  to  a  geographic  redistribution  of  health  care  providers  and  an 
increase  in  the  numbers  in  areas  with  currently  unmet  needs,  projections 
bas^  on  present  utilization  would  also  underestimate  future  trends. 

Although  the  size  of  the  total  child  population  is  one  of  the  significant 
factors  in  determining  demand  for  health  care  services,  the  age  distribu- 
tion of  children  also  has  a  marked  effect.  For  example,  if  1975  age-specific 
utilization  rates  were  to  remain  unchanged,  the  total  number  of  health 
care  visits  by  all  children  in  1990  would  increase  only  about  3  percent. 
Because'  of  the  expected  increase  in  yoimg  children,  however,  the  demand 
for  services  by  children  less  than  2  years  of  age  would  increase  more  than 
one-third,  and  there  would  be  a  27  percent  increase  in  the  demand  for 
health  care  by  children  aged  2-5.  On  the  other  hand,  the  demand  for 
services  by  older  children  would  decline  during  the  coming  decade  (table 
2). 

These  population  shifts  have  important  implications  for  the  distribution 
of  cluld  health  practitioners.  Pediatricians  tend  to  see  a  much  yotmger 
population  group  than  do  FP-GP's  (4,  5).  Thus,  if  the  only  changes  that 
were  to  occur  were  the  population  age  shifts  discussed  above,  the  demand 

TABLE  2.  p>rciit  Distribution  of  Offlco  VIstts  by  Odkiran 

and  Young  Adutte  


Years 

1973 

1975 

1977 

Under  15  years 

43.7 

48.6 

Pediatrician 

36.1 

GP-FP 

37.4 

34.1 

32.4 

Internist 

1.6 

2.1 

1.4 

Ob-Gyn 

0.5 

1.1 

0.3 

15-21  years 

Pediatrician 

4.9 

GP-FP 

45.5 

Irrtemist 

6.3 

Ob-Gyn 

14.6 

Alt  ages  21  or  less 

29.3 

Pediatrician 

GP-FP 

38.3 

Internist 

3.6 

OtJ-Gyn 

6.1 

NOTE:  Data  from  the  National  Ambulatory  Medical  Care  Survey. 

SOURCES  National  Center  for  Health  Statistics:  Hoatm  United 
tSTSDH^  Pub^NoT^CPHS)  80-1232.  Tab»e  35;  National  Center  for  Health 
SteaSr  A^nbSitc^  Car^  Utilization  Patterns  of  Children  and  Young 
Adults.  National  AnOxOaUxy  Medical  Care  Survey.  U.S..  January-Oocembor 
197S.  Series  1 3.  No.  39.  August  1 978. 
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fyr  €b3d  services  finran  pediatrkdans  would  increase  nearly  20  percent, 
while  that  for  FP<?P  services  woidd  increase  just  over  2 

The  actual  effect  on  practice  patterns^  however,  is  likely  to  be  much 
more  coox^lex.  As  the  5^»ply  of  pediatricians  and  FP^rP's  increases 
snbstan  fjaljy  over  the  ^mring  decade,  child  health  care  may  be  redistribttt- 
ed  between  the  two  ^>ecialties. 

Ptoyections  based  on  present  utilization,  then,  are  of  limited  value  in 
drawing  c<:mdusions  about  training  and  practice  patterns  for  the  future. 
Present  utilization  is  largely  a  reflection  of  the  present  supply  of 
manpower  and  existing  economic  and  other  demographic  characteristics* 
Basing  pcdicies  for  the  future  <m  present  demand  would  tend  to  replicate 
present  conditions  and  not  to  address  existii^  inequities*  For  these 
reasons,  it  is  more  appropriate  to  analyze  child  health  care  needs  rather 
than  current  utilization  as  a  basts  for  policymaking. 

Unmet  Odld  Health  Meeds 

Unmet  child  health  needs  can  be  separated  into  two  main  types.  One 
groiq>  consists  of  those  children  who  still  have  very  limited  or  no  real 
access  to  medical  care  or  to  other  health*related  services*  The  second 
group  incluctes  children  ^9^0  may  have  access  to  medical  care,  but  who 
have  specific  health  needs  that  are  not  beii^  treated  adequat^y  by  their 
health  care  practitioners.  The  implications  for  training  and  practice  of 
health  care  prcrfessionals  differ  greatly  depending  upon  the  type  of  unmet 
needs.  In  general^  solutions  for  unserved  population  groups  involve  both 
the  overall  sappfy  of  practitioners  as  well  as  the  financial  and  other 
incentives  that  determine  practice  location  and  character.  On  the  other 
hand,  solutions  intended  to  address  needs  that  are  currently  overlooked  or 
inadequately  met  also  require  attention  to  the  educational  process  of 
health  professionals. 

UnderscTVcd  Craups 

The  proportion  of  children  with  limited  or  no  access  to  medical  care  has 
been  declining  in  recent  years.  Now,  more  than  90  percent  of  children 
have  a  r^;ular  source  of  health  care  (6,  7).  Nevertheless,  over  4  million 
children  still  had  no  usual  source  of  care  as  recently  as  1978  Cd).  In 
addition^  if  those  children  who  have  a  usual  source  of  care  but  no  regular 
physician  are  also  counted,  then  some  30  percent  of  all  children  fall  into 
die  underserved  categoxy  (6^).  Thus,  although  the  situation  has  been 
improving  in  the  past  decade,  significant  barriers  still  exist  to  care  for  a 
substantial  number  of  children. 

The  peculation  groups  that  have  the  highest  degree  of  inadequate 
access  are  those  in  central  cities  and  rural  areas,  the  poor,  adolescents,  and 
blacks.  In  the  central  cities  in  1974,  over  23  million  children  had  no 
regular  soxac^^^  care  (tf>.  In  addition,  3.4  million  children  had  no  regular 
physician  (d).  J^us,  although  more  than  2  out  of  3  children  had  a  regular 
phy^f^^^,  "^^Y  6  million  children  in  central  cities  were  still  without 
regular  access  to  physician  care-  Very  nearly  as  many  children  in  rural 
(non-SMSA)  areas  (23  million)  as  in  central  cities  had  no  regular  source 
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of  care.  Children  in  suburban  areas  generally  had  excellent  access  to 
private  physicians^  but  even  in  that  group  nearly  2  million  had  no  regular 
source  of  care. 

Qosely  related  to  geographic  location,  of  course,  is  income.  Children  m 
families  with  total  incomes  less  than  $5,000  had  very  limited  physician 
access  in  1974  (6).  More  than  18  percent  of  those  children  had  no  regular 
source  of  care  and  another  19  percent  had  no  regular  physician.  Thus,  37 
percent  of  children  in  poor  families  had  limited  or  no  access  to  »:are,  a  rate 
nearly  three  times  that  of  children  in  families  with  incomes  of  $15,000  or 
more.  It  is  interesting  to  speculate  that  the  difference  among  the  income 
groups  was  largely  due  to  a  relative  lack  of  access  to  pediatricians.  Among 
children  who  had  a  regular  ph3rsician,  the  percentage  of  cliildren  regularly 
seeing  a  general  practitioner  was  relatively  constant  (ran^ng  from  42  to  49 
percent)  across  income  levels,  while  those  with  regular  access  to 
pediatricians  varied  from  15  percent  in  the  lowest  income  group  to  over  36 
percent  in  the  highest  income  group  (d).  This  parallels  the  geographic 
imbalance;  pediatricians  were  twice  as  likely  to  be  the  regular  source  of 
care  for  children  in  the  suburbs  than  in  rural  areas,  and  children  in  the 
central  cities  also  lagged  behind  the  suburban  areas  in  access  to  pediatric 
services. 

The  third  group  with  a  relative  lack  of  access  to  medical  care  comprises 
the  adolescents  in  this  country.  The  percent  of  children  with  no  regular 
source  of  care  increases  dramatically  with  age  (7).  The  rate  for  adolescents 
16  and  17  years  of  age  was  nearly  15  percent  in  1974  (6),  more  than  double 
the  rate  for  children  under  6  years  of  age.  If  those  "who  had  no  regular 
ph3rsician  are  included,  nearly  one  in  four  adolescents  16-17  years  of  age 
had  inadequate  access  to  m«iical  care  in  1974.  The  rate  for  those  12—15 
years  of  age  was  nearly  22  percent. 

Adolescents  do  not  have  regular  physician  care  for  many  reasons.  First, 
adolescents  are  generally,  although  often  inaccurately,  thought  to  be  too 
healthy  to  require  medical  care.  The  "hidden"  medical  needs  of  adoles- 
cents are  discussed  in  the  following  section.  Second,  adolescents  are 
frequently  unwilling  to  seek  medical  care  and  to  admit  their  need  for 

medical  care  ,^ 

Although  racial  differences  have  declined  remarkably  in  the  past  15-20 
years  (7),  bla<^  continue  to  have  a  disproportionate  degree  of  unmet 
medical  needs.  Even  when  corrected  for  income,  blacks  use  physician 
services  less  than  Hispanics  and  whites  (6).  Urban  blacks  are  second  only 
to  southwestern  Hispanics  in  failing  to  have  a  regular  source  of  <»re  (7).  In 
1978,  the  rate  of  having  no  usual  source  of  care  among  black  children  was 
one  and  one-half  times  the  rate  of  that  among  white  children  and  was 
nearly  twice  the  rate  of  having  no  regular  physician  Taken  together, 
more  than  half  of  all  black  children  in  1978  had  either  no  usual  source  of 
care  (9.7  percent)  or  no  regular  physician  (40.5  percent)  (9).  It  is 
impossible  to  separate  out  all  of  the  related  effects  of  race,  income, 
geography,  and  age,  but  it  apf>eaTS  that  black  children  still  constitute  a 
distinct  underscrved  group. 

In  sum,  the  vast  majority  of  children  in  this  coimtiy  have  excellent 
access  to  medical  care,  but  a  substantial  number  of  underserved  exist  and 
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axe  concentrated  in  specific  gepgn^hic,  socioeconomic,  age,  and  racial 
groups. 

Adolesceat  Medical  Care 

For  many  health  professionals,  adolescents  constitute  a  "hidden**  group 
with  munet  health  care  needs.  This  situation  has  been  well  described  by 
Hein  and  Cohen: 

Aldioi^^  adolescence  is  often  considered  a  healthy  period  of  life, 
there  are  cfaisteis  of  fftnesses,  cxmditions  and  factc»s  which  necessi- 
tate a  speciai  j^yproacfa  by  the  health  professional  for  youngsters  in 
tilns  age  group  (/^^ 
Adolescent  health  problems  ixudude  many  characteristic  medical  problems 
so^  as  scoBosis,  acne,  and  mononucleosis  ill).  More  typically  "adult** 
causes  of  m<»bidi^  and  mortally  also  begin  to  appear,  particulariy  with 
the  very  high  rates  of  vicdent  deadi  and  ii^uiy  and  of  alcohol  abuse  among 
adolescents  il2^  Many  young  people  with  these  inrG4>lems  are  already 
being  cared  for  (table  3>.  Surveys  o^*  defined  populations,  however,  have 
wportod  a  significant  number  of  untreated  health  proUems.  For  example, 
-  jAysicians  examining  a  san^>le  of  black  youths  in  Harlem  in  the  hite 
l9€Xfs  found  that  for  every  condition  ihaX  was  already  being  treated  there 
were  eight  conditi<ms  requiring  treatment  OSy.  Nearly  half  of  the  youths 
examined  were  referred  for  medical  care.  Similarly,  among  adolescents  in 
detention  &cilities  in  N(ew  York.  Gty,  46  percent  were  found  to  have 
medical  conditions  (74).  Because  0.5  million  of  such  high-^isk  youngsters 
are  in  detention  in  the  United  States  (74^  this  constitutes  a  very  significant 
body  ci  unserved  medical  care  need. 

The  d^ree  to  which  adolescents  in  lower  risk  socioeconomic  groups 
have  unmet  medical  care  needs  has  not  been  documented.  Because 
adolescents  are  known  to  be  reluctant  to  seek  medical  care,  however,  a 
substantial  reservoir  of  need  is  assumed  to  exist  even  in  adolescents  with 
regular  sources  of  medical  care.  Analyzing  access  to  medical  care  in  terms 
of  a  "^nytoms-response  ratio,**  Aday,  Andersen,  and  Fleming  concluded 
that 

it  is  older  children  and  young  adults  who  get  less  care  in  response  to 
their  syn^toms  of  illness  than  the  physician  panel  thought  appropri- 
ate. These  are  the  groups  also  least  likely  to  have  insurance  coverage 
and  to  receive  physician  services  <  IS). 
The  areas  of  specific  needs  that  have  been  identified  include  alcohol 

and  drug  abuse;  behavioral,  learning,  and  mental  health  problems; 

chronic  and  han<Hcapping  conditions;  and  sexually  related  conditions  and 

diseases. 

Sexuality  and  Family  Plaxming  Needs 

Adolescent  pregnancy  has  become  a  less  critical  health  problem  in 
recent  years,  but  other  sexually  associated  conditions  have  worsened. 
Since  the  mid- 1970*5,  the  rate  of  adolescent  pregnancy  has  declined  by 
nearly  1 1  p»ercent  (,16).  Sexual  activity  has  soared,  however  (IT),  As  noted 
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by  Zeinik  and  Kantner^  between  1971  and  1976  a  50-percent  increase 
occurred  in  the  proportion  of  17-year-old  girls  who  have  had  sexual 
intercourse  at  least  once  (iS).  Among  adolescents  in  detention  facilities  in 
New  Yofk  City,  Hein  ct  aL  vepofrtcd  a  mean  age  crf^  12  years  at  first 
intercourse  (/4). 

The  disparitjr  between  increasing  sexual  activity  and  decreasing  birth 
rates  2^>pears  to  be  the  result  of  an  increasing  reliance  on  abortion  and  the 
use  of  more  effective  contraceptives.  Utilization  of  family  planning 
services  by  teenagers  has  sharply  increased.  In  1969,  fewer  than  300,000 
teenagers  used  such  services,  but  by  1975,  over  1  million  received  family 
planning  services  (/^.  Still,  aJmost  four  out  of  five  adolescents  engaging  in 
sexual  activity  and  not  intending  pregnancy  do  not  use  contraceptives 
regulaiiy  (/^. 

The  consequences  of  increased  sexual  activity  among  teenagers  include 
pTJ^nancics,  sexually  transmitted  diseases,  abortions,  and  an  earlier  and 
increased  risk  of  carcinoma  of  the  cervix.  .^>proximatdy  25  percent  of 
teenage  women  have  had  at  least  one  pr^nan^  by  the  age  of  19  and 
about  1  million  young  women  become  pregnant  each  year  (72>.  There  are 
a  number  of  inherent  risks  in  teen^e  pr^nancies.  Veiy  young  mothers 
commonly  have  h3^pertension  during  pregnancy,  f»emature  labor,  or  a 
sman  pel^  contributing  to  birth  infuxy  (iS^.  The  infants  of  these  mothers 
also  Have  an  increased  risk  of  bemg  premature  or  of  low  birth  weight. 
Mothers  imder  15  years  of  age  have  the  highest  risk  of  any  age  group  for 
producing  a  low-birth-weight  infant  (20.  Fortunately,  this  group  has 
remained  small,  with  very  low  birth  rates,  and  accounts  for  only  one-third 
of  1  percent  of  births  (/^.  Teenage  mothers  encounter  a  number  of  social 
problems  such  as  disruption  of  education  and  high  rates  of  public 
dependency. 

Sexually  transmitted  diseases  arc  another  significant  consequence  of 
sexual  activity.  In  the  mid-1970*s,  gonorrhea  had  reached  epidemic 
prc^>ortions.  Recent  information  indicates  the  incidence  has  stabilized. 
Still,  nearly  8  percent  of  ^emales  screened  upon  admission  to  detention 
facilities  had  asymptomatic,  unsuspected  gonorrhea  Gonorrhea, 
^rphilis,  and  two  more  recently  appreciated  major  public  health  prob- 
lems— ^herpes  virus  and  nonspecific  urethritis — accotmt  for  8-12  miUion 
cases  of  sexually  transmitted  diseases  per  year  {2T).  Young  people  between 
the  2L^ss  of  15  and  24  represent  75  percent  of  the  reported  cases.  In 
addition^  75,000  women  of  childbearing  age  became  sterile  as  a  result  of 
pelvic  inflammatory  disease  caused  by  sexually  transmitted  disease 

With  the  increased  number  of  pregnancies^  there  has  been  an  increased 
use  of  abortions  by  these  women.  Three  out  of  every  10  teenagers  decide 
to  terminate  their  pregnancies  (22).  As  a  result  of  the  recent  Hyde 
Amendments,  a  reduction  in  the  number  of  l^al  abortions  may  result  in 
increasing  birth  rates  or  more  illegal  abortions  among  teenagers,  as  well  as 
among  others. 

Adolescents  utilize  a  variety  of  health  care  settings  for  treatment  related 
to  sexuality  and  family  planning  needs.  They  generally  receive  care  at 
clinics  and  health  centers  such  as  venereal  disease  clinics,  family  planning 
clinics,  teenage  health  centers,  and  in  the  offices  of  FP-GP's.  Although 
teenagers^  use  of  family  planning  clinics  has  increased  dramatically,  their 
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use  of  prenatal  care  is  lower  than  any  other  age  ^up.  Those  aged  15-19 
years  are  the  least  likely  to  receive  prenatal  care  in  the  first  trimester  (53 
percent  of  teens  compared  to  81  percent  aged  25-34  years  in  1975)  i  l8). 
Additional^,  they  were  the  most  likely  to  have  no  prenatal  care  at  aU— 2 

percent  in  1975  i2S).   

Increased  sexual  activity  among  adolescents  creates  the  need  tor  sex 
education,  family  planning  counseling,  and  parenting  education  as  well  as 
medical  care  to  alleviate  the  associated  problems.  Public  Law  95-626. 
Titles  VI  and  VII  of  the  Health  Services  and  Centers  Amendments  of 
1978,  is  designed  to  develop  programs  to  prevent  adc^esccnt  pregnancy 
and  to  provide  care  and  support  services  for  pregnant  adolescents  and 
young  parents.  A  wide  variety  of  care  services  must  be  provided  by 
adolescent  pr^nancy  programs  to  meet  the  needs  and  objectives  of  the 
act. 

Sexuality-related  services  for  adolescents  should  be  offered  in  settings 
where  the  adolescent  is  most  comfortable  and  secure  (24).  Two  studies 
commissioned  by  DHHS'  Office  of  Family  Planning  indicate  that 
adolescents  were  more  concerned  with  privacy  and  nonjudgmental 
sympathetic  treatment  than  with  the  physical  surroundings  of  the 
treatment  center  (25).  Clinics  and  community  health  centers  may  be  the 
more  desired  and  appropriate  location  for  sexuality-related  and  family 
planning  services  for  young  people.  As  an  alternative,  family  physicians 
and  appropriately  trained  pediatricians  could  assume  this  role  to  a  greater 
degree  if  they  provided  settings  adapted  to  the  ages  of  such  patients  and 
assured  full  confidentiality  for  their  adolescent  patients. 

Alcohol  and  Drug  Abuse 

A  major  health  problem  of  youths  today,  although  seldom  treated  in 
health  care  settings,  is  misuse  of  alcohol.  According  to  a  1974  national 
study  of  youths  12-18  years  of  age,  74  percent  of  teenagers  drink  (24). 
Among  youths  who  drink,  19  percent  were  identified  as  problem  drinkers. 
In  other  words,  of  those  youths  who  drink,  some  25  percent  have  either 
been  drunk  at  least  six  times  in  the  past  year  or  have  had  trouble  with  the 
police  or  with  fiiends  two  or  more  times  in  the  past  year  as  a  result  of 
drinking.  The  frequency  of  drunkenness  among  youths  is  three  to  four 
times  greater  than  that  for  all  drinkers  in  the  United  States  (25).  As 
expected,  the  incidence  of  problem  drinking  increases  with  age,  from  5 
percent  and  4.4  percent  among  seventh  grade  boys  and  girls,  respectively, 
up  to  40  percent  and  21  percent  among  twelfth  grade  boys  and  girls, 
r^pcctively.  Eaiiy  findings  from  a  1978  study  by  Research  Triangle 
Institute  show  striking  similarities  to  the  1974  figures.^ 

A  comprehensive  review  of  youth  drinking  surveys  conducted  between 
1945  and  1975  (26)  found  that  the  percentage  of  youths  who  report  getting 
drunk  has  increased  steadily,  while  the  prevalence  of  teenage  drinking  has 
remained  relatively  constant  since  1965.  Between  1966  and  1975,  the 
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proportion  of  youths  getting  drunk  at  least  once  a  month  increased  to  19 
percent  compared  with  10  percent  before  1966* 

Unlike  adults  with  alcohcd  problems*  youths  sddom  suffer  from 
alcoholism,  but  rather  episodic  and  binge  drinking.  The  health  problems 
rdated  to  this  ^pe  of  misuse  of  alcohol  are  usually  impaired  driving 
performance^  accidents,  aggression  and  violence,  disturbed  personal 
relationships,  property  damage,  impaired  school  performance,  and  im- 
paired job  performance.  Unfortunately,  data  on  the  relationship  between 
alcoh<^  and  these  spe^fic  health  problems,  with  the  exception  of 
accidents,  are  unavailable.  According  to  the  Suxg^n  C3eneral's  Report  on 
Health  Promotion  and  Disease  Prevention  (27)^  accidents  are  the  number 
<me  cause  of  death  in  the  15-24  age  groiq>s,  and  some  60  percent  of  all 
alcc^iol-related  fatalities  are  among  young  people  (28), 

Children  of  alcoholic  parents  also  manifest  a  substantial  number  of 
unmet  health  needs;  at  least  28  million  children  are  estimated  to  be  so 
affected  (25^.  The  major  health  problems  encountered  by  these  children 
are  hyperactivity  and  enuresis  (30.  Commonly  reported  mental  health 
problems  include  antisocial  behavior,  poor  self-concept,  depression,  and 
suicide  C30).  Entering  adulthood,  children  of  alcoholics  are  at  very  high 
risk  for  devel<^>ing  alcohol*related  problems  compared  with  children  of 
nonalcoholic  parents  (50* 

Second  only  to  alcohol  abuse  problems  among  youths  are  problems 
associated  with  illicit  drugs.  Before  1962,  less  than  2  percent  of  the 
population  had  any  lifetime  experience  with  illicit  drugs  (28).  A  recent 
National  Survey  on  £>rug  Abuse  fotmd  that  between  1972  and  1979,  those 
12—17  years  <^  age  doubled  their  use  of  marihuana  and  cocaine  (31).  For 
those  18-25  years  of  age,  cocaine  use  tripled  and  marihuana  use  increased 
by  70  percent  (table  4)*  This  same  report  found  that  17  f>ercent  of  youths 
12—17  years  of  age  were  current  tisers  of  marihuana.  This  proportion 
incr^sed  to  35  percent  among  those  18—25  years  of  age.  For  cocaine  use 
in  the  same  populations  the  increase  went  from  1  percent  to  9  percent. 

A  very  recent  surv^  of  1978  hig|i  school  seniors  revealed  that  over  10 
percent  used  marihuana  daily,  5.7  percent  drank  alcohol  daily,  and  27.5 
percent  smoked  (32). 

The  relationship  of  these  alcohol  and  drug  abuse  prevalence  figures  to 
the  utilization  of  health  care  services  and  providers  is  imclear.  Unfortu- 
nately, the  majori^  of  these  youths  are  not  seen  by  health  care  workers, 
and  if  they  are  seen,  they  are  seldom  diagnosed  as  drug  abusers.  When 
health  problems  such  as  sprained  ankles  occiu-  as  a  result  of  drinking  or 
drug  use,  youths  appear  for  treatment  but  often  are  diagnosed  only  as 
having  a  physical  and  not  a  behavior-related  problem.  Teachers,  school 
counselors,  nurses,  social  workers,  and  police  are  mu^  more  likely  to 
identify  and  counsel  these  youths  than  are  physicians. 

One  study,  conducted  in  AU^heny  County,  Penn^lvania,  has  exam- 
ined the  relationship  of  alcohol  abuse  prevalence  to  the  utilization  of 
health  care  $ervices.3 According  to  a  random  sample  of  650  youths,  aged 


^Fcxsofttl  cornrnnnication^  D.  McCartn^.  prinapml  mvestigatpr  oa  NIAAA  stucfy,  *^n-County  Study 
cT  Ado!£Soent  Onxddng,**  CX>NSAD.  Pittsburg  Ptu^  July  1980. 
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12-18  the  prevalence  of  problem  drinking  (as  defined  above)  was  14.6 
percent.  The  percentage  of  youths  having  health  care  visits  were  as 

follows:  -  ^ 

Drug  treatment  programs  i-^  percenx 

Alcoholism  treatment  program  0.7  percent 

Community  mental  health  centers  1 .6  percent 

Child  welfare  agencies  1  -9  percent 

Social  service  agencies  1.6  percent 

Unfortunately,  physician  offices  and  hospitals  were  not  mcluded  m  the 
questionnaire.  For  problem-drinldng  youths,  only  15.1  percent  had  any 
idnd  of  help,  primarily  in  alcohol  or  drug  treatment  centers.  Based  on  this 
study,  then;  it  appears  that  almost  85  percent  of  youths  who  need  alcohol- 
related  counseling  and  treatment  are  not  gettix^  it. 

Mental  Health  Problems 

Accurate  estimates  of  the  incidence  and  prevalence  of  mental  disorders 
amone  children  are  seriously  limited  because  of  the  lack  of  agreement  on 
at»>r<»riate  indicators  of  mental  iUness.  In  fact,  for  this  very  reason  no 
national  estimates  have  been  released  on  mental  illness  among  nomnstitu- 
tionalized  children.  The  National  Institute  of  Mental  Health  (NIMH)  is 
^^gniTig  a  new  classification  system  that  will  include  mental  disorders, 
psychological  symptoms,  and  social  problems  i^J).   

Cuneirt  prcncctions  are  made  from  reports  of  children  utflizmg 
health  services  and  very  likely  understate  the  need  (3^.  Based  on  NIMH 
tabulations  (55),  one-quarter  of  all  those  admitted  (385,237)to  State  and 
county  mental  hospitals  in  1975  were  under  25  years  of  age.  The  age  group 
with  ie  highest  percentage  of  admissions  were  those  18-24  years  old  and 

721 


CpC^  tg»,tg<4»P   TclBl  <popL  17>,3S«,000!) 


20  24M80aOOO 

«  SJOOOJOOO 

.  S  6^00u00O 

2  2,50CWO 
^  5j000l.O0O 

1  f;2oaooo 

6  7.40a000 

4  SwOOO^OOO 

3  SwTIXMXIO 
3  ^TOOuOOO 

92  ii4.ooaooo 

33  1031000,000 


6  7.400.O0O 
03  G0O.O0O 

*  • 

1  1.200.000 

o^  eoo.ooo 

ei  75.00O.O0O 
37  45.900.000 


30  54.800.000 

7  12.700.000 
9  15.80O.000 

5  8.200.000 

8  15,100.000 
1  2.600.000 
8  13,900.000 

6  11.100.000 
5  9.000.000 
5  82.000.000 

90  160.800.000 

79  142.10O.00O 


13  22.600.000 

1  1.400.000 

1  13CO.O0O 

2  4.400.000 

1  2.1000.O0O 

0.7  1.20O.O0O 


61  108.600,000 
36  62,400,000 


constituted  19  percent  of  the  totaL  Some  2  percent  -^f  the  admissions  were 
under  14  years  <^  and  4  percent  were  14-17  *  -ars  old.  Similarly,  in 
private  payduatric  hoqntals,  youths  under  25  years  old  represented  more 
than  a  quarter  of  all  admissions  (7,86<^.  A  slightly  difierent  age 
breakdown  was  noted — 15  percent  for  the  18-24  age  group,  9^  percent  for 
the  15-17  age  groiq:„  and  2  percent  for  those  under  14. 

In  1975,  general  hospital  psychiatric  inpatient  units  also  reported  that 
about  oneHfourth  of  those  discharged  were  under  25  years  of  age,  of  whom 
18  percent  wiere  in  the  18-24  age  group,  7  percent  in  the  14-17  age  group, 
and  only  1  percent  in  the  under-14  age  group.  In  1975,  over  40  percent,  or 
1,406,065,  of  an  admissions  for  ou^>atient  psychiatric  services  were  under 
25  years  of  age;  the  older  youths  ages  18-24  represented  the  largest 
poxrentage,  or  16  percent;  the  13-17  age  groiq>,  11  percent;  the  7—12  age 
group,  10  percent;  and  diose  under  7,  4  percent. 

Although  these  data  on  the  use  of  mental  health  services  show  that 
yotuig  people  account  for  a  large  portion  of  all  admissions,  precise 
estimates  on  the  total  number  alfected  by  mental  and  behavioral  problems 
and  the  amount  of  unmet  need  are  as  yet  unknown.  If  the  situation  for 
children  parallels  the  estimates  from  adult  data,  the  unmet  need  is  great. 
While  recognizing  the  data  limitations,  R^er  et  aL  estimated  that  at  least 
15  percent  of  the  UJS.  peculation  is  affected  by  mental  disorders  in  any 
one  year,  but  only  a  fraction  of  these  people  received  care  (56). 

According  to  a  recent  review  of  child  psychiatry  literature,  Robbins 
estimated  the  prevalence  of  mental  disorders  in  children  to  be  between  5 
and  15  percent  (37).  These  prevalence  rates  are  reflected  in  surveys  of 
physicians  but  not  in  routine  physicians*  reports.  Based  on  several  studies 
of  pediatricians,  family  practitioners,  and  nurse  practitioners  (4,  38,  39), 
only  about  1  percent  of  children  are  reported  to  have  mental  disorders. 
However,  when  practitioners  were  asked  specifically  about  the  presence  of 
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behavioral  problems,  the  numbers  (3-25  percent)  were  much  higher 
(59-4  !)• 

Anodier  indicator  of  serious  mental  health  problems  among  adolescents 
is  the  increasing  rate  of  suicides  and  homicides.  Suicide,  the  third  Ica^^ 
cause  of  mortaUty  among  teenagers  and  young  adults,  accounted  fw  5,600 
deaths  in  1977  (42).  The  suicide  rate  for  youths  has  incr^sed  fivefold 
since  1950.  The  mortality  rate  does  not,  of  course,  include  the  higji 
number  of  unsucce^ul  attempts  at  suicide,  which  may  be  three  times  the 
reported  death  rate.  Among  suicide  victims,  white  males  represent  the 

largest  number.  ,   .     ^  _  ^ 

Homicide  deaths  among  youths  15-24  years  old  numbered  about  5,250 
in  1977  (42).  This  number  accounted  for  over  10  percent  of  all  deaths 
among  adolescents.  Homicide  is  the  leading  cause  of  death  among  black 
adolescent  males  and  far  outnumbers  the  rate  among  white  males. 

Both  the  National  Ambulatory  Medical  Care  Survey  (NAMCS)  (45) 
and  the  Health  Interview  Survey  (HIS)  (44)  show  a  low  frequency  of 
alcohol-,  drug-,  and  mental-hcalth-related  reasons  for  visits  or  diagnoses. 
For  example,  the  1977  NAMCS  shows  that  mental  disorders  represent 
only  13  percent  of  the  reasons  for  visits  for  youths  under  15.  The  HIS,  for 
1975,  shows  that  3.1  percent  of  the  total  number  of  visits  to  physicians 
were'  for  mental  and  nervous  disorders.  The  large  gap  between  these 
studies  and  the  independent  estimates  of  mental  health  needs  suggests  that 
the  need  for  mental  health  treatment  may  be  unmet,  that  providers  other 
than  physicians  are  delivering  much  of  the  care,  or  that  the  reporting 
systems  are  inadequate  in  the  area  of  mental  health. 

A  recent  report  by  Starf  tld  and  associates  at  the  Johns  Hopkins 
University  suggests  that  muc  i  of  the  discrepancy  between  the  routine 
reports  and  the  special  studies  lies  in  specific  characteristics  of  tSie 
national  surveys  (4i)-  In  particular,  they  suggest  thai  the  samphng 
techniques,  diagnostic  coding  systems,  and  the  practice  of  r^x>rting  only 
first  diagnoses  all  tend  to  un<?t  .-dmate  the  degree  of  psychosooal 
morbidity  when  compared  with  specific  studies.  In  addition,  they  also 
noted  several  factors  that  would  tend  to  reduce  the  likelihood  that 
physicians  would,  in  fact,  diagnose  and  treat  psychosocial  illness.  Th«e 
factors  include  present  reimbursement  practices  that  stress  payment  for 
technological  procedures,  high  case  loads  and  short  duration  of  physician 
rotations  through  ambulatory  care  teaching  facilities,  and  the  willingness 
of  physicians  with  limited  psychosocial  training  to  deal  with  problems  of 
this  nature. 

Chronic  Disability* 

Estimates  of  chronically  disabled  chUdren  in  the  United  States  range 
from  10.5  to  14  miUion,  or  12  to  13  percent  of  all  children.  Over  the  next 
decade,  the  number  of  affected  children  is  projected  to  mcrease  m 


*F<x  «  detailed  discassion  of  the  needs  of  chronicany  iO  «nd  tuodicapped  children,  see  Henry  T.  1  reys  is 
Ibis  volunie. 
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proportion  to  d»  dig^tly  i»creasiiig  t»th  rate  (45),  Chronic  handicf^^^ng 
comfitkms  cover  a  broad  spectnun  of  problems  ^itcUidlrg  disorders  of  the 
central  nervous  system,  musculoskeletal  problems,  cosmetic  disorders, 
malignancies^  mental  retardation,  psychiatric  and  severe  devdopment 
disorders,  and  persistent  learning  disabilities  (46).  Severe  functional 
disabilities  associated  with  these  conditions  aflect  a  relatively  small 
proportion  of  the  population*  Of  the  noninstitutionalized  children  under 
17  years  of  ag^  3.4  percent  are  limited  in  their  activi^.  Just  over  one*half 
of  that  group  are  limited  in  their  major  activity  such  as  regular  preschool 
or  scIkx^  activity  and  play  (47). 

An  estimated  23  percent  of  all  children  live  in  long-term  residential 
institutions  i4S^  The  majority  of  these  children  are  profoundly  mentally 
retarded,  mnltihandicapped,  or  severdy  emoticmally  disturbed.  The 
remainder  of  the  chronically  disabled  population  of  children  live  with 
their  families  and  are  relativ^y  less  limited  in  their  activities. 

As  a  groiqjt^  chronically  disaUed  children  have  distinctive  needs. 
OcEMcraHy,  tbey  have  an  increased  need  for  primary  care  and  hospital 
^rvices.  Many  duldren  with  chronic  conditicms  require  frequent  examina- 
tions and  other  health  services  because  of  their  increased  risk  of  infections 
and  accidents.  These  children  suffer  also  from  acute  conditions  that 
require  hospitalization  more  frequently  than  do  children  with  no  chronic 
problems  (45)^  In  a  survey  of  200  handicapped  children,  one-fifth  had 
been  hospitalized  in  the  previous  12  months  due  to  other  medical 
conditions  (45).  Frequently,  mentally  retarded  children  have  medical 
problems  distinct  from  tiMir  mental  retardation  (45). 

Of  the  total  U.S.  noninstitutionaiized  population  under  the  age  of  24 
years,  the  average  number  of  physician  visits  per  person  per  year  was 
nearly  four  times  greater  for  individuals  limitrd  in  a  major  activity  than 
for  the  total  p<^ulation.  For  diose  limited*  but  not  in  major  activity,  the 
number  of  visits  was  approximately  twice  that  of  the  total  population 
(table  5)  (45). 

Psychological  and  social  assistance  for  chronically  disabled  children 
represents  another  distinctive  need.  Handicapped  children  and  their 
families  are  more  likely  to  have  psychologii^  and  social  problems, 
especially  ^ad|ustment"  problems  compared  with  healthy  children  and 
their  families.  A  wide  variety  of  factors  determines  the  psychosocial 
adaptability  of  the  chronically  disabled  child  and  family.  For  example,  the 
impact  of  a  chronic  condition  may  be  inversely  related  to  the  severity  of 
the  condition.  In  other  words,  moderatdy  severe  conditions  may  have  a 
more  adverse  effect  on  psychosocial  functioning  than  either  mild  or  severe 
chronic  conditions. 

A  continuum  of  medical,  physical,  and  psychological  services  as  well  as 
transportation,  housing,  employment,  and  educational  services  is  neces- 
sary to  meet  the  distinctive  needs  of  chronically  disabled  children  and 
their  greater  utilization  of  health  care  services.  Presently,  physicians  have 
little  specific  training  in  working  with  the  handicapped  child^s  environ- 
ment and  coordination  of  care  {45),  A  syston  of  training  and  coordination 
of  health  care  professionals,  educators,  and  psychologists  will  help  meet 
the  needs  of  the  chronically  disabled  childit^ 
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PRESENT  AND  FUTURE  PRACTITIONERS 


A  variety  erf"  difFcrent  projectioiis  published  by  the  American  Medical 
Association  (AMA).  the  Bureau  of  Health  Professions  (formeriy  the 
Bureau  of  Health  ManpowcrX  and  the  Graduate  Medical  Education 
National  Advisory  Committee  (GMENAQ  demonstrate  the  remarkable 
growth  in  the  supply  of  pediatricians  e:q>ected  over  the  next  decade  (table 
Earlier  estimates  showed  an  average  inciease  of  over  100  percent  or 
approximately  25,000  pediatricians  between  1975  and  1990,  ^iiile  more 
recent  GMENAC  ^i^nes  arc  closer  to  65-70  percent.  These  projections 
reflect  the  trends  of  the  eariy  and  mid-197as,  a  time  of  rapid  growth  in 
medical  school  enrollments  (50)  and  movement  of  graduate  physicians 
into  primary  care  specialties  (51). 

Whether  ^^^-MiHlmg  the  number  of  pediatricians  will  in  fact  bring 
manpower  supply  and  child  health  needs  into  balance  has  been  the  subject 
of  much  discussion  but  little  analysis.  The  literature  is  dominated  instead 
by  standard  {ribysician  to  pc^pulation  ratios  that  are  generally  based  on 
current  utilization  or  consensus  opinion  (52).  The  nuyor  yariaWes  include 
alternative  providers,  practice  arrangements,  or  physician  productivi^. 
Only  a  few  analyses  have  considered  pediatric  manpower  requirements  in 
terms  of  child  care  needs  (53,  54).  Unfortunately,  existing  m  .ithodologies 
are  often  based  on  idealized  standards  of  care  or  unrealistic  estix^  tes  of 
resources  and  thus  are  limited  in  value.  Neariy  all  the  different  c  nates 
suggest,  however,  that  present  sapply  is  neariy  adequate  and  that  the  1990 
figures  win  constitute  an  oversupply . 

Because  of  the  shortcomings  of  the  earlier  studies,  the  Bureau  of  Health 
Ftt^essions  and  the  Graduate  Medical  Education  National  Advisory 
Committee  have  undertaken  rn^or  studies  of  physician  manpower 
requirements  (55).  Their  approaches  are  quite  distinct.  The  Bureau  of 
Health   Professions   uses   a   utilization-demand   methodology,  while 
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GMENAC  has  adopted  a  needs-based  approach.  Unfortunately,  both 
have  serious  limitations. 

The  Bureau  of  Health  Professions  divides  present  utilization  into 
categories  such  as  medical  office,  short-term  hospitiil,  and  other  settings. 
It  then  projects  changes  in  utilization  in  each  categoiy  based  upon 
population  and  demographic  shifts  over  time.  Thus,  changes  in  demand 
that  might  result  from  an  increased  number  of  children  in  the  population, 
or  from  a  smaller  number  of  people  with  incomes  below  the  poverty  level, 
would  be  taken  into  account.  Changes  in  medical  practice,  however, 
would  not  be  considered.  Hypothetical  developments  that  could  modify 
demand,  such  as  the  appearance  of  national  health  insurance,  are  included 
in  a  supplementary  contingency  model. 

The  results  of  die  Bureau  of  Health  Professions  methods  for  pediatrics 
show  the  total  number  of  pediatricians  needed  by  1990  to  be  22,349  (table 
7),  a  negligible  increase  over  present  levels. 

In  addition  to  the  weaknesses  inherent  in  the  demand-utilization 
projections,  the  Bureau  of  Health  Professions*  projection  also  has  serious 
methodological  shortcomings  when  applied  to  individual  specialties. 
Because  they  were  designed  to  produce  aggregate  figures  for  all  physi- 
cians, the  Bureau  of  Health  Professions'  projections  of  utilization  growth 
are  not  s|:>ecialty-speciflc.  Thus,  their  calculation  applies  utilization 
projections  based  on  average  demographic  and  economic  trends  across 
age  groups  to  specific  estimates  of  the  number  of  pediatricians  engaged  in 


TABLE  7.  BuTMu  of  HMltti  Pioi<t«lon«  Pediatric 


NufiAw  of  1990 


Engagad  In  PioJ»ct«d  Roquli 

TMs  UUHzaUon  (Col.  1 

Adivfly         CSiuwIli  Urmw 

Activity                      1975  1975-90  Col.  2) 


Medical  office 


General  care 

568 

108.9 

619 

Pediatric  care 

12.061 

101.1 

12.194 

Other  care 

271 

111.0 

301 

Short-term  hospital 

Outpatient  care 

638 

95.6 

610 

Surgical  care 

49 

110.9 

54 

Medical  care 

6,179 

103.3 

6.383 

Long-term  hospital 

Other  care 

131 

110.5 

145 

Other  settings  - 

Noncare  activities. 

not  elsewhere  specified 

1.849 

11C.5 

2.043 

Total 

21.746 

22.349 

SOURCc:  JWK  rntamattonat  tncorporated:  Evaluation  of  Prptact  SOAR 
(Supply.  Out^nit  an^  Raquirements).  Draft  report  OHEW  Contract  No. 
(HRA)232-r8-0140. 1979, 


each  activity.  The  result  then  is  of  limited  usefulness  for  child  health  care. 

The  OMENAC  approach  represents  a  major  effort  to  base  manpower 
requirements  on  child  health  caxe  needs.  Their  methddcdogy  has  been  well 
described  by  Nfiike  of  the  Office  of  Technology  Assessment  (OTA): 

In  the  OMENAC  model,  pc^ulaticm-based  estimates  of  morbidi^ 
^nolpgical  needs)  are  ac^usted  to  determine  the  proportion  of 
persons  with  a  given  morbidity  "who  are  in  need  of  physician 
intervention.  In  addition  the  quantity  and  type  of  preventive  services 
appropriate  for  certain  population  subgroi:q>s  are  normatively 
estimated.  Further^  the  model  takes  into  account  other  uses  such  as 
insurance,  physical  examinations  and  visits  by  the  'worried  well.* 
The  result  is  what  OMEl^AC  terms  an  'adjusted-needs'  model  which 
is  used  in  conjunction  with  UJS.  Census  population  projections  to 
estimate  the  need  for  physician  care  in  1990  (55). 
The  total  health  care  need  c^culated  for  1990  for  children  less  than  17 
years  of  age  was  divided  among  pediatricians  (53.5  percent),  FP-<tP's 
(25.2  percentX  noi^hysician  practitioners  (15  percent),  general  internists 
(3.7  percentX  and  emergency  medicine  speoalists  (2.6  percent),  assuming 
that  about  28  percent  of  child  care  will  be  provided  by  FP-GP*s  (55). 
De^fai  panels  were  used  to  prcgect  del^ation  and  productivi^  as  wdl  as 
to  detomine  the  patterns  of  care  of  pediatric  subspccialists.  The 
OMBNAC  found  that  appraxsmatciy  36,400  general  and  subspecialty 
pediatricians  (excluding  residents)  would  be  needed  to  meet  1990 
requirements,  an  increase  of  some  60  percent  over  their  estimate  of  the 
1978  stq>ply  of 22,964. 

MikQo^  the  OMEKAC  calculations  call  for  a  substantial  growth  in 
the  zxumlMcr  of  pediatricians  and  other  child  health  physicians,  the  specific 
child  bealA  seeds  identified  by  the  GMENAC  methodology  do  not 
appear  to  Justify  such  an  increase.  Analysis  of  *be  GMENAC  figures 
shows  that  fourtf^pecific  items  dominate  the  calculation: 

•  Annual  cAcckups  for  children  to  age  16 

•  An  extremely  high  rate  of  visits  for  "influenza" 

•  A  *T|pTVwri  increase  in  the  number  of  visits  for  acute  and  chronic 
bronchitis 

•  An  inciease  in  the  pediatric  share  of  child  health  care 
Expansion  of  the  nimiber  of  physicians  based  on  these     iir  areas  is 

highly  questionable,  as  discussed  elsewhere  by  Budetti  (57). 

In  sum«  supply  projections  foresee  a  rapid  expansion,  even  a  doubling, 
of  pediatricians  between  1975  and  1990,  while  requirements  estimates  vary 
by  well  over  50  percent.  The  precise  number  of  pediatricians  required 
cannot  be  determined,  but  it  appears  very  likely  that  an  oversupply  will 
shortly  be  at  hand. 

Although  an  oversupply  of  pediatricians  appears  likely,  it  may  not  be 
wise  for  a  number  of  reasons  to  concentrate  on  efTorts  to  reduce  the 
number  of  medical  graduates  in  the  United  States  who  will  become 
pediatricians.  First,  requirements  and  supply  estimates  are  not  fully 
reliable  and  should  not  be  used  alone  as  a  basis  for  policymaking  in  the 
face  of  evidence  of  present  unmet  needs.  Second,  a  substantial  effort  on 
the  part  of  Federal  officials  and  medical  educators  was  required  to  bring 
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about  the  recent  growth  in  medical  school  enroUments.  It  is  not  at  all  clear 
that  efforts  to  reverse  this  trend  could  be  successful  in  the  short  term. 
Finally^  the  emphasis  on  primary  care  is  still  emerging  and  has  yet  to 
assimie  a  dominant  role  in  undergraduate  medical  education.  Slowing  the 
movement  of  young  physicians  into  pediatrics  might  result  in  larger 
numbers  of  specialists  in  nonprimary  care  fields.  Rather,  it  seems  more 
fruitful  to  focus  future  efforts  on  ensuring  that  the  new  pediatricians  will 
be  appropriately  trained  and  motivated  to  meet  present  and  future  unmet 
child  health  needs.  The  implications  for  training  are  discussed  in  the  next 
section. 


Future  Direction  of  Pediatric  Training 

The  data  on  child  health  clearly  suggest  the  need  to  refocus  imdergradu- 
ate  medical  curricula  and  pediatric  residency  training  so  that  child  health 
physicians  not  only  acquire  skills  for  addressing  complex  disease  processes 
but  also  gain  a  firm  foimdation  in  the  routine  problems  of  infancy  and 
childhood,  in  all  aspects  of  child  growth  and  development,  and  in  genetic, 
family,  environmental,  and  social  influences  on  the  health  of  children. 
General  pediatric  training  should  encompass  both  the  routine  organic 
illnesses  and  problems  and  the  psychological  and  social  aspects  of  health. 

This  emphasis  on  primary  care  in  general  pediatrics  need  not  and 
shotild  not  be  at  the  expense  of  adequate  subspecialty  experience  and 
personneL  The  GMENAC  has  forecast  a  need  to  expand  the  mmiber  of 
pediatric  subspecialists  over  the  next  decade  (56).  This  projection  is  a 
panel  consensus  based  upon  admittedly  limited  baseline  data  and  is 
clearly  in  need  of  further  analysis.  Its  estimate  may  well  be  accurate  for 
some  subspecialties  (such  as  gastroenterology)  and  not  for  others  (such  as 
cardiology),  or  it  may  be  correct  or  incorrect  across  the  board.  Even  if  the 
need  is  substantial  for  a  larger  number  of  subspecialists,  however,  the 
needs  can  be  met  largely  at  the  fellowship  level.  Undergraduate  and 
residency  training  in  p>ediatrics  should  emphasize  the  general  training, 
pubiic  health  awareness,  and  communication  skills  required  for  most  child 
healtn  needs.  With  the  rapid  expansion  of  pediatricians  over  the  coming 
decade,  there  will  be  no  need  to  stress  subspecialty  experiences  and 
program  development  at  the  medical  student  or  resident  level  to  gizarantee 
adequate  numbers  of  pediatricians  in  most  of  the  subspecialties.  Rather, 
the  need  is  clearly  to  develop  general  pediatric  experience  to  ensiire  that 
there  will  not  be  an  excessive  oversupply  of  subspecialists. 

These  findings  are  in  keeping  with  the  conclusions  of  the  recent  report 
of  the  Task  Force  on  Pediatric  Education  (5S)-  The  task  force  stressed  that 
medical  education  for  primary  care  physicians  be  further  developed-  In 
particular^  its  recent  report  included  reconmiendations  that  pediatric 
experiences  should  emphasize  human  growth  and  development  in  their 
relationship  to  health  and  disease  and  increased  emphasis  on  the  biosocial 
aspects  of  pediatrics  and  adolescent  health  {58). 

There  are  major  barriers  to  accomplishing  these  objectives  but  some 
progress  has  been  made.  Medical  schools  have  a  difficult  time  financing 
clinical  training  in  general  care.  General  primary  care  services  are  poorly 
reimbursed  relative  to  inpatient  subspecialty  services,  because  a  higher 
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proportion  of  such  services  are  for  ambulatory  care»  which  is  usually 
reimbursed  at  relativelv  low  rates  and  which  infrequently  requires 
hospitalization* 

The  Robert  Wood  Johnson  Foundation  has  recognized  the  need  for  a 
shift  in  the  emphasis  of  pediatric  training  and  research  and  is  supporting 
academic  development  programs  in  general  pediatrics  at  a  limited  number 
of  medical  schools.  The  Health  Resources  Administration  also  sponsored 
a  grant  program  for  a  number  of  years  to  fund  general  pediatrics  and 
internal  medicine  training  programs.  These  programs  are  intended  to 
improve  teaching  and  research  in  emerging  areas  of  general  pediatrics  and 
to  encourage  the  development  of  new  systems  of  financing.  If  they  prove 
successful,  their  example  could  be  generalized  to  the  majority  of  child  care 
training  programs. 


Family  Physicians— Geaeral  Practitioners 

Supply  and  Distributioa 

A  clear  strength  of  FP-GP*s  is  their  ability  and  willingness  to  practice  in 
lower  population  areas  as  compared  with  either  pediatricians  or  internists. 
More  than  half  of  all  family  practice  graduates  in  the  first  years  of  FP 
training  programs  settled  in  towns  with  under  25,000  poptdations,  and 
that  trend  has  persisted  through  recent  years  (55^.  In  fact,  nearly  one*third 
of  recent  family  practice  graduates  are  moving  to  areas  that  are  more  than 
25  miles  from  medium-sized  cities.  As  noted  by  Frey  in  a  recent  editorial. 
This  may  be  in  part  due  to  the  notable  lack  of  success  of  the 
pediatrician/internist  model  of  primary  care  to  be  able  to  meet  the 
dual  needs  of  coverage  and  economic  viability  in  small  towns*  It  is 
easy  for  three  family  physicians  to  provide  coverage^  hence  time  off, 
and  to  make  a  living,  while  any  combination  of  two  internists  and  a 
pediatrician  or  the  reverse  provides  neither  coverage  nor  a  comfort- 
able living  (60). 

The  distribution  of  family  physicians  and  general  practitioners  is  in 
marked  contrast  to  that  of  pediatricians,  who  are  largely  concentrated  in 
metropolitan  areas  (table  8).  Since  more  than  one-fburth  of  the  U.S. 
population  still  resides  in  nonmetropolitan  areas,  the  implication  is  clear 
that  family  physicians  and  general  practitioners  will  be  the  main  source  of 
physician  care  for  children  in  less  populated  areas  unless  current  residence 
patterns  of  pediatricians  change  signiHcantly* 

The  supply  of  family  physicians  and  general  practitioners  is  now 
beginning  to  increase.  For  a  number  of  years  the  disappearance  of  general 
practitioners  was  not  offset  by  the  rate  of  training  of  family  physicians. 
Between  1963  and  1975  the  total  number  of  FP-GP's  fell  from  34.4  per 
100,000  population  to  25.0  (6T).  In  contrast,  GMENAC  now  projects  a 
large  increase  in  FP-GP's  between  1978  and  1990  (5d>,  sufficient  to  return 
the  figure  to  34^  per  100,000  population. 

The  FP-GP*s  now  provide  over  30  percent  of  medical  care  to  children 
under  age  21,  but  their  share  declined  in  recent  years  as  their  nimibers  feU 
(4,  5).  The  FP-GP  share  of  child  health  vi'iits  may  well  rise  as  the  supply  of 
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FamUy  < 
■    Physicians  1 

EsOmatod  percentage 

Nonmetropotttan  (27) 

12 

28.9 

34.0 

Metropolitan  (73) 

24.3 

29.1 

50.(X)0-^«99.999 

19.4 

500.(XX>-999.999 

15.7 

11.7 

9.6 

1,000,000  + 

52.9 

35.1 

27.3 

MonmetropoUtan 

Estimated  number 

(57.802) 

2.349 

2.654 

13.750 

Metropolitan 

(158.549) 

Population: 

11.783 

50,000-^.999 

3.378 

2.233 

500.000-999.999 

3,064 

1.073 

3.875 

1.000.000 

10.328 

3.219 

11.046 

SOURCES:  Menctenhali  R.  C:  Pediatrics.  Family  Practice  and  General 
Practice  Study  Ftaports.  University  of  Southern  Califomia.  Division  of 
noeooMTh  in  Medical  Education.  ^ 978;  U.S.  Bureau  of  ttw  Census:  Statistical 
Abstract  of  the  United  States.  1979.  Tat>le  1 7. 


FP-GP's  increases.  One  of  the  most  important  determinants  of  the 
proportion  of  early  childhood  visits  in  an  FP-GP  practice  may  be  the 
availability  of  obstetric  services  (d2).  Because  many  of  the  new  FP-GPs 
will  be  young  family  physicians  who  tend  to  see  a  higher  proportion  of 
children  than  older  general  practitioners  {62^  6J),  the  division  of  child  care 
among  the  specialties  may  well  change  again. 

Tkaining  and  >^>propriate  Use 

Because  of  their  focus  on  general  medical  care,  many  family  practice 
medical  programs  already  address  the  issues  raised  with  regard 
improved  pediatric  training.  Family  practice  physicians  generally  spend  6 
months  of  their  3  years  of  residency  on  formal  pediatric  services.  In 
addition,  increasing  portions  of  the  entire  training  period  are  spent  in 
continuity  clinics  that  include  children.  This  exposes  the  FP  residents  to 
the  developwncntal  processes  of  individual  patients  and  is  actually  a  large 
part  of  their  overall  pediatric  e7q>erience.  Family  practice  residency 
programs  are  also  iatended  to  include  an  extensive  behavioral  compor.ent. 
Finally,  the  obstetric  and  gynecology  training  that  family  practice 
residents  have,  as  well  as  much  of  their  training  in  adult  medicine, 
provides  them  with  the  skills  necessary  for  the  health  care  needs  of  older 
adolescents. 

Discussions  of  child  health  irumpower  tend  to  equate  pediatricians  and 
family  physicians.  There  are  differences,  however,  that  are  reflected  in 
present  patterns  of  care.  Pediatricians  clearly  have  more  extensive  training 
in  the  complex  medical  problems  of  infancy  and  early  childhood  and  can 
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provide  secondary  care  for  a  wide  spectrum  of  disorders.  There  are  at  least 
two  areas  in  which  FP-GPs  have  advantages  over  pediatricians,  however. 
The  first  is  the  geo^*aphic  flexibility  discussed  above.  Based  upon  the 
health  needs  and  utilization  patterns  of  children,  it  also  appears  that  FP- 
OPs  presently  are  better  suited  to  handle  the  problems  of  older 
adolescents,  particularly  those  relating  to  family  planning  and  prenatal 
care*  than  many  pediatricians.  The  number  one  reason  for  office  visits 
among  those  15--21  years  old  is  routine  pregnancy  examination,  account- 
ing for  over  10  percent  of  visits  in  that  age  group  (table  3)-  Gynecological 
exams,  vaginal  discharge,  menstrual  disorders,  and  family  planning 
services  account  for  another  7  percent.  Presently,  most  general  pediatri- 
cians.  uzilike  FP-GP's  or  adolescent  medicine  specialists,  are  not  appropri- 
ately trained  for  this  significant  aspect  of  medi<^  care  for  young  adults.  In 
addition,  ^rpical  pediatric  offices  are  probably  not  the  most  suitable  place 
for  young  people  to  ask  questions  about  contraception, 

TTie  distribution  of  child  health  visits  among  speciahsts  by  age  of  child 
reflects  the  relative  advantages  of  FP-GP's  for  older  children.  The  FP- 
GP's  see  more  than  nine  times  as  many  youths  aged  15-21  years  than  are 
seen  by  pediatricians  (4). 


Nurse  Pr^rtitioiiers  and  Other  New  Professionals^ 
Summary 

Programs  to  train  nurse  practitioners  and  other  new  health  care 
providers  have  been  Rowing  rapidly  in  recent  years.  Between  1980  and 
1990,  the  number  of  midlevel  practitioners  will  more  than  double  and  total 
56,000  by  1990,  The  development  of  these  new  professions  was  encour- 
aged for  three  general  reasons.  First,  it  was  hoped  that  they  might  help 
reduce  the  costs  of  medical  care.  Although  some  savings  result  when  new 
professionals  are  used,  the  total  costs  of  care  to  the  patient  apf>arently 
often  are  not  reduced  (64).  Second,  it  was  widely  believed  that  they  were 
well  suited  to  provide  psychosocial  and  preventive  care  that  physicians 
were  not  always  providmg.  Depending  upon  the  practice  setting  in  which 
they  are  employed,  new  professionals  do  indeed  offer  such  important  but 
traditionally  neglectc  services  (65)*  Finally,  it  has  been  asserted  that  these 
professionals  are  competent  and  willing  to  assume  primary  responsibility 
for  health  services  in  rural  and  underserved  areas.  This  attribute  also 
appears  to  have  been  borne  out  in  recent  years  (66). 

These  favorable  characteristics  of  ntirse  practitioners  and  other  new 
providers  may  not  guarantee  their  professional  viability  in  the  future, 
however.  Rapid  expansion  of  the  number  of  physicians  expected  in  the 
next  decade  may  lead  more  physicians  to  practice  in  undesirable  or 
otherwise  underserved  areas.  Moreover,  pressure  is  increasing  to  expand 
the  psychosocial,  behavioral,  and  public  health  training  of  pediatricians 
and  family  practice  residents.  A  parallel  development  is  the  movement  to 


^or  a  detailed  discussion  of  nurse  practitioners  and  other  **ncw  professionals,"'  sec  Oloria  Ruby  and 
Katbcrine     NuckoUs  in  this  volume. 
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provide  adequate  ixisurance  reimbursement  for  such  services.  These 
combined  factors  could  bring  into  serious  question  the  prospects  for 
future  employment  of  new  health  professionals. 


Costs  and  Productivity 

There  has  been  a  great  deal  of  interest  in  whether  the  new  professionals 
increase  physician  productivity,  reduce  overall  costs  of  care,  and  improve 
the  quality  and  appropriateness  of  care.  None  of  these  questions  is  easy  to 
answer  because  the  impact  of  the  new  professionals  is  determined  by  the 
way  individual  physicians  structure  their  practices.  The  practitioner  may 
be  used  to  expedite  physician  services,  to  provide  services  previously  not 
offered,  or  to  enable  the  physician  to  spend  more  time  with  patients 
requiring  special  skills.  Fundamentally,  the  practitioner  provides  the 
physician  with  new  options. 

In  general,  the  use  of  new  professionals  tends  to  increase  access  and 
quality  of  care,  but  may  not  lower  short-term  health  care  costs  or  reduce 
costs  to  the  consumer.  The  Congressional  Budget  Office  concluded  that 
new  professionals  can  improve  the  cost  effectiveness  of  mec  ical  practice 
because  of  their  relatively  lower  salaries  {67).  Productivity  is  greatest  when 
each  patient  is  given  an  appointment  with  either  the  physician  or  the  new 
professional  and  the  physician  participates  only  at  the  request  of  the 
practitioner.  Althoi^  savings  from  increased  productivity  are  not 
necessarily  reflected  in  patient  charges,  some  overall  savings  may  result 
from  the  great  difference  in  educational  expenses.  On  the  average, 
physicians  are  at  least  five  to  seven  times  more  costly  to  train  than  nurse 

practitioners.  «  ,^ 

The  real  social  benefit  of  using  the  new  {petitioners  may  weU  be  the 
increased  breadth  of  care  that  they  can  provide  by  addressing  preventive 
and  psychosocial  aspects  of  care  that  could  affect  long-term  health 
outcomes.  There  is  considerable  evidence  that  partnerships  between 
t^ysicians  and  nurse  practitioners  provide  more  comjffehensive  care  for 
diildien  than  either  of  them  working  alone  {68).  This  complementarity, 
and  not  simply  reduced  costs,  may  be  the  most  important  benefit  if  nurse 
practitioners  and  physicians  practice  together  to  a  significant  degree  m  the 
futurc- 

Psydif&Mxrial  and  Preventive  Care 

As  one  model  for  the  more  effective  integration  of  the  psychosocial, 
preventive,  and  famfly-teiated  aspects  of  care  with  more  traditional 
medicine,  the  close  collaboration"  of  physicians  with  the  new  health 
professionals,  among  them  nurse  practitioners,  shows  great  promise. 
Many  aspects  of  preventive  care  and  community  health  and  other 
components  of  primary  care  are  major  components  of  nursing.  Today  the 
counseling  and  education  services  required  for  preventive  care  reqmrc 
training  in  psychology  and  other  social  sciences  that  arc  already  a  part  of 
nursing  curricula  and  experience.  Moreover,  the  kinds  of  services 
associated  with  preventive  care,  health  maintenance,  and  patient  counsel- 
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ing  can  be  tune-coosuming  and  inadequately  reimbursed  under  current 
heahh  insurance  schemes.  Physicians  often  are  reluctant  to  provide  such 
services  partly  because  of  traditional  physician  training  and  partly 
because  of  the  ladc  <^  insurance  reimbursement.  Studies  have  shown  that 
nmses  trained  to  provide  such  services  can  free  the  physician  from  much 
of  this  responsibility  and  do  so  in  a  cost-effective  manner  {67). 

New  practitioners  can  also  perform  the  health  maintenance  services  and 
case  management  chronicaJly  ill  or  handicapped  children^  The  needs  of 
such  children  are  complex  and  may  not  adequately  be  met  by  the  current 
health  dehvety  system.  The  multiple  needs  of  an  individual  patient  may 
require  the  services  of  a  variety  of  medical  specialists,  but  communication 
among  these  specialists  may  be  inadrqiiatr  It  has  been  demonstrated  that 
the  q>ecialist  nurse  practitioner  is  qualified  and  well  suited  to  coordinate 
services  of  all  kinds  for  the  handicapped  child  either  in  or  out  of  a  hospital 
{69), 

Nunc  practitioners  now  account  for  more  than  half  of  all  midlevel 
professionals  and  are  more  likely  than  physician^s  assistants  to  work  with 
chiklren  i67y.  If  current  trends  c<mtinue»  nurse  practitioners  and  nurse 
midwives  will  probably  be  the  dominant  new  maternal  and  child  health 
professionals  in  the  future.  A  stody  published  in  1978  reported  that  75 
percent  of  nurse  practitioners  were  in  primary  care  and  more  than  one- 
third  worked  in  die  inner  city.  About  75  percent  of  the  nurse  midwives 
were  in  institutional  settings  and  almost  50  percent  in  ho^tals.  The  50 
percent  who  work  in  large  cities  are  working  in  hospitals,  health 
maintenance  organizations^  or  private  practices,  and  those  in  smaller  cities 
or  towns  of  less  than  200,000  are  working  in  public  health  departments* 
the  military*  or  private  practices.  Evidence  suggests  that  nurse  practition- 
«s  improve  access  to  higji  quality  medical  care  for  residents  of 
communities  with  relatively  few  physicians. 

At  present,  policymakos  are  ambivalent  about  how  aggressively  to 
support  the  training  and  use  of  the  new  professionals  for  improving  care  in 
areas  widi  limited  health  care  resources.  Given  the  expanding  si^>ply  of 
physicians  and  concerns  about  cost,  some  of  the  earlier  incentives  to 
encourage  the  training  of  new  professionals  have  dissipated*  Moreover, 
there  are  a  number  of  imresolved  issues  that  are  particularly  important  in 
determining  the  potential  role  of  new  professtonals  in  meeting  the  needs  of 
underserved  populations.  A  deep-rooted  controversy  remains,  which  must 
be  resolved,  about  the  degree  of  physician  supervision  required  by  the  new 
professionals  in  such  areas  as  die  prescribing  of  drugs.  Whether  and  at 
what  level  to  pay  new  professionals  direcdy  for  their  services  remains 
substantially  unresolved,  although  some  public  and  private  direct  reim- 
bursement does  exist.  Another  question  is  whether,  in  an  era  when  team 
I^^actice  is  being  encouraged,  the  further  development  of  another  form  of 
solo  practice  should  be  encouraged.  At  a  minimum,  it  appears  that  the  key 
role  traditionally  played  by  nurses  to  complement  and  supplement 
physician  services  in  underserved  rural  areas  will  continue. 
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Psychologists  and  Educatiooal  Specialists 

The  role  of  psychologists,  educational  specialists,  and  others  trained  in 
behavioral  sciences  and  learning  disabilities  is  important  both  in  terms  of 
ascertaining  the  degree  of  unmet  needs  among  youth  and  the  extent  to 
which  physicians  and  new  practitioners  wiU  be  required  to  deal  with 
behavioral  problems  and  learning  disabilities.  As  noted  previously,  the 
data  show  that  only  a  small  minority  of  medical  care  is  presently  devoted 
to  youths  with  behavioral  and  learning  problems.  Although  pediatricians 
and  other  primary  care  providers  report  a  Uck  of  trainmg  in  th«e  areas 
(SSi  the  extent  to  which  other  providers  arc  meeting  these  needs  is  a 
major  factor  in  determining  how  much  medical  training  and  pracUce 
should  be  focused  on  behavioral  and  learning  problems.  In  a  team 
concept  of  medical  practice,  the  services  provided  by  psychologists  and 
educational  specialists  are  a  basic  part  of  meeting  child  health  care  needs. 
In  1978,  there  were  approximately  60,000  Ph.D.-lcvel  psychologists 
7  These  include  psychologists  in  three  categories:  school  psycholo- 
gists, clinical  psychologists,  and  health  or  behavioral  psychologists.  Only 
25  510  or  40  percent,  are  certified  and  Ucensed  psychologists  who  provide 
direct  patient  care  services.  School  psychologists  include  approxiinately 
3  000  persons  at  the  Ph.D.  level  and  20,000  at  the  Masters  degree  level.*^ 
Health  or  behavioral  psychology,  a  relatively  new  and  rapidly  growing 
field,  increased  from  1,000  in  1979  to  2,000  Ph.D.-levcl  psychologists  m 
1980 

Federal  legislation  in  th«  Education  for  AU  Handicapped  ChUdren  Act, 
Public  Law  94-142,  requiring  all  public  schools  to  provide  education  to 
handicapped  children,  has  stimulated  a  substantial  increase  m  the  number 
of  psychologists  deaUng  with  child  problems.  To  meet  the  rcquireinente  of 
the  legislation,  the  number  of  school  psychologists  wiU  have  to  be  doubled 
(7n  Health  or  behavioral  psychologists  arc  estimated  to  mcrc^  by 
another  1,000  in  1981,  bringing  the  number  to  3,000.  Approximately  one- 
half  of  these  psychologists  are  in  pediatrics.  Some  arc  currently  m 
partnership  or  group  practice  with  pediatricians. 

Educational%pecialists— both  regular  classroom  teachers  as  wcU  as 
specialized  staff  persons— provide  special  instruction  or  assistance  to 
pupils  with  learning  disabilities,  emotional  disturbances,  and  mental 
retardation.  The  results  of  a  nationwide  public  school  survey  show  that 
learning  disabilities  are  served  by  an  estimated  123,000  professionals, 
approxSnately  one-third  of  whom  are  specialists  including  school  j»ychol- 
oSts,  counselors,  reading  and  language  specialists,  speech  and  hearmg 
sS^alists,  and  others.  For  the  emotionaUy  disturbed,  there  were  approxi- 
iSatcly  74,100  professionals  (72).  An  estimated  102,500  professionals 
provided  instruction  for  the  mentally  retarded  (72). 

The  distribution  of  services  provided  for  these  three  mental  health 
problems  varies.  The  mentally  retarded  are  offered  services  m  the  majority 

*I.«««.lcomin«iuc«tion,  G.  R.  V««tenB<».  America*  P.yehotesic.1  A5«>ci»tx>n.  August  1980. 
'Thi»  r«urc  «pr«ent5  an  «»ti™ie  b»ed  oa  40  percent  of  Pb-D.  piychologim  being  health  serv.ce 
provUlen  (certified  and  Ucensed)— 23  J  10:40  equals  60.000  Ph.D.  (wychologisis. 
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of  the  schools.  Instractkm  and  »*»tftt»*^  for  learning  disabilities  are 
found  in  less  than  half  ^  the  public  scdiools  (73).  In  addition,  an  even 
gnater  mimbri  of  educatkmal  q>ecia]ists  providb  services  to  the  lai^ 
groty  of  physically  handicap|iedpiyi3s. 

In  snnwnary,  psychologists  and  educational  specialists  play  a  key  role  in 
child  health  care^  particalaily  in  azeas  o€  ^snmet  need.  Further  stucty  is 
needed  not  only  on  the  need  for  an  increased  sappty  of  these  professionals 
but  also  on  their  locations  and  patterns  of  practice. 

€X>NCZJJSION:  STILATEX^ES  FOR  IMPROVING 
CMLD  HEALTH  PERSONNEL  TRAINING, 
DISTRmunON,  ANI>  ORGANIZATION 

Heafth  Care  Needs  of  Cbfldren 

Strategies  for  meetii^  the  health  care  needs  of  ^ulldien  in  the  future 
should  not  focus  on  increasing  the  stq>ply  of  prc^essionals.  Rather,  the 
new  strategies  should  be  designed  to  serve  the  needs  that  are  presently  not 
being  met.  These  include  certain  population  groups  as  well  as  specific 
health  comfitioos  that  are  inadequate^  addressed.  Those  with  continuing 
need  for  the  entire  spectrum  of  health  services  include  children  in  rural 
and  central  urban  areas,  the  poor,  blacks,  and  adolescents. 

The  needs  of  rural  children  may  well  be  met  if  present  trends  and 
programs  continue.  Family  fdtysiaans,  general  practitioners^  and  nurse 
practitioneis  have  all  demonstrated  a  willingness  to  provide  caic  in  many 
rural  areas  and  their  financial  viability  in  such  areas.  In  the  remaining 
undcxserved  areas,  the  National  Health  Service  Corps  (NHSC)  should 
provide  the  necessary  care.  In  addition,  as  their  supply  greatly  increases, 
pediatricians  may  develop  innovative  practice  arrangements  that  could 
serve  the  needs  of  children  in  some  rural  areas. 

Meeting  the  needs  of  the  underserved  children  in  central  cities  may  be 
even  m<»e  conq>]ex  than  meetix^  the  needs  of  rural  children.  A  major 
effort  to  increase  access  to  care  in  central  urban  areas  has  been  underway 
for  some  time.  Continued  expansion  of  Medicaid  coverage  and  payment 
levels  and  programs  to  increase  the  number  of  blades  and  otho-  minorities 
in  medical  schools  could  help  address  shortages  in  these  areas.  Finally  the 
NHSC  can  also  l>c  expected  to  play  a  prr>inmgrnt  role  in  addressixig  tbcsc 
needs. 

Adolescents  present  a  complex  body  of  unmet  cbUd  health  caie  needs. 
To  address  adcdescent  needs  for  care  with  regard  to  sexuality  and  family 
planning^  family  physicians-general  practitioners,  and  nurse  practitioners 
win  continue  to  play  a  prominent  role.  In  addition^  pediatric  education 
should  be  expanded  to  include  training  in  childhood  and  adolescent 
sexuality  and  family  planning  so  that  pediatricians  can  provide  the 
services  necessary  to  deal  with  these  a^>ects  of  care. 

The  problems  associated  with  alcohol  and  drug  abuse  among  youths 
will  necessitate  increasing  the  number  of  programs  of  a  variety  of  health 
and  social  agencies,  the  schools,  and  other  institutions  that  deal  with 
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adolescents.  Moreover,  physicians  and  other  health  care  professionals  will 
need  more  extensive  training  in  both  the  preventive  and  medical  aspects  of 
reducing  alcohol  and  drug  abuse,  specifically  among  the  youth. 

There  are  many  unmet  mental  health  problems  in  children,  particularly 
including  a  high  incidence  of  learning,  language,  and  behavioral  disorders. 
These  require  several  different  approaches.  Psychologists  and  others  must 
be  available  in  large  numbers  in  the  schools.  Medical  care  professionals, 
particularly  pediatricians  and  family  practitioners,  must  have  more 
extensive  training  in  the  diagnosis  and  management  of  such  problems  and 
also  in  dealing  with  the  extensive  network  of  health  care  providers 
necessary  to  adequately  correct  many  of  these  disorders. 

In  addition  to  children  with  mental  health  problems,  children  with  other 
chronic  disabilities  constitute  a  large  population  that  needs  more  extensive 
attention  from  the  health  care  system.  Again,  the  need  is  for  additional 
training  in  the  problems  of  chronically  disabled  and  handicapped  chUdren 
for  all  health  care  personnel,  along  with  the  development  of  the  team 
concept  of  social  and  medical  services  necessary  to  address  these  serious 
problcms- 


The  Role  of  New  Health  Care  Professioiials 

Although  the  number  of  nurse  practitioners  has  been  growing  in  the 
past  decade  and  pediatricians  have  led  the  way  in  incorporating  them  mto 
medical  practices,  there  have  been  obstacles  to  the  fuU  mlegration  of  these 
professionals  into  the  deUvery  of  primary  care.  Some  barriers  such  as 
those  related  to  patient  acceptance  and  State  licensure  restncttons  have 
eased  althou^  not  disappeared.  Others,  including  reimbursement  and 
physician  reluctance,  remain.  Now,  given  the  grcatiy  increased  number  of 
physicians  resulting  from  more  than  a  decade  of  pohcics  to  expand 
m«lical  school  enroUmcnts,  physician  resistance  to  del<^atmg  responsibil- 
ities for  patient  care  to  other  practitioners  may  increase  rather  than 
diminish.  Only  in  settings  with  fixed  budgets,  such  as  health  maintenance 
organizations,  will  there  be  the  incentive  to  hire  health  professionals  who 
can  provide  particular  services  in  the  most  cost-effecovc  manner. 
Continuing  employment  opportunities  for  nurse  practitioners  may  become 

^^l^addition  to  issues  of  cost  containment  and  despite  the  increased 
number  of  pediatricians,  a  further  and  most  important  reason  for 
continuing  to  support  the  training  of  new  health  professionals  is  relat^  to 
the  type  of  education  and  training  received  by  physicians.  Medical 
education,  residency  programs,  and  health  service  reimbursement  systems 
may  continue  to  establish  patterns  that  serve  as  barriers  to  meetmg  many 
child  health  needs.  If  so,  nurse  practitioners  and  other  health  care 
professionals  should  be  available  to  provide  the  services  that  they  do  well, 
Tc  primary  care  in  underserved  rural  and  central  metropolitan  areas  and 
psychosocial  and  preventive  services  of  general  medical  care. 
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To  realize  the  potential  of  the  new  professionals  in  the  face  of  expanded 
physician  supply  policymakers,  physicians  and  communities  would  have 
to  create  innovative  ways  to  use  diese  individuals.  For  example.  States 
that  limit  the  practice  of  nurse  practitioners,  physician's  assistants,  and 
other  new  health  professionals  might  adopt  laws  that  allow  them  to 
practice  in  underserved  areas  under  physician  supervision.  To  increase 
access  to  health  care  through  new  health  professionals  will  require 
adequate  ftmding  of  training  programs  and  the  placing  of  graduates  in 
underserved  areas,  expanding  the  number  of  new  practitioners  in  the 
NHSC  and  extending  flnanciai  reimbursement  to  cover  the  costs  of  their 
services. 


Team  Modes  of  Practice  in  Primary  Care 

Implicit  in  the  notion  of  the  primary  care  unit  is  the  team  made  up  of 
physicians,  nurses,  dentists,  nutritionists,  counselors,  social  workers,  and 
others.  It  is  unrealistic  to  assume  that  physicians  can  have  adequate 
training  and  experience  in  all  of  the  fields  that  bear  upon  the  personal 
health  and  behavior  of  youths.  Likewise,  it  is  unwise  to  encourage  patterns 
of  practice  that  isolate  general  pediatricians,  family  ph>^icians,  obstetri- 
cians, and  others  from  physicians  and  other  health  professionals  whose 
expertise  complements  their  own. 

Numerous  attempts  have  been  made  to  define  the  desired  attributes  of  a 
primary  care  team.  Teamwork  in  primary  care  can  have  many  variations. 
Single,  large  organized  settings  may  include  a  broad  array  of  health- 
related  professionals,  offering  the  conveniences  of  collaboration  and 
proximi^  to  patients.  On  the  other  hand,  the  ofHce-based  physician,  even 
in  solo  practice,  may  greatly  enhance  the  quality  of  care  by  being  <r  *'"x*'y 
linked  to  various  backup  and  support  services.  The  team  concept  att--  i 
therefore  be  regarded  principally  as  an  attitude  that  should  be  ';r?r- jy 
established  in  training  rather  than  as  requiring  a  particular  organizational 
construct  for  the  provision  of  services. 

Among  pediatricians,  there  appears  to  be  an  implied  recognition  of  the 
advantages  of  teamwork  in  the  present  trend  to  avoid  solo  practice  and 
instead  to  work  in  smaU  groups.  Tlic  cxncrgii^  priv3.tc  prsLCticc  pstttcm  in 
pediatrics  is  the  group  practice.  Although  the  reason  for  such  an 
arrangement  might  be  financial  or  might  be  to  gain  the  advantages  of 
group  consultation^  the  pediatricians  in  such  groups  are  often  working  in 
coxijunction  with  pediatric  nurse  practitioners  or  associates  and  delegating 
certain  patient  care  activities  (67).  Pediatricians  usually  have  close  links  to 
teaching  centers^  which  further  improve  patient  access  to  the  variety  of 
services  offered  in  more  complex  medical  care  facilities.  Such  group 
practice  and  pediatric  regionalization  should  be  endorsed,  along  with 
other  modes  of  organized  practice,  because  th^  strengthen  the  quality  of 
care«  The  major  limitation  of  such  arrangements  is  their  limited  financial 
viability  in  remote  riiral  areas.  This  suggests  that  such  group  practices 
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tfaould  evolve  in  middle-sized  towns  either  as  backup  centers  for  family 
practitioiiers  and  other  health  care  providers  or  as  central  units  of  rxiral 
satdltte  clinics*  which  are  staffed  by  the  centers  on  a  rotating  basts. 


Commimfty  Health  Care 

The  changing  health  needs  of  both  children  and  adults  have  led  to  a  call 
for  a  second  public  health  revolution  in  which  preventive  health  and 
primary  care  would  re|dace  the  present  disease-oriented  system  of 
excessive  specialization  and  high  technology.  The  arguments  supporting 
this  reorientation  have  been  based  not  only  on  epidemiological  evidence 
but  also  on  access,  quality  of  care,  and  economic  factors  ( 

Children  arc  now  experiencing  more  behavioral  problems  without  a 
dear  somatic  basis.  Many  of  these  are  related  to  poor  ph>^cal  or  social 
environments,  the  chffng'i'g  role  and  structure  of  the  family,  and  other 
factors  related  to  health  but  not  strictly  to  medicine.  To  address  these 
needs,  increasing  consideration  is  being  given  to  ideas  such  as  team  modes 
of  health  care  involving  nurse  practitioners,  p^chologists,  and  other 
professionals;  the  long-term  effects  of  childhood  illness  on  subsequent 
health;  the  value  of  childhood  indicators  of  risk  and  serious  adult  illness; 
and  the  promotion  of  nutrition  and  exercise  as  a  means  to  prevent  future 
health  problems.  In  a  comprehensive  approach,  these  and  other  concerns 
related  to  the  '*new  pediatrics**  and  community  health  would  be 
incorporated  into  the  selection  and  training  of  health  care  woricers  as  wcU 
as  into  practice  and  reimbursement  innovations  in  health  ca.x. 

The  implications  of  the  community  health  approach  go  b^ond  changes 
in  the  training  of  physicians.  Additional  health  education  programs  would 
be  implemented  aimed  at  different  youth  groups  and  specific  problem 
areas  such  as  drinking  and  smoking  throu^  the  use  of  media,  schools, 
health  care  settings,  religious  groups,  and  other  community  organizations. 
For  example,  a  community  health  approach  to  alcohol  abuse  among 
young  people  was  developed  in  Somcrville,  Massachusetts.  The  CASPAR 
alcohol  education  program  b^an  in  1972  with  a  school  community 
steering  committee  to  identify  youths'  problems  related  to  alcohol  abuse. 
To  confront  these  needs,  the  CASPAR  program  incorporated  training  for 
peers  and  for  teachers,  offered  an  alcohol  education  curriculum  for  grades 
3-12,  and  provided  an  outreach  effort  for  youth  problem  drinkers  and 
children  of  alcoholic  parents. 


National  Health  Service  Corps 

Just  as  there  will  be  a  significant  increase  in  primary  care  physicians  in 
the  1980*5,  so  there  will  be  a  major  increase  in  numbers  of  NHSC 
members  (the  matjority  being  physicians)  in  various  rural  and  central  city 
primary  care  setting  At  present,  a  total  of  971  physicians  are  deployed  by 
NHSC  534  HP-OP'S,    including    160    pediatricians,   and   18  obstc- 
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tricians.^  These  are  complemented  by  257  nurse  practitioners  and 
nurse  midwives.  By  I985»  total  numbers  of  primary  care  physicians  and 
new  professionals  will  increase  substantially.  Until  now,  potential  place- 
ments for  NHSC  persoimel  have  far  exceeded  numbers  of  Corps 
puticspants.  As  the  character  of  the  f>rpgram  changes  from  a  small 
volunteer  program  to  a  vastly  expanded  service*connected  scholarship 
program,  issues  of  appropriate  site  designation  and  placement  become 
more  complex^  Support  for  NHSC  personnel  by  other  physicians  is  crucial 
both  d\uing  their  miedical  training  and  once  they  are  in  practice.  Adequate 
support  will  require  that  pediatricians  and  other  primary  care  physicians 
provide  NHSC  personnel  with  appropriate  preparaticm  for  their  Corps 
practice  and  participate  fully  in  their  placement  and  backup* 

REFERENCES 

</)  vs.  Bwcmu  of  the  Ccitws.  Simd»iicMl  Abmtnet  of  the  United  Stmtm:  t979.  lOOth  «(L  Washiiuttofu 
D.CL,  197^.  • 

(2>  Bureeu  <3€  the  CcMu^  Escmufes  of  tb€  PopuUiioa  of  the  Umtcd  Stmta  by  Age.  Sex,  mnd  Rmcc' 
i^76^l979,  Sena  P*25.  No.        Januaiy  19«a 

|J)  VS.  BuraiM  of  the  Census.  Ptofectkm  of  the  PtjpuUikm  oftbc  Uniud  Stmta:  1977^2050.  Series 
Ncx  704,  July  1977. 

(4)  Ezzati.  T.  M.    Ambulatory  Ore  Utahatioa  Pftttem  of  Children  stid  You&g  Adults.*"  Vies/ 
Hcmith  Stsnisocs.   NmHoomI  AmbuUtof^^  Mediemi  Ctre  Survey  1975.  Public  Health  Serv::^ 
HyatfsviHe,  KM^  Series  13,  T<Jo,  99.  OHHW  (PffS>  78^1790. 

(5)  Natioml  Center  for  Health  Statistics.  Hemith  United  Stniet,  i979,  Washtngtoiu  D,0: 
Oovenwaent  Prtotiiig  Omce,  DHEW  PuNicatioii  Number  (PHS)  80-123Z 

Kovar.  M.  C  and  O.  Meny,  Special  tahaJatkm  prepared  for  the  Select  Pknel  for  the  PromotioQ  of 
Child  Health,  Natioaal  Center  for  Health  Suuistics.  In  Better  Hcm'O^  for  Oar  Childrm:  A  Nmtionmi 
Samtegy.  VoL  III.  Tables  26.  27. 2S.  3a  Washingioo.  D.O:  VS.  Goverament  Ptiattng  Office.  IWI. 
(7)  Aday.  L-  A.,  R.  Anderseiu  and  V.  Flemii:^  Hemlth  Cm  in  the  United  Suttee  Beverly  Hills:  Saee 
Publishers.  tMa 

(^)  Ko«rar.       G.  **Adolcacent  Health  Status  and  Healtb-Reiated  Behavior***  In  Adbtocevt  Sebavvor 

and  Hemith.  Institute  of  Mediciike,  National  Academy  of  Scienoe.  Washingtott,  D.C^  1978, 
(9)  Kovar.  M.  G.  and  D.  Meny.  Special  tabolatiom  prepared  for  the  !»elect  Auiel  for  the  Ptomotion  of 
Child  Health.  National  Center  for  Health  Statistics,  In  Better  Heelth  for  Our  Children:  A  l^MtiooMl 
Strmtegy,  VoL  IIL  Table  28,  Washinglon.  D.C.:        Government  Printii^ OOkse.  198L 

(#0)  Hcin«  IC  and  M.  L  Cohen.  Unpubltsbed  proposal  to  the  Robert  Wood  Jc^mMn  Foundation. 
Division  of  Adolescent  Medicine.  Mootefiore  Hospital  and  Medical  Center,  Bronx.  New  York, 

(//)  Cohen.  M.  U  I.  F.  Utt.  IC  Schonberg.  A,  J,  Shcehy.  R  Daum.  and  K.  Hein,  -^Perspectives  ok 
Adolescent  Medicine:  Concepts  and  Program  Design.**  Acts  PaediMtricM  ScnntHnrnviem  256: 
(Supplement)  9-16.  1976, 

ii2)  U  S.  Department  of  Keatt>  Education,  and  Welfare.  Public  Hcahh  Service.  Henithy  Ptopie:  The 

Surgeon  CenermTs  Report  oa  HcMith  FxMnocaoo  and  J>Esease  Aevcnciba.  1979,  p.  48.  Washington. 

D.C-:  US.  Government  Printing  OfTice  DHEW  Publication  Number  (PHS)  79-^55071.  1979, 
(/J)  Brunswick*  A-  F.  and  E.  Josephson.  **Adolescent  Health  in  Harlem.**  American  JdumMl  of  PubOc 

Hemlth  (Suppletncnt)  pp.  1-^2.  October  1972. 
f  M)  Hein.  JC.  M,  T.  Cohen.  1.  F.  Litt.  S.  IC  Schonberg,  M.  R.  Meyer.  A.  Marks^  and  A.  J.  Sheeby. 

""Juvenile  l>etent>on:  Another  Boundary  Issue  for  Physicians.**  PediMtTics66:  239-245,  I98a 
(/5)  Aday.  L.  A^  R.  Andersen,  and  G.  V.  Fleming.  Hemlth  Cmre  in  the  United  Simtea^  p.  244.  Beverly 

HiUs:  Sa^  Publisbers.  1980, 


'Pertonai  communication.  M,  Heningburg.  Buresu  of  Community  Health  Services.  Program  OfTicer  for 
National  Health  Services  Corps.  August  1980. 


^   -  741 

:RIC 


( i6y  Nationai  Center  for  Health  Scausucs.  Monthly  Vj£«i  Statistics  Report^  Acfvauce  Report  on  NAtaJity. 
V6L  29*  No.  1,  SunolcnMmi,  DHEW  FHibUwauoo  Number  (PHS)  8C-1 12a  April  2S,  1990. 

(  i  7)  E>ivision  of  Vit^I  Statistics,  National  Center  for  Health  Statasdcs,  357. 

i  ISy  KJerman*  U  V.  ^Adolescents:  Health  Status  and  Needed  Services.-  In  this  rcjH-n, 

( 19}  Budetti.  P.  McManus.  N.  Barrand,  and  L  Heinen.  •K:o«ts  Effectiveness  of  Neonatal 
Intensive  Caie.--  !n  The  Ixnpiicstions  of  Cost-BfTcctivcness  Ana/ysts  of  MedicMl  Techno/o- 
gy/BMckgroaod  P^pcr  ^2:  Case  Studies  of  Medical  Technologies.  Offtce  of  Technology  Assess- 
ment. Congress  <^  the  United  States.  Washington,  D.C:  Covemmcnl  Printing  Office,  19«0. 

i20}  National  Center  for  Heatcfa  Statistics.  -Teenage  Ouldbcaxing:  United  States,  1966-75.-  Mocrth/v 
Vitml  Statistics  Report.  Natality  Statistics.  VoL  26.  No.  5.  Supplement.  DHEW  Publication  Nunbcr 
<PHS)r7-ll2a  September  8.  1977.  * 

(2/)  U-S.  Department  of  Health,  Education,  and  Welfare,  Public  Health  Service.  Healthy  P^Ie:  The 
Surgeon  O^^eral's  Report  on  Health  Promotion  and  Disease  Pre^endoi..  1979.  p.  49.  Washington. 
D  C  -  Gow— mncnt  Printing  Office,  DHEW  Publication  Number  (PHS)  79-55071,  1979. 

i22}  U.S,  Dep-rtmcni  of  Healtl^  Education,  and  Welfare,  PubUc  Health  Service.  Healthy  People:  The 
Surgeon  Generals  Report  on  Health  Promotion  and  JDtsease  Pircvcntion,  1979.  p.  23.  Washing- 
D.C:  U.S.  Government  Printing  Office,  DHEW  Publication  Number  (PHS)  79-55nr7!,  1979. 

(23)  KesseL  S,  S..  J.  P.  Rooks,  and  I.  Cushner.  -A  Child*s  Beginning."  Ip  this  report. 

(24)  RachaU  J.  V.  ef  A  Sational  Study  of  Adolescent  Drinking  Behavior.  Attitudes  and  Correlaies. 
Research  Triangle  Parle,  N.C.:  Research  Triangle  Institute,  1975, 

(25)  Kassebaum,  P.  and  P.  McManus.  The  King  County  ESD  Alcohol  Education  Curriculum: 
RepUcation  Workbook,  p-  16.  National  Institute  on  Alcohol  Abuse  and  Alcoholism,  RocicviUe,  Md„ 
1977 

(26)  Blane,  H.  and  L.  Hewitt.  Alcohol  and  Youth:  An  Analysis  of  the  Utenture.  1960-1975.  National 
Institute  on  Alcohol  Abuse  and  Alcoholism,  RockviUe,  Md.,  ADM-28 1 -75-0026, 1976. 

(27)  UJS,  Department  of  Health,  Education,  and  Welfare,  PubUc  Health  Serwcc.  Healthy  People:  The 
Surgeon  Ceneral^s  Report  on  Health  Promodoa  and  Disease  Prevention.  1979.  p,  5-6.  Washington, 
D  C    U.*^  Concernment  InntingOfnce.  DHEW  Publication  Number  (PHS)  79^55071,  1979. 

(2^)  XJJS.  Department  of  Health,  Education,  and  Welfare,  Public  Health  Service.  Healthy  People:  The 
Surgeon  Ceneral^s  Report  on  Health  Promotion  and  Disease  Prevention.  1979.  p.  5-7.  Washington, 
DC:  UJS.  Government  Printing  Office,  DHEW  Publication  Number  (PHS)  79-55071.  1979. 

(29)  Allen,  Booz,  -xnd  Hamilton-  An  Assessment  of  the  ^/e©ds  of  and  Resources  for  Children  of 
Alcoholic  Piuents.  p.  14.  National  Instinite  on  Alcohol  Abuse  and  Alcoholism,  RockviUe,  Md., 

1974.  ^  u 

(JO)  National  Instimte  on  Alcohol  Abuse  and  Alcoholism.  Guide  to  Alcohol  Programs  for  Youth, 
Natiotsal  Instimte  on  Alcoh'   Abuse  and  Alcoholisnu  RocicviUe,  Md.,  in  press, 

(J/)  Social  Research  Group.  The  l^rtional  Survey  on  Drug  Abuse.  National  Institute  on  Drug  Abuse, 
RockviUe,  Md.,  June  I9S0.  ^  • 

(32)  Johnston,  J.  Bachman,  and  .  .  O^Malley.  Highlights  from  Drugs  and  the  Class  of-^:  Behaviors. 
Attitudes,  and  Recent  National  Trends.  National  Institute  on  Drug  Abuse,  RockviUe,  Md^  1980. 

(JJ)  Bums,  B.,  J.  Burke,  and  D.  Rcgier.  ^Considerations  Related  to  a  Child-Oriented  P^chosocial 
Classification  System  for  Primary  Health  Care,-  Paper  presented  at  the  Workshop  on  P^chosocial 
Factors  .Affecting  Health:  Assessment,  Classificadon  and  Utilization,  BeUagio,  Italy,  November 
1979:  revised  January  1980.   

(J4)  Rosen,  B.  M.  -The  Mental  Health  Delivery  System  and  Services  to  Children.  In  Handbook  of 
Child  Psychiatry.  J.  D.  Noshpitz,  ed.  New  York:  Basic  Books,  in  press. 

( J5)  Special  u^bulations  pi  a:  1 the  Survey  and  Reports  Branch,  Division  of  Biometry  Epidemiolo- 
gy National  Iitstitut  Mental  Health  (unpublished).  Introduction  to  tabular  material  presented 
on  Children  Adolescents  and  Young  Adults  (Age  Groups  Under  25  Years)  Under  Care  in  Mental 
Health  T'»vamient  Faciiities^^ervices, 

(J6)  Regier.  D.  A.,  I.  D.  C^Mberg,  and  C  A.  Taube.  -The  Defacto  U.S.  Mcnyil  Health  Services 
System,^  Arciuves  ofOcneral  Psychiatry  35:  685-693,  June  1978.  > 

(J7)  Robbins,  L.  N.  -Mental  Disorders  in  Children."  Prepared  for  the  President  s  Clommissian  on 
Mental  Health,  February  1978.  ,  ^  ^ 

(3Sy  Goldben?.  I.  D.  and  D.  A.  Regier,  eds,  -Utilization  of  Health  and  Mental  Health  Ouipaucnt 
Services  in  Four  Organized  Health  C::are  Settings.'^  (ADM)  78-859,  in  press. 

(J9)  Bailey,  P.  Graham,  and  D.  Boniface.  **How  Much  Child  Psychiatry  Does  a  General  Practitioner 
Do?^  Jburnai  of  the  Royal  College  ofOeneral  Practitioners  28;  621-626.  1978. 


742 


C-«>  Goldbosr  1-  IX»  D-  A.  lUsicr^  X  JC  Mdneray.  ^af^hc  Role  of  the  Pbdiatriua  in  the  Delivery 

otMexxtMl  Health  Services  to  Chadrca.''  PcdUtrics  63:  1979. 
(^/)  ScaxfiekL       E.  Gro«i»  M.  Wood,  ct  mL  "PByrho^ocial  and  P^ycdioffomadc  DwgDom  in  Primary 

OircafChildxca.*"/VdG£afMM:  I5»^l«7.  198a 
(42)        DcpMtmcnt  of  Health,  Fcipration,,  and  Wcifkre,  Public  Health  Service.  Hcmltby  Fkxypie:  The 

Saggeon  CcoetmTs  R^nrt  on  Hemlth  Ptvtnodon  mnd  Diaaue  PmcutkMK  i979,  p.  50^  5K 

Washit^;toiu  D,Or  Ckyvemment  Printix^  Office,  DHEW  Publication  Number  (PHS) 

79-55071,  1979, 

(4?)  National  Ceoier  for  Health  Statistics.  77ic  NmtiooMi  AmimlMUMy  Mcdicml  Cm  Survey,  1977, 
SuDinaiy,  Table  13,  pL  27,  Pisblr^  Health  Service,  Hymttsville,  Md.,  DHCW  Publication  Ntmiber 
(PHS>  80-1975,  April  I980. 

i44y  Nnticoal  Center  for  Health  Statiitics,  Fbysician  Visits:  Voiumc  mnd  Inteml  Suice  Lsst  Visit-US^ 
Table  23,  p.  3d.  Public  Health  Service,  H^-attsviUe,  Md.,  DHEW  Publication  Number  (PHS) 
79-1556^  April  1979. 

(^  beys,  H.  T.  ''Health  Care  for  Chrooicalfy  DisaMed  Oizldren  and  Their  Families."*  In  this  report. 
(45>  freys,  H.  T.  '"Health  Care  forOuonicallv  Dtsabkd  Qrikifen  and  Their  FmHiga,**  Appmrf;^  f  f%  fhi^ 
lepuft. 

<47>  National  Center  for  Health  Statisticx.  CumDt  Estimmtcs  from  the  Hcmlth  interview  Sttn^:  United 
Stmtes,  1977.  Table  14,  p.  24.  Seiics  10,  No.  126.  OHHW  Publication  Nu-  -  (PHS)  7^1554. 
Sepfcinbet  1978.  ' 

(4»>  Lr.S.  Enrean  of  theCensos.  Ooiest  A^puIaiibD  X^ports.  SeiiesT-23,  No,  69,  June  1978. 

(49>  National  Center  for  Health  Statistics-  Phyndsn  Visits— Voitxme  and  Intenml  Since  f  Visit: 

United  StMie$,  1975^  Table  15,  p.  29.  Series  la  No.  128.  DHEW  Pobiication  Number  (PHS) 

79-1556.  April  1979. 

iSOy  American  Medical  *^.:!s<M£>ciation.  Journal  of  the  Americmn  Medicmi  AssexsMtion^  VoL  240*  Table  6, 

1978;  plus  telephone  update. 
(5/>  Health  Resources  Administration.  Interim  Report  of  the  Chmdwite  Medicmi  EducMtion  Nktibna/ 

Admo€y  Committee  to  the  Secretary,  UHEWi  Public  Health  Service,  Publication  Number  (HRA) 

79-633,  April  1979. 

(52>  B>::jeau  of  Health  Manpower^  Reviem^  of  Hemlth  Mmnpower  Populmtion  Requirements  Stainlards. 

Public  Health  Service,  Publication  Number  (HRA) 77-22,  1977. 
(5J>  Rodd^,  P.  C:  ""Need^Based  Requirements  for  Primary  Care  Phy&cianJL**  Joamml  of  the  American 

Medicmi  Association  243: 355-358, 198a 
(54>  Schor^<io,  IC  H.,  J.  F.  Heston,  and  L  S.  Falk.  *^umbcrs  of  Physicians  Reqtiired  for  Primaxy 

Meeical  Care."  Mew  Engiand  Journal  of  Medicine  2S6:  571-576, 1972- 
(55>  Miice,  L.  Fbrecastf  of  Physician  Se^ffOy  and  Requirements,  OfEce  of  Technology  Assessment, 

Con^pess  of  die  United  States,  Apra  198a 
(55>  Graduate  Medical  Education  National  Advisory  Committee.  **Rnal  Report  of  the  Modeling  Panel" 

(Draft),  August  198a 

C57>  Bodetti,  P.  -pcdiairic  Manpower:  Supply  Prpjectiotts  and  Requirements'*  (Draft).  Health  Policy 

Program,  University  of  California,  San  Francisco,  July  1980. 
(58)  Task  Force  on  Pediatric  £ducaskm.  The  Future  of  Pediatric  EducadotL  American  Academy  of 

Pediatrics,  Evanston.  IlL,  1978. 
<5!9)  American  Academy  of  Family  Physicians.  Annual  Survey  of  Resident  Graduates.  American 

Academy  of  Family  Physicians,  Kansas  Ci^.  PuMication  155  D.,  1978;  :979  t^xlate  (Mimeo). 
(60)  Frev,  J.J.  "^Where  Shall  We  Live  and  for  Whom  Shall  We  Cm?^  Fmmfy  Prm^^tii^  Frmrt^  Jr^rrr^i  r^f 

Family  Practice  \Qi  151-152,  1980. 
(6/>  Bureau  of  Health  Manpower,  Health  Resources  Administration.  A  Report  to  the  President  and 

Congress  on  il»e  Status  of  Hemlth  Professions  Personnel  in  the  United  States^  Public  Health  Service, 

Publication  Number  (HRA)  79-^93,  August  1978. 
(^)  Frey,  J.  J.  and  O  A  Rice.  **Family  Practice  in  Massachusetts:  A  Conq>arison  ^Resident-Trained 

Family  Physaciafu  with  the  General  Pracrbtioner  E^qmience  of  1967-1968.**  Journal  of  Family 

Practice  lOi  663-671.  1980. 
(S3y  Fmaufy  Practice  aiKl  General  Practice  Study  Reports,  Universxty  of  Southern  Cahfomia  Manpower 

Studies.  July  and  August,  1978. 
(64)  LeRoy.  L.  The  Cost  Effectiveness  off^urse  Pntctitioners  (Oraft).  Health  Policy  Program,  University 

of  California,  San  Frarnnsco.  Prepared  for  the  Office  of  Technology  Assessment,  Congress  of  the 

United  Stales,  1980. 


74  P 


743 


Ocflu  J.  K.  and  J.  Coldmaik-  -"Stntcgics  for  Productivi^  with  Phyaociui  Extender.**  Wfcstoii 
Jbcimc/o/'Mediciaie  124: 24^257.  1976. 
i6S}  Sahz.  H.       M.  Zaaczny.  ud  U  Kinyoc  Ixw^^udina/ Stody     -VunfC  Psmctitkum:  PbMse  L  VS. 
'  Drputment  of  UmUIu  Educatioo  and  Welfare.  Washrngfam,  D.CL,  DHEW  PuNscauoo  Number 
76-43.  Mwc^  19716. 

(57)  Ox^ras  of  the  Untod  States^  Con^essMal  Budget  Office.  Fbystoan  Extcodm:  Thdr  Current 
Mod  FtMturt  JTorfe  m  Afcdicaf  Ckre  Deiivcry,  Wnhington.  D.C-:  U^.  CSovernmcat  Printing  CMItce. 
April  1979. 

(j6$y  Itttby,G-*T4cw  Health  Profcsskmals  in  ChiM  and 

Nuckon».ICB.'3acl^roandPkpcroaNuising-''Inth» 
(TO)  MtDs.  D.        A*  i   i:i-irn«cr»  and  G.  R.  VandenBoa  -The  Nadonal  Rioter  Survey:  The  Fim 

Cooqarehensive  Scu<fy  oo  Aii  liccnacd/C:cftified  Psychologists.**  In  Psych<aogy  mnd  SMtioaMi 

ffraftft /mt'f'ff^  ^  ^"'^^^^'^  ^ 

P^eholog»cal  AsMoatkHU  Waihingroo,  1979. 
<7/>  VandenBos.  G.       R.  &  Nefaon.  J.  Stapp.  S.  Olmedo.  D.  Coates.  and  W.  Batcheoor.  -A  Service 

Need-Based  Approach  to  the  Pixtjectioa  of  Mental  Health  Ptesonr-ei  Needs-**  An  American 

P^chological  Assooatioo  report  to  the  National  Institute  of  Mental  Health  (Memo).  September  27. 

1979. 

(72)  Mctz,  A.S.andH.  UOamer.  ftx>fetskwa/St^ 

VS.  Department  of  Healthy  Educatioa  and  Welfare.  Washington.  D.C  (OE)  74-214.  Spring  1970, 

(73)  Metz.  A.  Sw  and  H.  L.  Cramer.  PtofcssionMl  StmETfar  the  Hmndiemppcd  in  LoaU  Pubiie  Schools,  p. 
15.  U.S.  Department  of  Health.  Education  and  Welfare.  Washix^;ton.  D.C  (OE)  74-214.  Spring 
1970. 


744 


NEW  HEALTH  PROFESSIONALS  IN 
CHILD  AND  MATERNAL  HEALTH 

by 

Oloria  Ruby.  MJ^ 


INTRODUCTION 

If  the  health  aeeds  of  children  and  women  of  childbearing  age  are  to  be 
met  efiTectiveiy,  it  is  essential  to  have  ^>propriate  manpower  in  sufficient 
supply  and  in  convenient  locations.  A  variety  of  child  and  maternal  health 
services,  including  medical*  nursing,  and  social  sendees  are  crucial  in  the 
l^omotion  of  dhild  health;  many  of  these  services  have  traditionally  been 
the  re^xmsicnh^  of  physicians,  but  can  be  provided  by  alternate 
manpower. 

Reccntfy,  the  number  of  other  health  practitioners  has  increased.  This 
groiq>  includes  formally  trained  nurse  midwives,  nuise  practitioners 
(iparticularty  in  pediatric  nurse  and  school  health)  and  physicians' 
assistants  (especially  child  health  associates).  Considerable  evidence 
demonstrates  that  these  •^new  health  professionals**  are  effective  in 
providing  some  of  the  maternal  and  child  health  services  usually 
considered  to  be  the  province  of  the  physician.  Although  professional 
nurse  nddwifery  was  introduced  in  this  country  in  1925,  (/)  it  has 
probabfy  underg^one  more  change  since  1972  than  during  any  other  period 
of  its  hi^ory,  and  so  it  will  be  Uicluded  in  this  rubric. ' 

The  complex  issue  of  appropriate  manpower  is  especially  timely  now 
because  of  new  health  inanf>ower  legislation  and  the  recurring  possibility 
of  the  enactment  of  national  hes»'th  insurance.  The  debate  is  confounded 
by  the  current  intense  concern,  both  governmental  and  private,  with  the 
escalating  costs  of  health  care.  The  quality  of  care  and  the  accessibility  of 
suitable  services  to  children  and  women  of  childbearing  age  may  be 
tempered  by  budgetary  considerations. 

A  comprehensive  examination  of  new  health  professionals  who  provide 
maternal  and  child  health  services  is  needed  in  order  to  determine  whether 
they  arc  effective.  For  the  purposes  of  this  paper  it  is  presur:»*!d  that  the 

■in  this  p^wr  auxse  midwives  are  defined  as  licensed  nones  who  have  nndeisooe  a  pn^esnonal 
nndwifery  poogram:  tuuae  pnctinonen  are  defined  as  graduates  of  an  ^iproved  continutng  or  graduate 
educatioa  pcogcam  to  train  r^jstered  nwDcs  to  become  nune  pcactitionen:  and  pbyaicuua*  assistants  are 
either  ydMtcs  of  approved  physicians*  assistant  programs  or  other  persons  certified  as  physicians* 
asaistantc.  Tlie       midwife,  w/bo  represents  another  nonprofessional  source  of  maternal  care.  wiD  not  be 
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new  health  professional  is  woridng  in  conjunction  with  a  physician.  The 
critical  issue  of  independent  practice  would  requrrc  a  philosophical 
analysis  of  the  place  of  the  physician  in  American  medicine. 


HISTORICAL  PERSPECTIVE 

The  importance  of  an  adequate  supply  of  practitioners  to  increase  the 
avaiiabihty  of  health  care  for  children  and  women  of  ^bearing  age 
received  keen  public  and  private  attention  in  the  iVbCTs.  D«pite 
tremendous  achievements  in  scientific  research  and  the^^pUcation  of  new 
discoveries  to  medicine,  inadequate  medical  care  and  unmet  health  needs 
existed  in  some  areas  and  among  some  populaticr«s.  For  example, 
profoimd  disparities  existed  in  infant  mortahty  rates  between  the  United 
States  and  other  industrial  countries,  among  States,  and  between  the  white 
and  non  white  populations  of  this  country.  It  was  estimated  that  between 
46,000  and  50,000  infants  died  in  the  first' month  of  life  due  to  the  lack  of 

proper  care  (2).  ^  ,        ,     ,  , 

TTie  Federal  Government  perceived  the  cause  of  these  deaths  to  be  a 
shortage  in  the  supply  of  health  professional  manpower— especially  of 
phvsicLns-  The  number  of  physicians  per  100,000  people  had  declined 
from  119.8  in  1931  to  102.7  in  1958  (3).  Consequently,  Federal  pohcy 
supported  health  manpower  training.  In  1963  Congress  enacted  the 
Health  Professions  Education  Assistance  Act  (4). 

The  problem,  however,  was  more  complex.  In  addition  to  the  inade- 
quate number  of  physicians  and  other  health  professionals,  the  changing 
nature  of  medical  practice  and  an  increased  need  and  demand  for 
care  were  responsible  for  the  shortage  of  manpower.  Among  the  vaned 
influences  on  medical  practice  and  medical  care  were  the  demand  for 
advanced  training  by  physicians  returning  from  World  War  II.  generous 
government  investment  in  research  and  technology,  and  the  mitiation  of 
Sew  specialty  training  programs  in  many  hospitals.  Consequ«mtly,  the 
focus  of  graduate  medical  education  shifted  to  the  trainmg  of  medical  and 
sursdcal  specialists  and  the  number  of  physicians  trained  to  provide  the 
maSrity  of  care  for  an  individual  or  a  family  was  thereby  reduced. 
Biomedical  research  and  its  appUcation  prolonged  ufe  and  saved  many 
Uves  previously  considered  beyond  assistance.  As  a  result  peoples 
estimation  of  the  capabiUties  of  medicine  rose  and  the  demand  for 
medical  services  increased. 

Complex  care  increased  the  cost  of  care  and  promoted  the  use  of  health 
insurance.  For  the  most  part  health  insurance  covered,  and  stiU  covers, 
inhospital  services  and  surgery,  which  encourages  the  provision  of 
specialty  services.  The  lack  of  coverage  for  primary  care  scrvic«»  not  only 
^Scs  a  financial  barrier  to  their  use,  but  is  believed  to  di^urage 
physicians  from  entering  and  remaining  in  primary  care  practice  (5). 

Although  the  emphasis  on  specialization  produced  pediatricians  and 
obstetrici^  to  provide  child  and  maternal  health  services,  it  did  not 
offset  the  decline  in  the  number  of  general  practitioners.  Such  physicians 
had  provided  most  of  the  care  to  children  and  women  of  childbeanng  age 
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in.  k>w  income  and  gepgrapiucaQy  isolated  populations  (6).  By  1965,  the 
nozntys-  of  obstetricians  per  10,CXX>  total  births  in  States  with  low  per 
ca|nta  income  was  two-thuds  of  the  national  average;  total  physicians  per 
100,000  peculation  and  pediatricians  per  70»000  children  under  fifteen  in 
States  with  low  per  capita  income  were  about  one-third  lower  than  the 
respective  national  ratios  (7). 

The  mounting  difficulties  of  providing  primary  care  led  to  experiments 
in  increasing  physicians'  capacities  to  provide  patient  care.  One  proposal 
was  a  system  for  training  health  personnel  to  assume  some  of  the  duties  of 
^ysicians  without  long  and  e3q>ensive  training  periods.  Although  oiga- 
mzed  medicine  did  not  openly  recognize  the  practice,  individual  physi- 
dansrhad  informal^  delegated  medical  tasks  to  other  health  peisonne!  for 
years 

In  1965,  f<Hma2  training  programs  for  two  new  types  of  health 
personnel,  nurse  practitioners  and  physicians*  assistants,  were  started. 
Both  professions  were  launched  in  the  same  year  under  sponsorship  &om 
the  private  sector  and  were  constituted  to  provide  some  services 
previously  performed  by  physicians.  Their  training  and  their  professional 
philosophies,  however,  differ  markedly.  Nurse  practitioners  are  roistered 
nurses  who  are  trained  to  perform  some  medic^  functions  in  addition  to 
their  traditiona]  nursing  Amctions.  Physicians'  assistants  enter  training 
programs  with  or  without  previous  eApciience  in  health  care  and  are 
trained  to  assist,  or  substitute  for,  physicians. 

The  first  traimng  program  for  nurse  practitioners  was  founded  by  Dr. 
Henry  Silver  at  the  University  of  Colorado,  to  prepare  "nurses  with 
baccalaureate  or  master's  degrees  to  assume  e3q>anded  roles  in  providing 
total  health  care  to  children"  (P).  The  4-month  pediatric  ntirse  practitioner 
program,  a  joint  eSbrt  of  the  I>epartment  of  Pediatrics  of  the  School  of 
Medicine  and  the  School  of  Nursing,  is  intended  to  increase  the 
availability  of  chfld  health  care.  The  focus  of  the  training  is  on  well  baby 
care,  parent  education,  and  prevention  (i^T). 

On  the  other  hand,  the  physicians'  assistant  concept,  which  was 
institutionalized  by  Dr.  Stead  at  Duke  University  that  same  year,  has  its 
roots  in  the  medical  profession.  The  program  was  started  after  attempts  to 
establish  a  master's  level  nurse  practitioner  program  within  the  Depart- 
ment of  Medicine  at  Duke  failed.  The  accrediting  agency  for  nursing 
programs,  the  National  League  for  Nursing,  had  denied  accreditation  on 
the  basis  that  delegating  medical  tasks  to  nurses  was  inappropniate  (//). 
Dr.  Stead  enrolled  ex-military  corpsmen  in  the  coimtiy's  first  training 
class  for  phj^rsicians'  assistants.  The  intent  of  the  program  was  to  increase 
the  time  available  to  physicians  by  training  and  paying  "career-dedicated 
men  who  could  become  their  (physician)  assistants  and  who  would  in 
effect  extend  the  doctor's  arms  and  legs  to  provide  care  for  more  people" 
The  initial  emphasis  on  performing  tertiary  tasks  under  the  close 
suF»ervision  of  a  ph3rsician  in  hospitals  and  clinics  (75)  has  varied  over 
time.  Most  training  programs  now  focus  on  the  delivery  of  primary  care. 

The  first  program  to  train  ph3ir5icians*  assistants  for  the  specific 
provision  of  pediatric  services  bqgan  in  1968  at  the  University  of 
Colorado.  The  S-year  program  requires  2  years  of  college  preparation  and 
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graduates  a  Chfld  Health  Associate  who  can  provide  a  wide  range  of 
diagnostic  therapeutic,  and  preventive  services  for  children  in  collabora- 
tion with  a  ph3rsician  ( 

While  new  programs  for  health  practitioners  evolved,  attention  was 
given  nurse  midwives.  For  example,  the  Macy  Foundation  held  confer- 
ences in  1956  and  1957  to  consider  their  future  role  in  the  United  States 
( 15),  Unlike  nurse  practitioners  and  physicians'  assistants,  nurse  midwives 
practice  a  discipline  whose  historic  origin  is  independent  of  medicine. 

Professional  nurse  midwifery  was  established  around  the  turn  of  the 
century  in  the  United  States  with  the  founding  of  the  Frontier  Nursing 
Service.  Shortly  thereafter,  the  Maternity  Center  Association  was  estab- 
lished by  the  RockefeUer  Foimdation,  first  professional  school  for  training 
nurse  midwives  in  this  country.  The  profession  grew  slowly;  by  1966  only 
six  programs  offered  certificates  of  proficiency  in  nurse  midwifery-  and  five 
programs  granted  both  certificate  and  masters'  in  nursing.  Only  a  few 
legislatures  recognized  the  profession  and  defined  the  educational  require- 
ments and  the  role  of  the  nurse  midwife  in  practice  (16). 

The  number  of  training  programs  for  nurse  practitioners  and  physi- 
cians' assistants,  as  well  as  nurse  midwifery  services  and  educational 
programs,  increased  somewhat  in  the  late  1960's  and  early  1970's  with 
support  from  the  Federal  government,  private  foundations,  and  institu- 
tions. Not  until  1971,  iifter  much  dehberation  and  debate  among  relevant 
professional  organizations,  did  these  health  professionals  attain  official 
recognition.  In  1971,  the  American  College  of  Obstetricians  and  Gynecol- 
ogists and  the  Nurses  Association  of  the  American  College  of  Nurse 
Midwives  declared  that  in  medically  directed  teams  "qualified  nurse 
midwives  may  assume  responsibility  for  the  complete  care  and  manage- 
ment of  uncomplicated  maternity  patients"  A  few  years  earUer  (IS), 
the  American  Nurses'  Association  had  issued  its  own  statement  which 
recognized  nurse  midwifery  as  an  appropriate  extended  role  in  the  nursing 
profession.  Physicians'  assistants  also  received  endorsement  in  1971  from 
the  American  Medical  Association,  its  House  of  Delegates  adopted  "the 
Essentials  of  an  Approved  Educational  Program  for  the  Assistant  to  the 
Primary  Care  Physician'  which  defined  a  physicians'  assistant  as  "a 
skilled  person  qualified  by  academic  and  practical  on-the-job  training  to 
provide  services  under  the  supervision  and  direction  of  a  licensed 
physician  who  is  responsible  for  that  assistant"  (79).  Agreement  was 
finally  reached  in  1971,  on  "Guidelines  on  Short-Term  Continuing 
Education  Programs  for  Pediatric  Nurse  Associates"  a  joint  effort  of  the 
American  Nurses'  Association  and  the  American  Academy  of  Pediatrics. 
These  guidelines  ackno^-  '  ^ed  that  the  nurse's  responsibilities  should  be 
expanded  to  include  some  treatment  traditionally  performed  by  physi- 
cians in  order  to  deUv^  child  health  care  more  efficiently  (20). 

A  major  spurt  in  the  growth  and  development  of  these  professions 
occurred  after  1972,  partially  as  a  result  of  rising  Federal  interest.  The 
executive  and  legislative  branches  of  the  Government  realized  that 
improved  access  to  health  manpower  could  not  be  attained  solely  by 
educating  more  physicians.  In  his  Annual  Health  Message  of  1971, 
President  Nixon  noted  the  value  of  nurse  practitioners  and  physicians' 
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assistants  in  increasing  the  availability  of  primary  care  manpower.  That 
same  year^  Eliott  Richardson^  then  Seo^tary  of  the  Depar  itient  of  Health, 
Education,  and  Welfare  (DHEW),  called  for  increased  utilization  of  nurse 
midwives  and  other  nurse  practitioners  in  order  to  achieve  more  effective 
delivexy  of  heal&  care  (22).  In  addition  to  audiorizing  funds  for  training 
more  health  professionals,  the  Nurse  Training  Act  of  197U  the  Compre- 
hensive Health  Nfanpower  Training  Act  of  197U  and  the  Emergency 
Health  Personnel  Act  Amendments  of  1972  included  provisions  for 
imfx^cved  geographic  distribution  of  primary  care  and  specialized  health 
manpower  (22).  These  provisions  included  funds  for  training  nurse 
midwives,  other  nurse  practitioners,  and  physicians*  assistants.  The 
linkage  between  the  devdopment  of  the  new  health  professions  and  the 
distribution  of  physicians  (and  to  some  extent  nurses)  was  forged  in  these 
pieces  of  l^islation. 

The  relationship  is  strengthened  by  nK>re  recent  pieces  of  le^lation  in 
which  current  Federal  health  manpower  policies  arc  articulated.  The 
complex  issues  of  specialty  and  geographic  maldistribution,  which 
received  relatively  minor  attention  in  the  1971  Acts,  be^me  mor^ 
prominent  in  the  Nurse  Training  Act  of  197S  and  the  Health  Frofessicns 
Education  Assistance  Act  of  1976  (HPEA)  (27).  Federal  policy,  which  had 
previously  concentrated  on  providing  equal  access  to  health  services  by 
training  more  health  professionals,  had  not  achieved  Congressional 
objectives^  particularly  in  the  case  of  physicians.  Indeed,  the  1976  HPEA 
Act  declares  that  *^ere  is  no  longer  an  insufficient  niunber  of  physicians 
and  surgeons  in  the  United  States,**  and  includes  provisions  to  compen- 
sate for  and  rationalize  their  uneven  distribution.  The  Act  continues 
previous  initiatives  with  respect  to  nurse  practitioners  and  physicians* 
assistants.  Another  factor  in  this  decision  was  concern  about  the  rising 
costs  of  health  care  and  the  potential  role  of  new  health  professionals  in 
moderating  the  rate  of  price  increases. 

The  Health  Professions  Educational  Assistance  Act  of  1976  i24) 
authOTizes  grants  and  contracts  for  physicians*  assistant  training  programs 
and,  as  amended  by  the  Health  Sovices  Extension  Act  of  1977  (25),  for 
the  first  time  directly  addresses  the  need  for  new  health  professionals  in 
underserved  areas.  It  authorizes  training  for  nurses  who  are  residents  of  a 
health  manpower  shortage  area  and  who  promise  to  practice  in  such  areas 
when  th^  become  nurse  practitioners*  It  also  provides  spcctal  consider- 
ation to  practitioners  who  will  train  in  Health  Manpower  Shortage  Areas. 
The  Nurse  Training  Act  of  1975  (26)  established  new  authorities  for 
prqfect  grants  and  contracts  for  training  programs  for  nurse  practitioner 
programs.  This  Act  can  be  interpreted  as  both  a  response  to  the 
Congressional  objective  to  fnl  unmet  needs  for  primaxy  care  and  a 
respcmse  within  the  profession  to  its  growing  numbers* 

Utilization  of  new  health  professionals  in  health  manpower  shortage 
areas  is  further  advanced  in  the  Rural  Health  Clinics  Service  Act  of  1977, 
which  liberalizes  the  payment  practices  of  the  Medicare  and  Medicaid 
programs  for  health  services,  including  some  child  and  maternal  health 
services,  furnished  by  new  health  professionals  in  clinics  that  are  located 
in  medically  underserved  rural  areas  (27). 
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CURRENT  STATUS 

Since  their  emergence  as  new  health  professionals^  nurse  midwives, 
pediatric  nurse  practitioners,  school  nurse  practitioners^  and  child  health 
associates  have  become  acknowledged  contributors  to  the  health  of 
children  and  women  of  childbeanng  age.  With  a  view  to  considering 
pohcy  issues,  this  section  presents  data  on  the  current  supply,  distribution, 
training  programs,  and  practice  patterns  of  these  and  a  few  other  specific 
providers  of  child  and  maternal  health.  Geographic  distribution  of  new 
health  professionals  is  determined  in  good  part  by  current  payment 
practices  and  State  laws  governing  the  practices  of  new  health  profession- 
als that  tie  their  practice  locations  closely  to  those  of  physicians. 


Nurse  Midwives 

Supply 

Other  than  medicine,  the  profession  most  often  associated  with  the 
provision  of  maternal  health  services  is  nurse  midwifery.  It  has  grown  in 
numbers  and  progressed  professionally  in  the  United  States  since  the  early 
srcveniies.  In  a  1976-77  study,  the  American  College  of  Nurse  Midwifery 
(ACNM)  identified  K723  nurse  midwives  in  contrast  with  K256  they 
identified  in  1 97 1  {28}. 

In  addition,  the  age  composition  and  professional  interests  of  the  group 
changed  during  the  period.  Approximately  half  of  the  participants  in  the 
1976-77  ACNM  study  graduated  as  nurse  midwives  after  1969;  conse- 
quently, the  work  force  is  younger  overall.  It  remains  predominantly 
female  (99  percent)  and  white  (77  percent)  {29). 

The  number  of  nurse  midwives  seeking  certification,  and  thereby  more 
professional  recognition,  also  increased.  Between  175  and  200  are 
currently  certified  annually^  with  new  graduates  making  up  a  higher 
proportion  than  ever  before.  The  proportion  ii^  the  employed  nurse 
midwifery  work  force  who  have  entered  clinical  practice  has  also 
increased.  In  1976—77^  61  percent  of  the  employed  study  participants  were 
in  clinical  practice  compared  to  41  in  1971 — a  49  percent  increase  {28}. 
Interest  in  clinical  practice  is  particularly  evident  among  graduates  of 
newly  established  programs.  Although  13  percent  of  the  study  participants 
graduated  from  fhe  programs  that  started  after  1972,  20  percent  of  those  in 
clinical  practice  ?ire  graduates  of  such  programs  (30). 

Location 

Nurse  midwives  are  unevenly  distributed  throughout  the  United  States. 
The  largest  proportion  (about  25  percent)  is  in  the  Middle  Atlantic  States 
and  many  are  in  New  York  City.  The  next  largest  proportion  is  in  the 
Southeastern  States  (5/)- 

ror  distribution  of  practicing  nurse  midwives  by  size  of  conrmiimity  and 
work  setting,  see  table  I.  The  majority  (75  percent)  are  employed  in 

^  Privace  communtcadon  with  the  Anichcan  College  of  Nune  Midwifery.  February  1980. 
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TABLE  1.  UA  IMdenI  197t.77  A(MM  study 
wiNn  iiNj  mcnoi 


 Pireinl  Dlilrtbiiilon  by  Sla   

TipilbrkOi9inizilion      NumNdNlm  10^    50,000-  200,001^ 
 NMWblf    Pucwt     9^      49,999     199,999    499,999    500,000  Tolil 


Ho6pjtal 

283 

45.6 

5 

^PiMc  health  agency 

86 

13.8 

20 

PMp(acticeMthM.D. 

80 

12.9 

14 

aiMttary 

51 

&9 

14 

NM  maternity  service 

47 

7.6 

21 

Univeraity  health  service 

31 

5.0 

0 

health  plan 

21 

3.4 

0 

fMNM  practice 

5 

U 

8 

Other 

7 

1.1 

13 

Total 

621 

100.0 

10 

11 

20 

9 

55 

100 

25 

13 

16 

26 

100 

40 

20 

9 

17 

100 

29 

37 

6 

14 

100 

19 

9 

7 

44 

100 

10 

20 

30 

40 

100 

0 

26 

5 

69 

100 

8 

15 

8 

61 

100 

29 

29 

29 

0 

100 

19 

19 

11 

41 

100 

Source:  Anwrican  College  of  NumMk)wiy«^  NurjeMldwifeiy  in  the  United  ilates  1976-1977,  Washington.  D.C..  1978. 
(SomnuseinidwiferyprogranisarecM 


institutional  settings,  with  hospitals  employing  the  largest  proportion  (46 
percent)  and  public  health  agencies  employing  the  second  largest  {32). 
Nurse  midwives  are  often  employed  by  municipal  and  other  publicly 
supported  hospitals  and  public  health  departments  in  large  cities  {33).  A 
national  survey  of  nurse  practitioner  programs  also  found  that  more  diar 
44  percent  of  the  graduates  of  the  nurse  midwifery  programs  in  the  survey 
practiced  in  inner  cities  {34). 

The  proportion  of  nurse  midwives  practicing  nurse  midwifery  varies 
widely  (from  17  percent  to  76  percent)  among  regions,  with  the  highest 
proportion  in  the  rural  States  of  Kentucky,  Tennessee,  and  West  Virginia, 
Less  than  7  f>ercent  of  all  nurse  midwives  in  the  United  States  are 
employed  in  these  States.  Nurse  midwives  have  contributed  to  maternal 
and  child  health  in  rural  Appaiachia  and  other  rural  communities,  but 
nationwide  their  presence  in  small  communities  is  limited.  Only  10  percent 
of  the  nurse  midwives  in  chnical  practice,  as  compared  to  34  percent  of  the 
United  States  population,  are  in  communities  of  less  than  10,000  people 

{3iy 

Training  Programs 

Of  the  17  educational  programs  for  nurse  midwives  reported  in  the 
1976-77  study,  10  had  been  started  after  1972  {30).  By  197S.  74  programs 
were  operating,  of  which  only  two,  the  Frontier  Nursing  Sen^  ice  School  of 
Nurse  Midwifery  and  the  United  states  Air  Force  training  program,  were 
not  under  university  auspices.^  The  two  ty|>es  of  programs  for  nurse 
midwifery  training  require  certification  as  a  registered  nurse  for  entry.  One 
offers  a  7-  to  12-month  course  leading  to  a  certificate^  and  is  open^  in  most 
cases,  to  nurses  without  a  bachelor's  degree;  the  other^  which  leads  to  a 
Master's  degree  in  nursing  or  pubhc  health,  requires  a  bachelor's  degree 
for  admission.  Both  the  number  and  percentage  of  graduates  of  nurse 
midwifery  Master's  programs  have  increased  in  the  past  few  years  {35). 

The  increase  in  the  number  of  educational  programs  and  trained 
individuals  can,  in  part,  be  attributed  to  Federal  financial  support. 
Approximately  two^ thirds  of  the  participants  in  the  1976-77  ACNM  study 
were  educated  as  nurse  midwives  with  support  from  DHEW  funds  {36}. 
By  1978,  15  of  the  23  (65  percent)  nurse  midwife  training  programs  were 
funded  by  DHEW,  Table  2  shows  levels  of  funding  for  nurse  midwife 
training  programs  in  1976,  1977,  and  1978  {37). 

Although  curricula  and  programs  vary  widely,  the  basic  competence 
required  of  all  nurse  midwifery  students  includes  knowledge  and  skills 
relevant  to  the  management  of  normal  pregnancies  (including  ante-, 
intra-,  and  postpartum  care),  family  planning  and  gynecological  care,  and 
knowledge  and  skills  for  the  management  of  the  normal  newborn. 
Additional  course  work  includes  aspects  of  the  behavioral  sciences, 
communication,  public  health,  family-centered  approaches,  coimseling. 


Pkivmte  communication  with  the  American  CoQege  of  Nur»e  Midwifery.  February  1980. 
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paiicnt  education,  contiiitiity  of  carev  use  of  conununity  services,  and 
training  in  the  recognition  of  health  complications  and  deviations,  as  well 
as  tzatning  in  consultation  and  collaboration  with  other  health  profession- 
als and  research  methodology  i38y. 


As  defined  by  the  American  CoU^e  of  Nurse  Nfidwifeiy,  nurse 
midwifery  practice  is  the  "independent  management  of  care  of  essentially 
normal  newborns  and  women,  antepartally,  intrapartsQly,  postpartally, 
and/or  gynecologically,  occuring  within  a  health-caie  system  which 
pvovkies  for  medical  consultation,  collaborative  management  or  referral" 
(59).  Almost  all  nurse  midwives  in  dinical  practice  provide  prenatal  care; 
about  85  percent  manage  deliveries  and  examine  the  patients  4-6  weeks 
after  ddivcty,  and  three-quarters  manage  the  immediate  postrartum  care 
of  the  mother  (40).  The  number  of  nurse  midwives  attencung  deliveries 
mcreased  55  percent  between  1971  and  1976-77  (28).  In  addition  to 
;4>ecific  obstetrical  care,  nurse  midwives  deliver  family  planning  services 
<90  percentX  normal  gynecological  care  C78  percent),  and  sexual  counsel- 
ing (68  percent)  (40).  The  collaboration  between  nurse  midwives  and 
p^y^cians  is  evident  from  the  re^x>nsibilities  nurse  midwives  assume 
within  earfi  general  patient  care  area.  They  most  of^  provide  services 
needed  by  normal  women  and  least  often  services  involving  complications 
or  invasive  procedures.  For  example,  almost  all  nurse  midwives  who 
manage  deliveries  cut  and  repair  ^sisiotomies  (a  procedure  used  in  normal 
childbirth  practices  in  the  Uxiited  States),  yet  only  15  percent  deliver 
multiple  births  and  12  percent  breech  births  <4i). 

Althoi^gh  newborn  care  is  required  of  nurse  midwifery  students,  in 
practice  it  is  most  often  limited  to  the  ji^riod  immediately  following  birth. 
Such  restriction  of  the  nurse  midT^ife  practice  may  result  from  the 
institutional  structure  that  separates  pediatrics  from  obstetrical  care,  from 
the  preference  of  the  nurse  midwives,  or  from  a  combination  of  the  two 
factors.  By  contrast,  in  nurse  midwifery  m;itemity  services  about  65 
percent  of  the  nurse  midwives  take  care  of  the  newborn  until  discharge 
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Other  Providers  of  Maternal  Health  Services 


The  maternity  nurse  practitioner  is  also  trained  to  provide  maternal 
health  services.  As  of  1976  there  were  90  or  8-2  percent  of  enroUecs  in 
nurse  practitioner  programs  (42).  In  addition  to  11  nurse  midwifery 
programs  and  14  maternity  nurse  practitioner  programs,  41  nurse 
practitioner  programs  prepare  students  to  perform  selected  fimctions  m 
maternity  care  and  family  planning  (42).  Students  in  some  adult  nurse 
practitioner  programs,  some  family  nurse  practitioner  programs,  and  some 
pediatric  nurse  practitioner  programs,  as  well  as  students  m  nurse 
midwifery  and  maternity  nurse  practitioner  programs,  are  trained  to 
perform  physical  and  pelvic  examinations  for  all  maternity  patients  except 
those  with  symptomatic  complaints  (45).  Except  for  nurse  midwifery 
programs,  no  program  prepares  its  graduates  to  assume  complete 
responsibility  for  the  woman  in  childbirth.^  The  services  performed  m 
practice  closely  approximate  those  taught  in  the  training  programs  (44). 

Other  types  of  nurse  practitioner  programs  to  train  providers  in 
maternity  care  and  family  planning  are  now  emerging.  The  American 
College  of  Obstetricians  and  Gynecologists  has  developed  guideUnes  for  a 
certificate  program  for  "obstetric-gynecologic"  nurse  practitioners  (45). 
The  Department  of  Health  and  Human  Services  (DHHS),  successor  to 
DHEW,  is  now  funding  nurse  practitioner  programs  in  obstelrics-gyne- 
cology  and  women's  health.' 

The  family  planning  nurse  practitioners  are  also  trained  to  assume 
clinical  responsibility  for  family  planning-  In  most  cases,  they  are  nurses 
who  have  on-the-job  training  after  a  very  short  formal  training  course  or 
nurses  who  have  taken  a  concentrated  training  program  of  12-16  days 
(46).  An  estimated  1,200  family  planning  nurse  practitioners  have  been 
trained  in  the  last  4  years  (47). 

The  number  of  physicians'  assistants  presently  providing  maternal 
health  services  is  extremely  smaU.  In  1978,  of  the  3,240  respondents  to  a 
national  survey  of  physicians'  assistants,  13  percent  reported 
obstetrics-gynecology  as  their  primary  area  of  practice,  2.3  percent 
reported  it  as  their  secondary  area  of  practice  and  1.4  percent  reported 
that  their  supervisory  physician  was  an  obstetrician-gynecologist.*  Physi- 
cians' assistants  working  with  family  physicians,  mtemists,  and  other 
physicians  undoubtedly  provide  some  maternal  health  services  as  we  J. 

A  task  profile  of  258  primary  care  physician's  assistants  shows  that  at 
least  a  fourth  were  performing  some  maternal  health  services,  such  as 
carrying  out  uncomplicated  deliveries,  inserting  lUD's,  and  me^urmg  for 
diaphragms  with  or  without  the  presence  of  a  physician-^  Physicians 


*  PrivaK  communicaiion  with  the  Division  of  Nursing.  Bureau  of  Health  Manpower,  Dep^-xtmeai  of 
Health.  Education  mac*  Welfare,  January  I980. 

*  Private  commanieatioos  with  the  Division  of  NumiR,  Bureau  of  Health  Nfanpower,  Department  of 
Health.  Education  and  Welfare.  January  1980. 

*  Private  eoawmnication  with  the  AssocUtion  of  Physician  Assistants  ProgTMns- American  Academy 
of  Physicians'  Assistants,  1978.  Survey.  unpuWisbed  prcUminary  data. 

f  Private  commuaieation  with  the  Aswciation  of  Pfcysician  Assistants  Programs— American  Academy 
of  Physicians*  Assistants.  Task  Profile,  unpublisbed  data. 
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assistants  who  deliver  maternal  health  services  are  graduates  of  either 
primary  care  or  sur^gical  physicians*  assistant  training  programs  who 
choose  to  work  in  this  area*  No  training  programs  for  physicians* 
assistants  currently  specialize  in  obstetrics-gynecolo^  although  most 
programs  include  obstetrics-gynecology  in  the  clinical  phase.  No  legal 
restrictions  on  the  use  of  physicians'"  assistants  for  obstetrical-gynecologi- 
cal care  exist  in  those  States  which  legally  recognize  physicians'  assistants 
(49)- 

Pediatric  Nurse  Practitioner 
Siipply  and  Locatioa 

Formal  nurse  (practitioner  training  programs  graduated  14^60  persons 
in  1978,  almost  5,000  of  whom  were  pediatric  nurse  practitioners  (50). 
Overall,  graduates  of  pediatric  nurse  practitioner  training  programs  are 
evenly  distributed  by  region  and  are  the  largest  group  of  nurse  practition- 
ers in  each  region  (5/)*  Pediatric  nurse  practitioners  are  well  represented 
in  inner  city  areas.  One-third  of  the  graduates  of  nurse  practitioner 
programs  are  located  in  inner  cities,  as  are  42  percent  of  the  graduates  of 
pediatric  nurse  practitioner  programs  (52). 

Most  primary  care  nurse  practitioners  (62  percent)^  including  p>ediatric 
nurse  practitioners^,  work  in  ambulatory  clinical  practices^  partiCTilarly  in 
hospital-based  clinics,  and  community-based  clinics  or  centers;  (52)  the 
majori^  of  those  employed  in  inner  city  areas  are  in  hospital  practices  (44 
percent)  (5J). 

Training  Programs 

A  national  study  of  nurse  practitioner  training  programs  initiated  in 
1974  reix>rted  133  eligible  programs,  35  of  which  had  been  functioning  in 
1970  (54)-  More  programs  train  pediatric  nurse  practitioners  than  any 
other  specialists.  The  42  certificate  pediatric  nurse  practitioner  programs 
vary  in  duration  from  4  to  24  months*  with  an  average  of  S  months.  The  8 
master's  programs  usually  range  from  13  to  24  months,  averaging  16 
months  (55)-  Programs  also  differ  as  to  sponsorship.  All  the  master^s 
programs  in  pediatrics  are  imder  university  or  college  aegis;  33  of  the 
certificate  programs  are  similarly  sponsored.  The  other  certificate  pro- 
grams are  connected  to  hospitals  (6),  a  department  of  healthy  a 
coordinated  home  health  program,  an  outpatient  facility  and  a  regional 
medical  program  {56).  The  programs  are  evenly  spread  throughout  the 
United  States  by  region;  more  than  90  percent  include  practice  in  rural  or 
inner  city  areas,  more  often  in  the  latter. 

A  major  fimding  source  for  pediatric  nurse  practitioner  training 
programs  in  1979  was  the  Federal  Government.  (Sec  table  3.) 

Pediatric  nurse  practitioner  programs  do  not  have  a  standard  curricu- 
lum. Certificate  pediatric  nurse  practitioner  programs  in  general  devote 
more  time  to  practice  skills  than  do  master^s  programs.  Almost  30  percent 
of  the  time  spent  in  master*s  programs  is  devoted  to  research^  teaching, 
and  supervision  (57). 
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Padiatries  31 

Total  27 

Carttficate  21 

Mast«r*s  6 
School  Health 

Total^  * 

CortJficato  4 


Source:  Dwiston  of  Nursing,  bureau  of  Health  Manpower  Health  Re- 
aourcae  Administration.  Department  of  Health.  Ecf  ication.  and  Welfare; 
I979llguree. 


280 
220 
175 
45 

60 
60 


The  Association  of  Faculties  of  Pediatric  Nurse  Associate  Practioner 
Programs  in  1973-74  developed  ^ucational  objectives  and  curricula  for 
training  programs  that  most  programs  ascribe  to.  It  described  a  pediatric 
nurse  practitioner  as  having  expertise  in  growth,  development,  and 
physical  assessment.  In  addition,  "as  a  professional  with  partictilar 
competence  in  health  maintenance  and  counseling,  the  nurse  practitioner 
should  be  expected  to  develop  her  mode  of  practice.  The  relationship  with 
physicians  should  be  one  of  interdependence . .  "  (55).  Curricula  empha- 
size the  care  of  the  well  child  and  the  child  with  common  childhood 
problems.  They  include  data  gfithering  and  physical  assessment,  inter- 
viewing and  counseling,  growtli  and  development,  health  maintenance 
(which  is  defined  as  a  major  function  of  the  pediatric  nurse  practitioner), 
and  the  management  of  common  childhood  problems.  Although  instruc- 
tion in  major  problems  such  as  coma,  seizures,  and  cardiac  failure  is 
included  in  the  curriculum,  pediatric  nurse  practitioners  are  not  expected 
to  rn^iTi.-og  such  conditions  in  practice  (59). 


Practice  Patterns 

Most  pediatric  nurse  practitioners  primarily  provide  care  for  healthy 
infants  and  children.  Fewer  provide  care  for  physical  illness,  emotional  or 
mental  health  problems,  and  emergencies  (60).  (See  table  4.)  As  table  4 
also  shows,  a  higher  proportion  of  master's  degree  graduates  than 
graduates  of  certificate  programs  provide  care  for  physical  illness, 
emotional/mental  health  problems  and  emergencies. 

In  addition  to  training,  physician  preference  affects  the  activities  of 
pediatric  nuise  practitioners-  A  recent  survey  of  pediatricians  confirms  the 
results  of  earlier  studies  that  physicians  are  interested  in  delegating  the 
care  of  well  children  and  the  management  of  minor  illness  (6/).  Relatively 
few  physicians,  even  among  those  who  employ  pediatric  nurse  practition- 
ers (34  percent),  would  delegate  the  physical  examination  of  children  with 
chronic  illness  and  fewer  still  the  continuing  management  of  children  with 
chronic  illness  (62). 
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Scbool  Nurse  Practitiooers 


School  nurse  practitioner  training  programs  focus  on  health  neecJs  of 
school-age  children  in  the  schooJ  setting.  Since  the  first  training  prog:  an 
was  established  by  Or  -  Henry  Silver  at  the  University  of  Colorado,  other 
formal  programs  have  been  started.  The  Division  of  Nursing  of  the 
Bureau  of  Health  Mi\npower  of  DHHS  currently  funds  four  school  nurse 
practitioner  progiiims  that  graduate  60  students  annually  (see  table  3).^ 
School  nurse  practitioners  working  in  close  collaboration  with  physicians 
provide  school  health  care  in  37  States;  many  cities  and  counties  have 
actively  integrated  them  into  their  school  systems  (63). 

The  program  at  the  University  of  Colorado  is  a  16-month  course  of 
study  that  trains  registered  nurses  to  assume  basic  responsibility  for 
managing  many  of  the  health  problems  of  school  children.  School  nurse 
practitioners  are  prepared  to  offer  comprehensive  well-child  care  and  to 
identify  and  assess  the  factors  that  may  produce  learning  disorders, 
psycho-educational  problems^  f>erceptive  and  cognitive  difficulties,  and 
behavior  problems  as  well  as  problems  causing  physical  disease  (64). 

Few  data  on  the  actual  performance  of  the  school  nurse  practitioner  an 
available.  The  School  Project  in  Colorado,  one  of  four  school  health 
projects  initiated  and  funded  by  the  Robert  Wood  Johnson  Foundation  in 
1978,  expects  to  use  school  nurse  practitioners  in  collaboration  with 
physicians  to  provide  services  in  four  broad  areas — the  evaluation  and 
management  of  health  status,  the  evaluation  and  management  of  growth 
and  development,  the  promotion  of  health  teaching  and  health  counseling, 
and  the  integration  of  health  care  (65).  In  a  letter  to  the  Governor  of  Iowa, 
Dr.  Silver  reported  that  school  nurse  practitioners  in  two  economically 
deprived  suburbs  of  Chicago  are  providing  ongoing  and  preventive  health 
care.  They  also  treat  **cases  which  previously  might  have  required  visits  to 
any  emergency  clinic  in  hospitals  outside  these  communities  (or  probably 
would  have  received  no  care  at  all).  They  carry  out  physical  examinations 
for  all  the  children  within  the  district  to  identify  problems  and  foUowup 
on  those  previously  ident  f  ied  or  ignored.  About  20  percent  of  the  children 
arc  referred  to  a  physician*^  (63). 


Other  Nurse  Practitioners  Who  Provide 
Child  Health  Services 

Students  in  midwifery,  maternity^  and  some  family  nurse  practitioner 
programs*  as  well  as  those  in  pediatric  nurse  practitioner  and  school  nurse 
practitioner  programs^.  are  prepared  to  deliver  services  to  infants  and 
children.  All  programs  emphasized  care  of  the  healthy  infant  and  child, 
the  child  with  mild  acute  illness^  and  the  child  with  a  mi'd  attack  of  a 
chronic  illness.  About  80  percent  of  the  programs  prepared  students  to 
assume  health  care  of  healthy  infants  and  children^  and  children  with  mild 
problems.  Only  about  50  percent  taught  the  management  of  mild  chronic 


*  Private  cof&xmmicatioo  wit>  *hc  Division  of  Nursiag.  Bureau  of  t^:  Manpower,  Department  of 

Health.  Education,  and  Welfare.  February  1 980. 
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illness  (6tf).  The  pediatric  nurse  practitioner  training  programs^  however^ 
offer  the  most  intensive  and  concentrated  instruction  in  such  areas.  The 
practice  patterns  of  nurse  practiticners  providing  chUd  health  services  are 
aamilar  to  their  training  preparation. 


The  Child  Health  Associate  and 
Other  Physician  Assistants  Who  Provide 
CiiOd  Health  Services 

The  Child  Health  Associate  Program  established  at  the  Universi^  of 
Colorado  Medical  Center  in  1970  remains  the  only  physicians*  assistant 
program  that  trains  physicians'  assistants  who  are  ^>^nalists  in  i>ediatrics. 
The  program  lasts  3  yeari  and  includes  the  basic  sciences,  history  takings 
physical  diagnosis,  medical  and  surgical  subspecialties,  pharmacology, 
emergency  medicine,  p^chosom^uc  and  emotional  problems,  and  devel* 
opment.  The  training  difTers  from  the  medical  school  approach  in  its 
'^concentration  on  the  practical  application  to  pediatrics  of  factual  and 
comprehensive  information;  and  the  elimination  of  extensive  consider* 
ation  of  subject  matter  not  relative  to  pediatrics  and  to  relatively 
uncommon,  severe  or  disabling  conditions**  (67).  Clinical  experience  is 
obtained  in  the  nursery,  well-baby  clinic,  pediatric  wards,  and  various 
community  facilities.  A  1-year  internship  in  a  variety  of  settings  is 
required* 

In  this  manner,  the  child  health  associate  is  prepared  to  deliver  most  of 
the  services  utilized  in  ambulatory  child  care  and  routine  hospital  care  of 
the  newborn,  including  prescriMng  certain  drugs  imder  a  physician^s 
supervision.  All  these  activities  are  recognized  in  the  Colorado  law  (69). 
Soious  illnesses  and  complex  cases  are  referred  to  physicians. 

hi  a  1978  national  survey  of  physicians*  assistants  23  percent  of  the 
3J295  respondents^  including  chfld  health  associates,  designated  pediatrics 
as  their  primary  discipline  and  1.8  percent  designated  pediatric<;  as  their 
secondary  discipline.^  Almost  3  percent  (114)  said  the'  supervising 
physician  was  a  pediatrician.  Without  question,  some  physicians'  assis- 
tants employed  by  other  medical  specialists,  such  as  family  physicians,  are 
also  providing  some  service  to  infants  and  children. 


FUTURE  ROLE 

The  future  of  the  new  health  professions  that  provide  child  and 
maternal  care  depends  on  their  professional  competence  and  on  the  social 
context  within  which  they  function.  As  noted  earlier,  official  recognition 
of  pediatric  nurse  practitioners,  nurse  midwives,  and  ph^sicians^  assistants 
by  concerned  medical  organizations  came  relatively  early  in  the  develop* 
ment  of  the  professions.  Since  that  time  they  have  had  the  opportimity  to 
demonstrate  their  professional  competence  and  have  received  varying 

Pnvmte  coizmittfiicatiOT  with  the  Association  of  Pbysaciaiis*  Assistants  Prognuns  aad  American 
Acadenty  ^  Physkaaiis*  Assistants*  1978  Survey*  unpublisbed  preliminary  data. 
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degrees  of  recognition  from  patients,  individual  ph3rsicians,  and  Federal 
and  State  governments.  Concurrently,  the  societal  forces  instrumental  in 
determining  their  future  changed;  the  social  climate  of  today  differs 
markedly  from  the  one  in  which  the  profession  began  to  flourish. 


ProlessioD-Related  Detenninants 

Quality  of  Care 

In  order  to  be  recognized  as  qualified  providers  of  child  and  maternal 
health  services,  new  health  professionals  have  to  demonstrate  their  ability 
to  deliver  quality  care.  The  inadequacy  of  current  methods  of  defining  and 
measuring  quality,  particularly  when  it  relates  to  clinical  decisionmaking, 
creates  a  major  difTiculty  (69).  Many  of  the  problems  associated  with  child 
health  are  characterized  by  ill-defined,  self-limiting  conditions  and  by 
symptoms  for  which  there  are  no  recognized  and  accepted  therapeutic 
techniques.  In  general,  the  use  of  outcome  as  a  measure  of  effectiveness  is 
of  questionable  value  because  the  determinants  of  outcome  are  often  out 
of  the  provider's  control  and  may  be  the  result  of  economic,  social,  or 
other  nonmedical  factors  (70).  In  addition,  the  techniques  for  assessing 
the  performance  of  new  health  professionals  have  many  methodological 
problems  (77).  Of  specific  concern  is  the  fact  that  many  evaluations  have 
been  performed  by  educators  and  other  proponents  of  the  new  profes- 
sions. 

Nevertheless,  a  recent  rigorous  review  of  studies  comparing  the  care 
provided  by  nurse  practitioners  (including  pc^atric  nurse  practitioners) 
aud  physicians*  assistants  with  that  given  by  physicians  concludes  that 
"Tiurse  practitioners  and  physicians'  assistants  provide  office-based  care 
t7iat  is  indistinguishable  from  physician  care"  i72\  This  finding  duplicates 
ihat  of  an  earlier  evaluative  review  (  73). 

Specifically,  child  health  associates  compare  .^vorably  with  pediatric 
residents  and  medical  students  in  formal  knowledge,  and  compare 
favorably  with  pediatricians  in  their  ability  to  diagnose  the  problems  of 
amb'olatory  pediatric  patients  (74). 

Pediatric  nurse  practitioners  are  proficient  in  assessing  normal  and 
abnormal  findings  in  children.  One  study  demonstrated  an  86  percent 
agreement  between  pediatric  nurse  practitioners  and  pediatricians  in 
appraising  the  physical  status  of  children;  in  only  0.7  percent  of  the  cases 
was  the  difference  considered  significant  (75).  C5ther  studies  have 
demonstrated  that  pediatric  nurse  pH^actitioners  are  as  competent  as 
physicians  in  achieving  health  care  objectfves  such  as  the  satisfactory 
health  status  of  their  patients,  or  completing  immunizations  (76).  The  few 
quantitative  studies  assessing  the  quality  of  care  provided  by  school  nurse 
practitioners  show  they  communicate  better  with  family,  teachers,  and 
physicians  in  the  communis  than  school  nurses  (77,  7S). 

Nurse  midwives  can  provide  a  range  of  specific  services  of  equal  or 
better  quality  than  physicians  for  normal  newborns  and  women.  In  a  well- 
designed  quantitative  study,  nurse  midwives  were  reported  to  increase  the 
amount  of  prenatal  care  and  decrease  the  rate  of  premature  and  neonatal 
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mortality  in  a  county  hospital  (79).  Another  experimental  study  of 
uncomplicated  deliveries  showed  no  significant  difference  in  the  outcome 
of  care  when  provided  by  nurse  midwives  or  by  house  staff  exc^^t  that 
patients  of  nurse  midwives  complied  more  oAer  in  keeping  appointments 
and  that  few  patients  of  nurse  midwives  underwent  forcep  deliveries  (80). 

A  recent  quantitative  study  compared  infant  health  status  and  expendi- 
tures for  care  before  and  after  the  implementation  of  a  nurse  midwifery 
program*  It  also  compared  infant  mortali^  rates  in  coxmties  taking  part  in 
the  program  with  those  of  nonparticipt^ting  counties.  Infant  health  status 
improved  diuing  the  progr?jn*s  course  with  respect  to  birth  weight  and 
disease  present  at  birth.  Improvements  in  the  gestational  period  and 
neonatal  mortali^  ratios  v  also  observed,  but  results  were  not 
conclusive-  "Hie  ii^ant  mortau^  rate  was  lower  in  the  counties  with  the 
midwifery'  ^Togram.  However^  the  authors  do  not  attribute  this  solely  to 
the  use  of  nurse  midwives  (81}. 

Favorable  results  in  the  quality  of  care  delivered  by  nurse  midwives  arc 
also  reported  in  less  rigorous^  observational  studies,  llie  population  served 
by  Frontier  Nursing  Service  Program,  which  retains  and  uses  nurse 
midwives,  has  not  had  a  single  maternal  death  since  1954.  In  general,  the 
health  status  of  infants  delivered  in  this  program  is  superior  to  that  o 
other  infants  bom  in  the  United  States  with  respect  to  still  birth^^ 
premature  births,  and  neonatal  deaths  (£2). 

The  quality  of  care  deUvcred  by  nurse  midwives  in  urban  settings  is  also 
reported  as  being  high.  For  example,  nurse  midwives  increased  the 
number  of  postpartum  examinations  in  King^s  County  Hospital  in 
Brooklyn  The  Childbearing  Center  in  New  York  Oty  uses  a 

multidisciplinary  team  including  obstetricians  and  certified  ntu^  mid- 
wives  to  care  for  patients  with  a  minimum  use  of  technology  in  a  homelike 
setting.  Potential  high  risk  cases  are  referred  for  hospital  care.  The  Center 
claims  to  provide  high  quali^  care  for  essentially  normal  women.  **The 
New  York  State  Health  Department,  the  Health  Systems  Agency  of  New 
York  City,  Blue  Cross/Bluc  Shield  of  New  York  City  .  • .  have  looked  at 
data  and  concluded  we  operate  safely**  (84). 


Physicbm  Acceptance 

The  new  health  professional  requires  the  acceptance  of  the  practicing 
physician  for  employment  and  for  successful  integration  in  a  medical 
practice.  Physician  acceptance  of  new  health  professionals  has  been 
studied  in  surveys  on  physician  attitudes  toward  the  need  for  new  health 
professionals  and  physician  interest  in  employing  new  health  profession- 
als, in  surveys  of  physician  satisfaction  with  the  performance  of  new 
health  professionals,  and  in  surveys  that  determine  the  employment  status 
of  new  professionals.  The  first  two  types  of  surveys  have  many  method- 
ological  shortcomings*  All  the  surveys  have  concentrated  on  the  new 
health  professional  working  as  a  team  member  with  the  primary  care 
ph3^ician  (61 ). 

Such  surveys  generally  show  that  most  physicians  accept  the  concept  of 
new  health  professionals.  The  number  of  physicians  perceiving  a  need  for 
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new  health  professionals  is  far  higher  than  the  number  willing  to  hire  one; 
young  physicians,  physicians  in  group  practice,  and  physicians  who  have 
had  firsthand  experience  with  new  health  professionals  are  most  interested 
in  hiring  them.  Willingness  to  delegate  tasks  and  patient  care  depends  on 
the  particular  task  and  activity.  Most  physicians  who  hire  new  health 
professionals  are  satisfied  with  their  performance  {61 ). 

Nurse  midwives  have  had  difficulty  in  obtaining  physician  acceptance. 
In  an  early  (1971)  survey  of  the  members  of  the  American  College  of 
Obstetricians  and  Gynecologists,  more  than  50  percent  of  the  respondents 
favored  the  delegation  of  more  tasks  to  nurses  and  30  percent  favored 
using  nurses  in  an  even  broader  role.  Although  the  respondents  recognized 
a  need  for  maternity,  obstetric,  and  gynecologic  nurse  practitioners,  they 
concluded  that  nurse  midwives  were  not  needed.  The  study  participants 
favored  delegating  nursing  services,  but  not  those  services  additionally 
performed  by  uurse  midwives  (85).  Obs:etricia-i-g>'necologists  are  thought 
to  fear  competition  from  nurse  midwives  as  threatening  to  their  position  as 
the  sole  providers  of  a  special  type  of  medical  caic 

In  contrast,  in  a  survey  of  members  of  the  American  Academy  of 
Pediatrics  as  early  as  1967,  pediatric  nurse  practitioners  received  physician 
approval  and  were  cited  as  a  successful  example  of  the  expanded  role  of 
nursing  (87).  This  and  later  studies  showed  that  physicians'  acceptance  of 
the  pediatric  nxxrsc  practitioner,  whether  or  not  they  employed  one. 
depends  on  the  activity  performed- 

One  of  the  most  recczst  studies,  a  1978  survey  of  the  membership  of  the 
American  Academy  of  Pediatrics,  confirms  previous  findings  (61)  that  the 
pediatric  nurse  practitionei-  was  the  type  of  new  health  professional 
favored  by  most  pediatricians.  Pediatricians  who  employ  nurse  practition- 
ers report  that  the  greatest  braefits  of  doing  so  are  increased  time  for  other 
activities  and  mere  patients.  All  pediatricians  expect  to  delegate  more 
patient  care  in  ihe  future.  A  higher  percentage  of  those  who  currently 
employ  peJiairic  nurse  practitioners  delegate  patient  care  activities  than 
do  other  pediatricians.  On  the  whole,  pediatricians  are  more  willing  to 
delegate  well  child  examinations  of  children  under  12,  routine  well-child 
care,  and  management  of  minor  illnesses  to  pediatric  nurse  practitioners. 
Fewer  are  willing  to  delegate  well-child  examinations  of  children  over  12, 
physical  examinations,  continuing  care  of  children  with  chronic  illnesses, 
and  care  of  newborns  in  the  hospital. 

The  employment  status  of  new  health  professionals  is  the  most  relevant 
indicator  of  physician  acceptance.  D^ite  the  reservations  of  many 
physicians  as  to  the  need  for  nurse  midwives,  the  unemplo3mient  rate  of 
nurse  midwives  is  low.  The  1976-77  survey  of  the  American  College  of 
Nurse  Midwifery  reports,  however,  that  most  nurse  midwives  (76  percent) 
worked  in  institutional  ^settings.  Nearly  83  percent  of  the  nurse  midwives 
participating  in  the  survey  were  employed  as  nurse  midwives,  were  in 
school,  or  were  in  brief  periods  of  transition.  About  7  percent  were 
permanently  unemployed  or  retired-  About  8  percent  were  employed  in 
positions  not  related  to  child  and  maternal  health,  and  2.6  percent  wanted 
to  wr  rk  as  nurse  midwives  but  were  unable  to  do  so  for  a  variety  of 
reasons,  including  lack  of  certification,  the  need  for  a  refresher  course,  cr 
the  inability  to  find  positions  in  their  commimities  (88).  O  mparable 
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results  were  Te\  ned  in  a  national  survey  of  grad^iaces  of  nurse 
practitioner  programs  released  in  Septe^  ber  1978.  This  survey  included 
graduates  of  1 1  nurse  midwifery  programs^  about  79  percent  of  whom 
were  employed  as  nurse  practitioners:  14  percent  were  employed  but  not 
as  nurse  practitioners;  about  8  percent  were  not  employed.  (See  table  5*) 

The  same  study  reported  the  employment  statu5  of  graduates  of  50 
pediatric  nurse  practitioner  programs*  including  3  school  nurse  practition- 
er programs.  About  75  percent  of  the  pediatric  nurse  practitioner 
respondents  were  employed  as  nurse  practitioners;  14  percent  were 
employed  but  not  as  nxu^  practitioners;  about  12  percent  were  not 
employed.  (See  table  5.) 

The  principal  reason  cited  by  nurse  practitioners  for  their  lack  of 
employment  was  that  they  were  not  seeking  employment.  The  certificate 
program  graduates  not  employed  as  nurse  practitioners  were  working  in 
traditional  nursing  roles  mainly  in  institutional  settings.  The  majori^  of 
master^s  program  graduates  who  were  not  employed  as  nurse  practitioners 
were  teaching  in  schools  of  niirsing  but  not  teaching  nurse  practitioners  or 
were  employed  in  hospitals^  probably  in  supervisory  positions  {90}. 

The  employment  status  of  child  health  associates  is  similar  to  that  of 
pediatric  nurse  practitioners  and  nurse  midwives*  Currently  10  percent  of 
physicians^  assistants^  including  child  health  associates,  are  unemployed 
or  employed  in  fields  where  their  training  is  not  utilized  (9/). 

The  reluctance  of  physicians  to  hire  new  health  professionals  has  been 
the  subject  of  many  studies  and  is  generally  attributed  to  their  uncertainty 
about  licensing  laws  and  regulations,  insurance  and  liability  issues^  pat  tent 
acceptance,  space  limitations,  cost-effectiveness,  and  the  effect  of  new 
health  professionals  on  physician-patient  relations  (92). 

Patient  Acceptance 

Sensitivity  to  consumers^  interests  and  concerns  has  directed  attention 
to  the  critical  issue  of  patient  acceptance  and  satisfaction  with  health  care 
providers  (93).  If  a  provider  is  to  achieve  professional  acceptance,  public 
recognition  must  be  forthcoming.  Indeed,  as  previously  noted,  physicians 
say  that  uncertainty  about  patient  acceptance  deters  them  from  hiring  new 
h^lth  professionals.  Conversely,  achieving  patient  acceptance  depends  in 
part  upon  the  physicians'  conveying  to  the  patient  a  sense  of  approval  of 
the  p^liatric  nurse  practitioners,  child  health  associate,  or  nurse  midwife 
(94).  For  new  professionals  to  be  weU  received,  patients  and  physicians 
need  adequate  information  about  their  qualifications  and  functions  {95}. 

An  evaluative  review  of  patient  acceptance  concludes  that  patients  are 
generally  satisfied  with  new  health  professionals.  In  fact,  no  contrary  data 
have  been  reported-  The  factors  involved  in  patient  acceptance  are  the 
Qrpe  of  care  delivered,  the  independence  of  the  new  health  professional, 
and  the  setting  (95). 

Additional  surveys  concerning  nurse  practitioners  providing  pediatric 
care  in  private  and  clinic  settings  confirm  findings  that  patient  acceptance 
is  dependent  upon  the  health  care  activity  ^md  that  the  nurse  practitioner 
is  accepted  for  well*baby  care,  physical  exa-ninations,  and  care  for  minor 
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comj^nts  i96y.  Parents  arc  as  satisfied  with  team  care  as  with  care  from 
the  pediatrician  akme  and  more  satisfied  with  development  assessments 
provided  by  the  team  (P7). 

A  more  precise  measurement  of  patient  acceptance  is  the  willingness  of 
a  patient  to  use  a  provider's  service.  In  a  study  ofa  prepaid  group  fmictice^ 
moth«^  were  assigned  for  weO  baby  care  either  to  a  pediatric  nurse 
practition^  or  to  a  pediatrician*  They  were  free  to  refuse  participation  in 
the  stiKiy  and  to  change  practitioners  at  any  time.  The  acceptance  of  the 
pediatric  nurse  practitioner  by  the  mothers  was  indicated  by  the  high 
degree  of  i^uticip^  -^n  in  the  study,  the  relatively  low  percentage  of 
mothers  who  crossed  -  from  the  pediatric  nurse  practitioner,  and  the 
insignificant  difference  rates  of  appointments  with  pediatric  nurse 
practitioners  and  pediatricians  cancelled  {98). 

One  <^  the  few  studies  of  patient  acceptance  of  child  health  associates 
^monstrated  that  patients  accept  this  care  (99)*  The  very  low  nimiber  of 
physician  referrals  made  by  the  child  health  associate  is  a  positive 
indicator  of  such  acceptance. 

Patient  acceptance  of  nurse  midwives  has  been  recorded  for  patients  of 
most  economic  classca^,  for  patients  of  solo  private  practices,  group 
practices^  satellite  clinics,  and  hospital  cUnics,  and  for  most  care  involved 
in  a  normal  pregnancy  and  family  planning — including  management  of 
pre-,  intra-  and  post*partum  care,  family  planning  and  routine  examina- 
tions (iOOy.  One  report  demonstrates  that  patients  were  pleased  with  the 
understandings  supportive  care  of  nurse  midwive  and  with  their 
willingness  to  devote  extmded  periods  of  time  to  their  care  (/Of).  Other 
researchers  perceived  advantages  such  as  ease  of  communication  (102) 
and  the  chance  for  increased  patient  control  during  delivery  (103). 

A  recent  survey  of  middle  class  women  in  a  childbirth  education  class 
showed  that  women  with  prior  experience  with  nurse  midwives  had  more 
positive  attitudes  to  and  more  knowledge  about  nurse  midwives.  Favor- 
able  feelings  toward  nurse  midwives  incr^ised  with  age,  educational 
background,  and  number  of  births  (104)^  The  findings  correspond  to  those 
rep<med  in  studies  of  patient  acceptance  of  physicians*  assistants  and 
nurse  practitioners.  Patients  who  had  prior  experience  with  these  practi- 
tioners and  high  levels  of  education  were  more  positive  in  their  attitude 
toward  the  practitioners  than  other  patients*  Patients  were  more  accepting 
of  simple  services  (such  as  physical  examinations)  from  new  health 
professionals  'Jian  of  services  for  serious  conditions  ( 105). 

Productivity 

The  professional  standing  of  the  new  health  professions  depends  on 
their  acceptance  by  physicians,  government^  and  others,  which  is,  in  tum, 
influenced  their  productivity.  Although  little  literature  exists,  findings 
indicate  that  new  health  professionals  who  provide  children's  health 
services  increase  the  productivity  of  medical  practices  (10&). 

Mom  studies  of  the  productivity  of  new  health  professionals  examine 
only  those  activities  or  oftice  visits  already  delegated,  not  those  that  could 
be  delegated.  The  many  cotistraints  on  reimbursement  and  practice 
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natfcnis  imposed  upon  new  health  professionals  inhibit  maximum 
delegation  of  responsabiUty  and  thereby  prevent  prodixctivity. 

A  recent  comprehensive  review  of  delegation*  costs,  and  productivity 
reports  that  up  to  90  percent  of  the  visits  for  pediatric  primary  care  have 
been  safety  delated.  The  actual  level  of  delegation  varies  accordixig  to 
the  age,  size»  and  structure  of  the  practice,  the  supervisory  physician's 
attitude,  the  triage  system,  and  other  factors  ( 1 07). 

In  terms  of  time  spent  with  patients,  new  health  professionals — 
especially  nune  practitioners—are  less  productive  than  physicians.  For 
example,  one  study  of  primary  care  visits  found  that  child  health  nurses 
averaged  21.0  minutes  per  well  child  visit  and  pediatricians  averaged  12.8 
minutes  ( lOSy,  However,  the  accuracy  of  minutes  per  visit  as  a  measure  of 
productivity  is  questionable  because  of  many  other  variables  not  included 
in  the  calculation,  such  as  variations  in  the  content  of  visits  and  the 
number  of  repeat  visits  after  each  measured  visit  (  i09). 

Comparing  the  work  accomplished  by  a  practice  before  and  after  the 
addition  of  a  new  health  professional  may  be  a  more  reliable  indicator  of 
the  productivity  of  the  new  health  professionaL  Findings  indicate  that 
primary  care  office  visits  in  small  practices  can  be  increased  by  40  to  50 
percent  with  the  addition  of  a  new  health  professional;  the  percentage  of 
ofHce  visits  in  large  practices  is  increased  even  more.  The  authors 
conclude  that  new  health  professionals  providing  office  pedi4itric  care  can 
be  highly  oroductivc  (J 7(30-  Other  evidence  indicates  that  pediatric  nurse 
practitioners  can  ^Jrovide  primary  pediatric  care  in  a  large  urban  public 

health  system  (i//>.  ^        -     .  -  ,w  . 

When  productivity  is  noeasured  in  terms  of  substitution  ratio  (i-c.,  Jiai 
fraction  of  a  physician  a  new  health  professional  replaces)  the  substitution 
ratio  of  jAysicians  to  new  health  professionals  in  pediatrics  in  a  large 
health  maintenance  organizadon  was  found  to  be  0.48  ill2). 

Less  accurate  information  is  available  on  the  productivity  of  curse 
midwives  and  other  new  health  professionals  in  obstctrics-gynccolQgy. 
Reseaich  suggests  a  nurse  midwife  on  the  staff  of  a  practice  increases  the 
volume  of  patient  visits  from  23  percent  to  98  percent  depending  on  the 
type  of  practice  (//J).  Nurse  midwives  are  about  23  percent  as  productive 
as  obstetricians  when  the  number  of  deUvcrics  is  used  as  the  output 
measure  ( 1 JS).  As  noted  in  studies  of  the  acceptance  of  nurse  midwives  by 
physicians,  obstetrician-gynecologists  are  extremely  reluctant  to  delegate 
deliveries.  Thus  this  figure  may  not  represent  nurse  midwives'  productivi- 
ty, but  may  reflect  the  unwillingness  of  obstetrician-gynecologists  to 
permit  nurse  midwives  to  participate. 


Governmental  acceptance  and  acceptance  by  physicians,  hospitals,  and 
other  professional  organizations  has  become  more  and  more  dependent 
upon  the  cost-effectiveness  of  the  new  health  professionals.  They  are  cost- 
effective  as  gauged  by  dicir  tzaining  costs  compared  with  those  of 
physicians  (//4).  The  Institute  of  Medicine  reported  that  in  1972-73  the 
average  cost  of  training  a  medical  student  was  $12,650  per  annum  within  u 
range  of  $6,900  to  $18,650  (i/5).  The  average  annual  cost  of  training  a 
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student  in  a  pediatric  nurse  practitioners  certificate  program  was  $6,700: 
in  nurse  practitioners  masters  programs  $14,300;  in  physicians'  assistant 
programs  $12,200:  in  nurse  midwifery  programs  $9300  <i/<$).  The  training 
costs  for  nurse  practitioners  and  nurse  mkiwives  dad  not  i  elude  those  for 
nurses*  training.  When  these  figures  were  extrapolated  for  1978,  assuming 
a  7  percent  rate  of  inflation  for  medical  schoc^  and  training  prc^rams  of 
new  health  professionals,  physicians  were  found  to  be  five  to  seven  times 
more  costly  to  train  than  new  health  professionals  (//7).  This  disparity 
would  be  even  greater  if  the  costs  of  graduate  medical  education  in 
primary  care  were  factored  in  (1/^). 

A  more  so^iisticated  calculation  includes  the  costs  of  residency  training 
and  the  <^)portuni^  costs  associated  with  the  longer  training  period.  It 
establishes  the  difference  in  training  cost  for  new  health  professionals  and 
ph3rsicians  at  $113,000  per  provider.  According  to  both  analyse^  physi- 
cians are  much  more  costly  to  train  than  new  health  professionals  {118), 
Determining  whether  adding  a  new  health  professioaal  to  a  practice  is 
cost-effective  is  exceedingly  complex.  It  requires  <lrtailrd  information  on 
the  level  of  productivity  of  the  new  health  professionals  ^the  mode  of 
utilization  in  the  practice  (are  they  improving  the  quality  of  the  services, 
adding  to  the  variety  of  ;:ervices  provided,  or  increasing  the  case  load?), 
the  amount  of  ph3rsician  supervision,  and  the  physician's  effort.  Cost- 
effectiveness  also  ciepends  on  factors  external  to  the  practice,  such  as  the 
demand  for  medical  services  and  reimbursement  policies.  Many  studies 
are  laul^,  but  the  results  have  been  consistent. 

Available  evidence  suggjcsts  that  new  health  profcssiondls  can  improve 
the  cost-efTectiveness  of  a  medical  practice.  Based  on  the  difTcrence  in 
time  ^>ent  with  patients  by  physicians  and  new  health  professionals  and 
on  the  difference  in  their  employment  costs,  appropriate  medical  services 
can  be  delivered  by  a  nurse  practitioner  at  about  two*thirds  to  three- 
quarters  of  the  cost  of  a  physician  and  by  a  physician  assistant  at  about 
one-third  to  one^half  the  cost  (i/9)*  However  reductions  in  practice 
expenses  will  accrue  only  if  the  physician^s  own  work  does  not  decrease 
and  if  the  medical  services  provided  by  the  nrw  health  professional  are 
substitutive  and  not  additive. 

The  difference  in  average  salaries  betweer.  physicians  and  new  health 
professionals  is  at  least  $30,000  per  year.  Little  evidence  supports  the 
conclusion  that  this  difference  is  diminished  by  the  costs  of  support  or 
auxiliary  services  or  overhead  required  by  the  addition  of  such  employees 
to  a  practice.  Thus,  the  hiring  of  a  new  health  professional  can  be  a 
substantial  cost  saving  to  the  employer  in  the  delivery  of  customary  office 
primary  care  ( 120).  Pediatric  nurse  practitioners  deliver  primary  pediatric 
care  economically  in  a  large  xirban  public  health  system  (//4).  Whether 
the  savings  will  be  passed  on  to  patients  or  to  the  taxpayer  is  not  clear. 
One  study  reports  that  in  practices  with  new  health  professionals,  the 
average  billings  per  visit  to  the  patient  and  to  the  third-par^  P^y^  were 
not  as  high  as  billings  in  practices  that  did  not  employ  them  (121). 

The  savings  from  sub^tuting  new  health  professionals  for  physicians  in 
office  settings  were  calculated  to  be  about  20  percent  of  total  provider 
costs.  The  calculation  assumes  a  low  level  of  delegation  and  factors  in  the 
size  of  the  medical  practice  and  market  problems  {122).  If  new  health 
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pfofessionals  were  used  to  their  maximum  capabilities,  provider  costs 
would  be  reduced  even  more. 

Similar  analyses  have  not  been  attempted  for  nurse  midwivcs.  However, 
based  on  a  casual  examination  of  training  costs,  productivity,  and  salary 
differentials,  considerable  cost  savings  are  expected  in  total  provider  costs 
with  the  utilization  of  nurse  midwives.  In  one  childbcaring  center  that 
employs  nurse  midwives,  deliveries  have  been  markedly  less  expensive 
than  traditional  hospital  deliveries  for  both  the  families  and  the  health 
care  provider  ( 123). 

Payaiciit  for  Services 

Financial  remuneration  is  generally  equated  with  professional  status. 
Thus,  Federal  and  Federal-State  programs'  payment  to  a  profession  is  a 
measure  of  governmental  recognition  of  the  profession-  The  Federal 
Government  has  been  ambivalent  in  its  response  to  the  new  health 
professions,  including  those  that  deliver  child  and  maternal  health 
services.  Appi  ^ximately  9  years  after  the  Government  fimded  the  first 
training  program  for  nurse  practitioners  and  physicians'  assistants,  it 
remains  inconsistent  in  paying  for  their  services.  Private  insurers  are 
equally  hesitant.  When  payment  for  the  services  of  new  health  profession- 
als is  permitted  by  Federal  programs  and  *  >  -vate  insurers,  it  is  almost 
always  to  the  physician  or  other  employer  thus  linking  the  new  health 
professionals  directly  to  the  physi<^ans  and  their  needs.  Indirect  payment 
and  other  public  and  private  payment  practices  have  deterred  the  new 
health  professions  from  fulfilling  their  potential  by  limiting  their  geo- 
graphic mobility  and  the  type  of  services  they  provide. 

Medicaid  and  Medicare 

Medicare  and  Medicaid  are  the  principal  Federal  and  Federal-State 
programs  that  pay  for  provider  services.  Payment  of  new  health  prof]K- 
siomils  varies  under  Medicare  with  the  setting  of  the  provider  {124).  The 
basic  relevant  Medicare  Part  B  regulation  which  applies  to  new  health 
professionals  in  noninstitutional  settings  prohibits  payment  for  medical 
services  not  rendered  by  a  physician  except  for  such  services  **fumished  as 
an  incident  to  a  physician's  professional  service  of  kinds  which  are 
commonly  furnished  in  physicians'  offices  and  are  commonly  either 
rendered  without  charge  or  included  in  the  physician's  bill."  The  '•mciden  t 
to"  provision  was  intended  to  cover  blood  tests  and  other  simple 
pr3ccdures  performed  by  medical  assistants  and  office  nurses.  It  was  later 
interpreted  to  mean  that  services  provided  by  new  health  professionals  are 
not  eligible  for  reimbursement  unless  they  are  provided  xmdcr  the  personal 
and  immediate  supervision  of  a  physician  and  are  services  normally 
delegated  by  physicians.  The  physician  is  required  to  be  present  when  the 
service  is  dehvered.  This  interpretation  does  not  recognize  that  new  health 
professionals  arc  trained  to  perform  some  diagnostic  and  treatment  tasks 
and  that  many  States  authorize  them  to  perform  these  tasks. 

Under  part  A  of  Medicare  the  salaries  and  expenses  of  new  health 
professionals  employed  by  hospitals,  nursing  homes,  or  other  institutions 
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can  be  included  in  the  cost  formula  for  reimbursement.  Similarly,  a 
Medicare  cost  reimbursement  program  for  federally  funded  health  centers 
allows  them  to  include  the  salariec  of  new  health  professionals  in  their  cost 
calculations  if  they  are  directed  by  physicians.  Health  maintenance 
oiiganizations  (HMO's)  may  include  new  health  professional  costs  in 
capitation  rates. 

As  under  Medicare,  Medicaid  part  A  allows  salaries  of  new  health 
professionals  may  be  included  in  cost  reimbursement  formulas  for 
hospital  reimbursement  Dr  for  HMO  capitation  rates  if  payment  is  in 
accordance  with  State  law  (724,  725).  In  all  States  where  they  are  aUowed 
to  practice,  new  health  professionals  may  be  reimbursed  by  Medicaid 
through  their  supers  It^ag  physicians  for  services  provided  in  noninstitu- 
tional  settings  which  are  **incident  to"  the  physician  services. 

The  laws  permitting  payment  for  the  services  of  new  health  profession- 
als vary  from  State  to  State.  Twenty-one  Stales  have  explicit  policies 
which  provide  for  payment  for  the  services  of  some  new  health 
professionals  in  some  ambulatory  settings;  twenly-one  States  and  the 
Oisttict  of  Columbia  have  explicit  policies  which  prohibit  payment  for  the 
sennces  of  new  health  professionals  regardless  of  practice  setting;  eight 
States  have  no  explicit  policy  but  acknowledge  that  physicians  do  bill  for 
the  services  of  new  health  professionals  in  their  own  names  and  arc 
reimbursed  (726). 

The  Federal  regulation  governing  Medicaid  payment  reqiures  physician 
supervision  in  all  settings,  but  leaves  it  to  the  States  to  define  the  degree  of 
supervision.  Among  the  States  that  permit  payment  for  services  provided 
by  new  health  professionals  there  is,  therefore,  considerable  variation  in 
supervision  policies  as  well  as  in  payment  levels  and  other  payment 
practices  (727).  In  some  States,  reimbursement  policy  has  not  kept  pace 
with  licensing  pohcy,  and  the  new  health  professionals  may  have  legal 
recognition  but  do  not  have  recognition  for  payment  purposes. 

Rural  Health  Clinics  Act 

The  Medicare  and  Medicaid  policy  of  not  paying  for  new  health 
professional  services  unless  they  were  performed   imder  the  direct 
supervision  of  a  physician  has  been  especially  hard  on  rural  communities, 
many  of  which  rely  upon  such  professionals  employed  in  rural  clinics.  The 
passage  of  the  Rural  Health  Clinics  Service  Act  in  1977  was  heralded  as 
an  important  advance  for  new  health  professionals.  It  also  brought  needed 
medical  services  to  areas  where  they  were  lacking  or  difficult  to  obtain 
(727),  The  Act  takes  into  consideration  the  many  isolated  communities 
that  have  not  been  able  to  attract  or  retain  physicians  and  provides 
payment  under  Medicare  and  Medicaid  for  the  services  of  new  health 
professionals  m  certified  clinics.  To  be  approved  under  the  Act,  a  clinic 
must  be  located  in  a  State  that  permits  physicians'  assistants  or  nurse 
practitioners  to  furnish  primary  care  and  in  a  rural  area  which  has  been 
designated  medically  underserved  or  a  health  manpower  shortage  area  by 
the  Pubhc  Health  Service.  Reimbursement  is  related  to  cost.  The  level  of 
physician   supervision   has  been  modified  and   Federal  payment  is 
authorized  when  a  ph3^cian  may  be  available  only  for  indirect  supervi- 
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sion  and  consultation.  Because  of  the  luiL^ti^d  provisions  of  the  Act, 
additional  initiatives  are  required  if  liberalized  payment  to  all  new  health 
professionals  in  underserved  areas  is  desired. 

Until  the  passage  of  the  Rural  Health  Oinics  Act,  nurse  midwives  were 
treated  as  nurse  practitioners  and  physicians*  assistants  under  the 
Medicare  and  Medicaid  programs.  The  Rural  Health  Clinics  Act 
differentiates  between  nurse  midwives  and  other  new  health  professionals 
for  the  purpose  of  certification.  In  order  for  a  facility  to  qualiiy  for 
certification,  it  must  have  u  nurse  practitioner  or  physicians*  assistant  on 
itf  staff  or  paid  by  the  fa<nlity  participating  in  the  provision  of  primary 
cai^^.  Once  the  facility  is  certified,  payment  can  be  made  for  the  services  of 
the  nurse  midwife.  Payment  is  based  on  the  number  of  visits  for  which  the 
services  of  qualified  provider.^  were  rendered  ( 128,  129). 

CHAMPUS 

Nurse  midwives  have  received  fiscal  recos^nition  from  the  Civilian 
Health  and  Medical  Program  of  the  UniToriacd  Services  (CHAMPUS). 
Until  the  passage  of  P.L.  95-457  (the  Defense  Appropriations  Act  of  1979) 
certified  nurse  midwives  were  allowed  payment  only  when  physician 
supervision  and  referral  occurred.  The  1979  Act  is  more  hb«^  in  its 
attitude  and  provides  for  such  payment  even  when  rendered  independent- 
ly of  physician  referral  and  supervision  (130).  In  addition,  legislation  has 
recently  been  introduced  in  Congress  to  reimburse  for  the  services  of 
nurse  midwives  under  Medicare  and  Medicaid  (131).  The  l^jislation  has 
been  supporU:d  by  the  Secretary  of  DHEW  with  the  conditions  that 
payment  be  made  to  the  employing  physician  or  clinic  and  that  there  be 
an  all  inclusive  rate  for  a  package  of  services.*** 

Private  Insurers 

Blue  Cross/Blue  Shield  and  conuncrcial  insurers  usually  pay  for  the 
services  provided  by  nurse  practitioners,  nurse  midwives,  and  physicians' 
assistants  only  when  such  services  are  directly  supervised  by  a  licensed 
physician.  Payment  is  usually  made  to  the  physician.  The  practice  reflects 
the  p>olicy  of  the  individual  companies  and  is  in  accord  with  the  State  laws 
regulating  insurance  practice.  Blue*  Cross/Blue  Sfhield  and  conunercial 
insurers  have  engaged  in  experimental  programs,  but  standard  payment 
procedures  in  most  States  have  not  substantially  changed  (i52). 

Recently,  a  few  States  have  drastically  changed  their  laws  or  regulations 
regarding  private  insurance  practice  to  require  payment  for  the  services  of 
nurse  midwives  and,  in  one  instance,  nurse  practitioners.  The  General 
Assembly  of  Maryland  passed  a  bill  effective  July  1,  1979  that  requires 
every  heal*b  insurer  in  the  State  to  offer  the  option  of  **care,  treatment,  or 
services  rendered  by  a  nurse  midwife"  (/^3).  A  controversial  provision  in 
the  new  Act  is  that  the  insurance  company  cannot  req'  '  -e  the  nurse 
midwife  to  be  under  the  supervision,  orders,  or  employ  of  a  physician  as  a 
condition  for  payment.  Tbe  bill  also  authorizes  Medicaid  to  contract  with 


*^  Fxxvatc  communicatioa  wi'^  tbe  Office  of  tbe  Assistknt  SecnSary  of  Health.  February  1980. 
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nurse  midwives  far  provisioii  of  care  for  eligible  persons;  New  Mexico 
passed  a  bill  in  1979  that  requires  private  insiuvrs  to  pay  for  services  by 
nurse  midwives.  The  Insurance  Commissioner  of  Utah  ruled  that  insurers 
in  Utah  could  not  deny  payment  for  the  services  provided  by  nurse 
midwives  135y, 

Most  recentfy,  Mississippi  passed  legislation  requiring  all  insurance 
con^MUiies  regulated  by  the  State  Insurance  Agency  to  pay  nurse 
practitioners  directly  for  their  services  (iJ6).  Nurse  midwives  are  included 
in  the  definition  of  nurse  practitioner  in  the  legislation  because  it  was 
passed  with  the  intent  of  reducing  the  cost  of  medical  services.  The  level  of 
payment,  whi(^  is  to  be  decided  by  r^;ulation,  may  be  lower  than  that 
received  by  physicians. 


Professionalization  entails  obtaining  ofiGcial  approval  of  individuals  to 
practice  their  professions  and  olSicial  approval  of  training  programs  from 
government,  recognized  professional  organizations,  or  both.  Both  profes- 
sions and  State  Governments  issue  credentials.  Although  it  has  never 
actively  taken  part  in  the  credentialing  process,  the  Federal  Government 
has  an  inherent  interest  because  Fe<feral  programs  that  pay  for  the 
services  of  health  professionals  require  standards  for  their  performance. 
As  noted  earlier,  recognition  was  achieved  by  nurse  midwives,  pediatric 
nurse  practitioners*  and  child  health  associates  in  1971  f^-om  their 
profSessional  groups.  Cerification,  the  process  by  which  nongovernmental 
agency  grants  ofiScial  recognition,  was  achieved  later.  A  national 
certifying  examination  for  physicians*  assistants  was  initiated  in  1973.  It 
was  developed  and  is  updated  airnua  ily  by  the  National  Board  of  Medical 
Examiners  and  administered  by  the  National  Commission  on  C^rtifica- 
ti<»i  of  Physicians*  Assistants  037).  The  American  College  of  Nurse 
Midwives  certifies  nurse  midwives  by  means  of  an  examination  after  they 
complete  311  accredited  program  ^J3Sy»  Pcdi&tiic  nurse  practitioiicrs  caji 
volttntarily  obtain  certification  on  die  basis  of  a  competence  exsnunation 
Scorn  the  American  Nurses  Association  or  the  Mational  Board  of  Pediatric 
Nmse  Asso^tes  and  Practitioners  039)^ 

Health  professional  training  programs  are  accredited  by  professional 
organizations.  The  accrediting  body  for  nurse  midwifery  programs  is  the 
American  Collie  of  Nurse  NCdwi%^s.  Programs  at  the  master^s  level  can 
also  obtain  ^yproval  firom  the  National  League  for  Nursings  but  approval 
is  not  required.  The  Council  on  Allied  Health  Education  and  Accredita* 
tion  of  the  American  Medical  Association  is  the  national  accrediting  body 
for  child  health  associates  and  other  physicians*  assistants.  The  American 
Nurses  Association  accredits  certificate  nurse  practitioner  programs  and 
the  National  League  for  Nursing  accredits  master's  level  nurse  practition- 
er programs  that  are  components  of  degree  granting  programs. 

Permission  to  practice  a  health  profession  (legal  recognition)  is  granted 
by  State  licensure.  The  provisions  of  medical  and  nursing  practice  acts 


ftivate  commnitirafinn  with  die  IHviBon  of  Nanm^  Boreaa  of  Health  Manpower  E>cpMtincBt  of 
Healthy  EducatkMU  And  Wel£fere.  Much  198a 
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vary  widely  among  the  States,  All  State  medical  practice  acts,  ncvcrthc- 
iS  restrict  the  ri|ht  to  perform  all  medical  and  surgi<^  procedures  o 
kSlly  qualified  ^ysicii^.  In  addition.  State  laws  have  histoncaOy 
SStid  the  legal  rights  of  physicians  to  delegate  medi^  tasks.  The 
dSJeSpment  2S  ut^tion  of  new  health  professions  made  it  necessary 
for  the  States  to  give  them  legal  recognition,  or  the  new  professional  wou^d 
open  to  ch^es  of  practicing  medicine  without  a  hcense  and  the 
respo^ble  physiSan  would  be  subject  to  charges  of  promoUng  the  dlegai 

^^^l^^^J't^U^^"  of  the  new  health  professional  varies  by 
professional  ty^^by  Slate.  All  States,  however,  have  similar  laws  and 
«^ons  t^tie  the'^medical  activities  of  nurse  midwives  and  ph^^- 
ci^'  assis^ts  (including  child  health  associates)  du^tly  to  those  of  the 
physician,  and  hmit  the  services  new  health  professionals  can  provide 

A  principal  difference  between  nurse  midwives,  nurse  practitioners,  and 
phy^^ians'^-stants  statutes,  and  general  health  statutes.  Two  States  had 
first  Ucensed  in  their  capacity  as  nurses  under  State  practice  ac  Some 
States  require  an  additional  license  for  nurse  midwives.  pediatric 
practitioners,  and  other  nurse  practitioners  before  they  can  pracuce.  Other 
States  require  less  significant  changes  in  regulatory  statutes.  ..^^.^ 

Laws^d  regulations  governing  the  practice  of  phy^cians  assistants, 
including  child  health  abates,  had  to  be  developed  because  it  is  a 
completely  new  profession  (i42). 

Nurse  Midwives 

A  1976  survey  of  State  and  other  jurisdictions  by  the  American  CoUegc 
of  Nurse  Midvidfery  showed  that  almost  ail  States  andjun^^^ns  had 
Sws  pertaining  to  the  practice  of  nurse  midwifery.  The  Scat^  legaUy 
rccog^«d  nuree  midwives  in  statote,  rules  and  regulations,  or  bpdi,  or  by 
acc^l^the  joint  statements  of  State  professional  organizations  wiA 
d^ed  ftand^ds  for  nurse  midwifery  practice.  The  statutes  m  16  Stat^ 
were  specific  to  nurse  midwifery.  In  other  States  the  legal  ba«»  were 
stSutS^wUating  another  health  profession,  lay  midwrfe  statutes, 
phyS^^l^taSts  statutes,  and  general  health  statutes.  Two  S^tes  h^ 
no  legal  basis  for  nurse  midwifery  and  five  States  resmcted  nurse 
mid>^ery  practice  because  their  Attorneys  ,^^^*V?^*IP^^^" 
nurse  midwifery  in  confiict  with  existing  laws.  ^  143)  (See  table  6  ) 

As  of  1980,  laws  or  regulations  specific  to  nurse  midwifery  pracuce  have 
been  established  by  16  more  States— Alabama,  Alaska,  Colorado,  Dela- 
ware Hawaii,  Idaho,  Indiana,  Maryland,  Massachusette,  Michigan^ 
Mississippi,  North  Carolina,  Oregon,  Rhode  Island,  South  Carohna,  and 

^^^^  fol^nurse  midwifery  practice,  such  as  Ucensure,  are  currenUy 
set  in  many  states  by  statutory  agencies  which  may  or  naay  not  have 
representation  from  nurse  midwifery.  Utah  recentiy  became  tiie  fn^t  State 
to  establish  a  separate  Board  of  Nurse  Midwifery. 

«Priv«tec«mnunic»tion  with  ihe  America  CoUege  of  Nurse  Midwifcty.  Fcbn«iy  198a 
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Nurse  Pracdtioners 


The  legal  basis  for  the  practice  of  nurse  practitioners  is  the  nurse 
practice  act  of  each  State.  Little  change  has  been  required  in  the 
regulatory  statutes  of  some  States.  In  others,  statutory  ^langes  that  pennit 
nurse  practitioners,  including  pediatric  nurse  practitioners  and  school 
health  practitioners,  to  practice  have  been  needed.  They  are  either 
**additionai  act"  amendments  to  nurse  practice  acts  that  "expand  the 
definition  of  nursing  to  include  acts  authorized  by  administrative 
regulations**  or  by  the  enactment  of  new  nurse  practice  acts  that  redefine  a 
nurse*s  activities.  The  amendments  can  be  in  the  form  of  delegatory 
amendments  (also  called  authorization  amendments)  or  regulatory 
amendments.  E>elegatory  amendments  allow  the  physician  to  delegate 
tasks  at  his  own  discretion;  regulatoiy  amendments  mandate  the  State 
medical  licensing  board  or  other  ofHcial  body  to  authorize  practice  by 
new  health  professionals  unoer  conditions  set  by  law  and  regulation.  Some 
States  require  specific  licensure  for  pediatric  nurse  practitioners,  school 
nurse  practitioners,  and  other  nurse  practitioners  before  they  can  practice 
(145).  Others  have  not  changed  their  nurse  practice  acts  but  have 
amended  their  medical  practice  acts  to  delegate  medical  tasks  to  nurses  if 
the  tasks  are  performed  under  a  physician's  supervision- 
Even  though  only  a  few  States  specifically  require  it,  supervision  of 
nurse  practioners  by  physicians  is  implicit  in  State  laws.  The  degree  of 
required  supervision  varies  among  States.  Although  the  requirement  for 
supervision  constrains  the  use  of  nurse  practitioners  in  physician-poor 
areas,  no  State  requires  onsite  supervision  for  nurse  practitioners  working 
in  child  medical  care.  No  constraints  are  placed  on  the  nimiber  of  nurse 
practitioners  a  physician  can  supervise. 

The  type  of  nurse  practitioner  recognized,  educational  and  examination 
requirements,  permitted  and  prohibited  activities,  and  the  prescription  of 
drugs  also  vary  from  State  to  State. 

Laws  and  r^;ulations  have  undergone  amendments  which  broaden  the 
scope  of  nursing  practice,  but  the  relation  of  medical  diagnosis  and 
medical  treatment  to  the  enlarged  scope  of  practice  remains  imprecise. 
"What  is  clear  is  a  trend  to  allow  nurses  some  diagnostic  and  treatment 
authority  with  nurse  practitioners  allowed  more  authority  than  other 
licensed  registered  nurses"  (/46). 

Physicians'  Assistants — Child  Health  Associates 

New  legislation  has  been  required  for  physicians*  assistants  to  practice 
in  all  instances.  Most  regulation  of  physicians'  assistants  has  been  through 
amendment  of  medical  practice  acts.  Child  health  associates  are  the 
exception.  The  Colorado  Child  Health  Associate  Act,  for  example,  defines 
the  scope  of  their  practice  and  permits  them  to  practice  pediatrics  under  a 
physician's  supervision  (WT).  It  does  not  permit  more  than  one  child 
health  associate  to  be  employed  at  any  one  time  by  any  one  physician.  It 
does  permit  the  child  health  associate  to  prescribe  drugs  which  have  been 
approved  by  the  Colorado  State  Board  of  Medical  Examiners. 
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The  l^al  basis  for  the  practice  of  physicians*  assistants  varies  with 
respect  to  the  same  charmcteristics  noted  for  nurse  practitioners.  A  number 
of  States  also  specifically  limit  the  number  of  physicians*  assistants  a 
f^ysidan  can  supervise;  two  is  usually  the  vjpper  limit  (148').  Few  States 
allow  ph3^cians*  assistants  and  nurse  practitioners  to  prescribe  and 
di^>ciise  drugs.  Where  prescribing  is  permitted,  the  conditions  are  clearly 
speUed  out.  (149% 

Laws  and  rqg;ttlations  concerning  the  legal  basis  for  the  practice  of  new 
health  professions  vary  widely.  They  are  often  ambiguous,  due  to  the 
changing  role  of  the  professions,  the  cumbersome  nature  of  the  legal 
process,  and  the  unwillingness  of  many  State  bodies  to  make  specific 
commitments.  It  is  no  wonder,  therefore,  that  uncertain^  about  licensure 
laws  is  one  of  the  primary  reasons  physicians  do  not  hire  new  health 
professionals. 


Social  and  Economic  Forces 

Recent  radical  changes  in  the  economic  and  professional  climate  of  the 
United  States  will  have  an  effect  on  the  future  of  the  new  health 
professions.  The  growth  in  Federal  spending  for  social  good  has  declined, 
and  is  under  continuous  pressure  for  further  and  more  rapid  decline.  As  a 
result,  the  health  sector  will  have  to  vie  with  other  social  programs  for 
pubhc  funds,  and  competition  may  become  acute  among  health  programs. 
During  this  period  of  economic  constraint,  recipients  of  public  monies  will 
be  scrutinized  even  more  carefully  than  before 

The  number  of  physicians  in  the  United  States  has  grown  dramatically, 
and  the  trend  is  expected  to  continue  at  least  until  I99&<750).  New  health 
professionals  depend  l^ally  and  economically  on  physicians,  and  some 
areas  of  their  education  and  function  overlap  those  of  the  physician.  The 
future  of  the  new  health  professional  who  can  provide  child  and  maternal 
health  services  is  therefore  dependent  on  the  supply  and  distribution  of 
physicians,  especially  pediatricians,  obstetrician-gyneccrfogists,  and  family 
and  general  physicians. 

The  IVimiber  and  DistribatiQn  of  Physicians 

The  Nation's  supply  of  physicians  is  «pected  to  be  nearly  600,000  by 
1990,  an  increase  of  about  60  percent  from  today's  level  (/5/)-  Because  the 
number  of  physicians  is  expected  to  increase  faster  than  the  general 
population,  the  ratio  of  fdiysicians  to  population  is  e3q>ected  to  be  2313 
per  lOaOOO  in  1990  compared  to  1653  per  100,000  in  1974  ( (For  the 
suppfy  of  general  and  family  physicians,  pediatricians,  and  obstetrician- 
gynecologists  for  1976  and  the  projected  supply  for  1990,  see  table  7 
below.) 

The  ^  increased  number  of  physicians  who  provide  pediatric  and 
obstetrical  services — and,  more  in:q>ortantty,  their  ratio  to  the  popula- 
tion— raises  the  question  of  whether  a  need  will  be  felt  for  new  health 
professionals  who  deliver  chDd  and  maternal  health  services.  If  one 
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assumes  the  proviskm  of  child  and  maternal  health  services  is  the 
pcerogative  of  the  phystdan,  one  must  detennine  how  many  active 
pliyskuns  are  needed  to  provide  such  care  and  how  many  wiU  be 
avaiiahleL  Two  recent  projections  indicate  that  a  surplus  of  physKsans  will 
be  «vaiUbie  in  1990.  One  puts  the  surphis  at  23,000  to  51,400,  the  other  at 

about  5aeOO(/53>.  ,  ^  ^   - 

Tic  adequacy  of  a  numerical  accounting  of  physician  requirements  is 


quesliofl^le.  The  real  interest  of  society  is  in  the  si^ly  of  health  services, 
not  in  the  supply  of  physicians  per  se.  Factors  such  as  physician 
productivity  and  hours  woriced  aflfect  the  supply  of  physician's  servwes 
and  are  not  fully  accounted  for  in  the  aforementioned  prqpections.  They 
may  not  be  important  in  this  instance  because  a  decrease  in  the  hours 
physicians  work  may  be  ofl&et  by  an  increase  in  physicwn  productivity. 
Many  variables  that  should  be  included  in  determining  physKaan 
requirements,  sudi  as  scientific  advances,  changes  in  quality  standai^ 
a^  organizational  changes  in  the  delivery  of  services,  cannot  be  predicted 


for  accurate  quantification.  ^ 

The  Task  Force  on  Pediatric  Education  estimates  that  there  sboula  oc 
enough  pediatricians  by  1990  to  provide  all  American  children  with  good 
ine(U»l  care,  but  states  that  "it  is  unlikdy  there  will  be  an  excess  <rf^ 
pediatricians  in  1980  and  1990.  Indeed,  it  is  questionable  that  the  health 
Soenecds  of  infmts. cMdreii,  and  adolescents m  this c;OTO 
adeqnatdy  in  those  years."  This  prediction  takes  into  account  such 
wiables  as  other  participants  in  the  delivery  of  drild  health  care,  the 
^^gw»g  nature  of  pediatric  practice,  the  level  of  fertifity,  the  ^angmg 
nature  ^  health  needs  ctf  the  pediatric  pc^nilation,  and  the  effects  of 
scientific  advances  on  die  demand  for  services  (154). 

The  Task  Force  docs  not  expect  the  expanded  si^ly  of  pediatricians  to 
reduce  the  need  for  pediatric  nurse  practitioners  in  the  future.  Instead,  it 
endorses  them  as  important  members  of  the  health  care  team  and  notes 
that  the  preferred  model  of  future  practice  is  pediatric  groi^  practice 
including  one  or  more  of  the  new  professionals. 
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^ffc  respect  to  other  providers  of  child  health  services,  the  Task  Force 
r^om  that  about  20  to  30  percent  of  a  family  physician's  practice  is 
pmently  concened  with  child  care.  It  suggests  that  the  elderly  mav 
require  more  of  physicians*  time  as  the  Nation's  population  ages. 
Nonetheless,  the  anticipated  number  of  family  pOiysicians  per  100,000 
people  may  be  too  lai^  to  be  compensated  for  by  the  aidne  of  the 
popohition  (/55).  (See  table  5.)  ^ 

Future  requirements  for  obstetrician-gynecologists  on  a  disease-specific 
bjMs  have  been  estimated  at  26,000,  far  less  than  the  projected  supply  of 
33,230.  A  similar  estimate  is  based  on  the  assumption  that,  by  1990,  5,024 
nurse  midwives  wiH  perform  pre-,  post-  and  intrapartum  care  for  normal 
pr^nanoes,  famify  planning  services,  and  routine  examinations.  Accord- 
mg  to  this  prediction,  the  requirement  for  obstetrician-«ynecolojdsts  will 
be  lowered  to  24,000  (i^.  ugise  wm 

The  American  College  of  Obstetrics-<jynecology  agrees  that  the 
number  of  obstetrician-gynecologists  wiU  increase  by  1990.  "TTic  increas- 
mg  numbers.  .  .  reduce  any  substantial  demand  for  other  heiJth  care 
professionals  to  provide  services  at  the  physicians*  leveL**"  It  also  notes 
that  current  efforts  to  determine  future  physician  requirements  lack 
tedmical  sophistication  and  that  no  current  methodoloey  is  comDleteiv 
satisfactory  ( 757).  j 
Some  authorities  contend,  on  the  basis  of  the  medical  market  place,  that 
the  eiq>ected  rate  of  increase  in  the  physician  population  will  decrease  the 
patient  load  per  f^ysician  and  thereby  the  number  of  services  provided  by 
each  physician  (/55).  Because  the  volume  of  services  provided  in  a 
practice  is  a  factor  in  the  enq>loyment  of  new  health  professionals,  they 
would  be  adverse^  affected.  It  has  been  suggested,  however,  that  medicaJ 
care  does  not  operate  as  a  traditional  market  and  physicians  can  increase 
the  demand  for  their  services.  On  that  premise  a  decline  in  the  volume  of 
services  may  not  be  sufficient  to  affect  the  employment  and  utilization  of 
new  health  professionals  (759). 

In  addition,  if  the  medical  care  maricet  operates  according  to  the 
traditional  forces  of  supply  and  demand,  the  dramatic  increase  in  the 
suppfy  of  physicians  might  encourage  more  physicians  to  practice  in 
underserved  areas  and  in  the  primary  care  specialties,  Le.,  family  practice 
and  pediatrics.  Evidence  on  this  theory  is  still  inconclusive  ( 760). 

The  current  uneven  distribution  of  physicians  by  specialty  and 
geographic  location  has  been  stressed  in  l^jislation  and  in  numerous 
analyses  and  reports  (7tf7).  ,  Until  now,  increasing  the  number  of 
pirysicians  has  done  little  to  equalize  physician  distribution.  In  feet,  the 
ratio  of  primary  care  physicians  to  100,000  population  feD  from  42.1  in 
1963  to  39.0  in  1976  (762).  The  Interim  Report  of  the  Graduate  Medical 
Eduction  National  Advisory  Committee  states  "in  spite  of  a  31  percent 
increase  in  the  aggregate  siq>ply  of  active  physicians  over  the  1965-75 
^*cade>  the  specialty  and  geographic  distribution  of  physicians  and 
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assurance  of  equitable  access  to  services  by  all  segments  of  the  population 
has  caused  continuing  concern"  (id3).  «K«ir^«„ 
Acknowlcdidng  the  limitations  of  current  measures  of  physK^ 
dis^SSSorS2%>ort  notes  that  the  ratio  of  pediatncians  to  100^ 
population  ranges  Som  3  in  South  Dakota  to  17  in  Maryland,  wilha 
^onal  ave«SI  of  8.9.  The  ratio  of  obstetricians^ecologists  to  100  000 
^^tion^ges  from  3  in  South  Dakota  to  16  m  M^y^^^f  J^^V^ 
Sational  avera^  of  8.3.  FamUy  and  general  physicians,  of  ^IjJ^^ 
sp^alties,  ha^the  most  uniform  distribution  among  States  (/<S4)  The 
ik  physician  concentration  within  States  and  between  ruraland 
h^lcd  to  the  designation  by  DHEW  of  some  areas  as  being 
short  of  health  manpower  (i65)-  -  e»t  ,rf 

Distributional  problems  wUl  probably  conunuc  m  the  near  fut  ire. 
Hov^  Sicreas^  in  physician  supply         ^  magmtude  as  to 

morT^^S^  toW^  in  Ws  with  lower  W^Jion  densru^ 
San  before!  ^ven  though  the  available 

increase  as  the  density  of  the  population  mcreases  OJ^  J^^^ 
^S^e  ^ests  that  board  ce^ied  specialists,  includmg  pcdi^tp^ 
and  obstetriSan^gynecologists,  are  opening  practices  m  towns  of  smal 
iSd  m^urn  size  (M^.  Inf^tion  about  rural  and  inner  city  areas  is  not 
Si>le.  The  current  supply  of  physiciam  may  not  be  la^e  e^^^ 
warrant  emigration  out  of  a  specialty  or  location,  but  the  projected  supply 
of  physicians  might  be  sufficient  for  diffusion  to  occur. 

[Hsease  Prevention  Efforts 

The  growing  national  interest  in  iUness  prevention  may  also  affect  the 
fu^S:  1^  new\ealth  professionals  ^  deliver  child  f^^-^^  ^ 
The  1975  National  Conference  on  PrevenUve  Medicme  has  been 

foUowed  by  a  series  of  significant  meetings  on  the  prevenUon  of  disease 

'-t^^^l^:^^^lS'i^"'^nc^  in  the  1974  Nation^ 
H«Sh  iSnning  and  Development  Act  (/70).  which  requires  H«^th 
S^^  A^^ls  to  include  Ae  prevention  of  disease  m  their  ag^das 
Tbe^lsSi^  in  the  Act  include  a  reduction  in  the  infant  mortahty  rate 
^^STc^t  rate  of  15.1  per  1,000  (/7i),  or  fewer  tha^  18  deaths  per 
fSS>  UveTX  for  any  he^  service  area  or  population  group.  The 
NaSo^  Health  Servic^  Research,  Health  Statistics,  and  HealA  C^e 
T«to^o^  Act  of  1978,  as  amended  (i72),  empha^  the  need  for 
hS  A  s^^ces  research  in  prevention  of  disease  disabihty  and  premature 

"^^NS^ftOvemmcntal  groups  have  also  increased  their  activities  in  '>rcvcn- 
tion.  F^r  example,  Kue  Cross  and  Blue  Shield  pl^  have  sponsored 
health  education  programs. 

Federal  Trade  Commission 

Fedei-al  Trade  Commission  (FTC)  efforts  to  increase  competition 
amVng  health  care  providers  (and  thereby  increase  patient  ^cce^^^ 
SSl.^  the  costs  of  h^th  care)  will  affect  the  future  of  the  new  health 
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profcsnooais.  The  FTC  argues  that  physkian  control  of  entry  to  practice 
may  msulate  physicians  from  competitors,  including  less  expensive 
allemative  providers.  Although  such  restrictions  may  attempt  to  ensure 
quality,  they  may  not  provide  consumers  with  consistently  lower  cost  and 
greater  choice  among  services  of  acceptable  quality  (173). 

The  FTC  has  nrs  mined  a  number  of  issues,  including  the  relation  of 
phyncian  dominance  of  Blue  Shield  plans  to  the  costs  of  health  care  and 
restriction  of  the  ability  of  new  healdt  professionals  and  other  nonphysi- 
cian  providers  to  provide  health  care.  It  questions  whether  denial  of 
reimbursement  to  new  health  professionals  may  be  influenced  by  the 
disproportionately  large  representation  of  the  medical  profession  on 
decisiottmaldng  boards.  At  a  recent  meeting  of  the  Health  Oire  Financing 
Administration,  a  direct  correlation  was  reported  between  physician 
control  of  Blue  Shield  boards  and  fee  levd,  thus  confirming  one  of  the 
FTC  concerns.  The  FTC  is  also  examining  the  control  of  hospital 
privileges  that  may  -hinder  nurse  midwxves  and  other  professional  groups 
from  practicing  in  hospitals. 


PUBLIC  POLICY  ISSUES 

This  section  presents  the  major  public  policy  issues  in  the  debate 
surrounding  the  use  of  new  healdi  professionals  for  the  delivery  of  child 
and  maternal  health  s.Tvices.  A  position  on  the  issues  is  not  taken,  but  the 
pros  and  cons  of  each  issue  are  argued.  Additional  supporting  data  arc  in 
the  bod^  of  the  paper. 

The  pivotal  issue  is  the  role  of  new  health  professionals — especially 
pediatric  nurse  practidoneTS,  school  nurse  {practitioners,  nurse  midwives, 
and  child  health  associates — in  the  promotion  of  child  health  and 
continued  public  support  of  these  new  health  professionals.  The  new 
health  professional  is  assumed  to  function  in  a  team  configuration.  A 
debate  on  the  critical  issue  of  independent  practice  requires  diffeient 
evidence. 

The  advantages  and  disadvantages  of  three  alternative  puUic  policies 
for  promoting  child  and  maternal  health  services  by  new  health  profes- 
sionals are  set  forth.  They  arc  as  follows:  funding  programs  to  train  new 
health  professionals  to  provide  child  and  matv^nal  health  services, 
financing  uie  provision  of  these  services  by  new  health  professionals 
throu^  Federal  and  Federals-Stale  medical  care  programs,  and  clarifying 
the  kgal  processes  that  govern  the  practice  of  new  health  professionals. 

Although  the  arguments  about  each  have  not  been  weiglited,  it  is 
recognized  that  some  are  of  greater  in^xntance  than  others.  Furthermore, 
they  must  be  assessed  vnitt  req>ect  to  the  two  distinct  and»  at  times, 
contradictory  policy  goals:  improving  access  to  and  distribution  of 
services  an*i  rednczng  the  escalation  of  health  care  costs. 

The  evidence  presented  for  each  issue  generally  relates  to  new  health 
profesaonals  who  receive  extensive  and  comprehensive  trafniTtg  in  the 
provision  of  ^lild  and  maternal  health  services,  not  q>ecifically  to 
pediatric  nurse  practitioners,  school  nurse  practitioners,  child  health 
associates,  or  nurse  midwxves.  Therefore  the  reasons  for  and  against  an 
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tssoe  may  vmry  in  dcgm  of  rrfcvancc  for  «ach  category.  The  argtuxients 
praented  may  not  apply  equally  to  other  new  health  professionals  who 
deliver  child  and  matenuU  health  services. 

The  three  direct  ways  that  government  can  promote  the  use  or  new 
heahh  professkmals  who  provide  child  and  maternal  care  are  not  mutuaUy 

exclusive*  but  can  be  used  in  tandem.  Other  public  initiatives,  which  will 
not  be  discussed  in  detail,  can  indirectly  encourage  their  optmial 
tttilizatioik.  Health  maintenance  oiiganizations  tend  to  use  new  health 
professionals  more  often  and  more  effloently  than  any  other  form  of 
kiedical  practice;  team  training  stimuUites  the  effective  use  of  new 
professionals  in  team  configurations.  New  health  professionals  have 
Semoostrated  exceptional  capabilities  and  interest  in  the  provision  of 
preventive  services.  Nevertheless,  support  for  or  opposition  to  any  of  these 
Approaches  cannot  be  based  soWy  on  their  effects  on  new  he^th 
^tofessionals  because  these  strategies  have  pi^found  effects  on  other 
segments  of  the  health  care  system. 

Omifikm:  In  the  interest  of  promoting  child  and  maternal  health,  should 
itae  b»  continued  public  support  of  new  health  professionals  who 

V  idlD  care  to  chOdren  and  women  oCchildbeasing  age? 
^The  availat^  evidence  indicates  that  new  health  profcssionab  tramed 
in  the  delivery  of  health  services  to  children  and  women  of  childb«mg 
age  can  driver  a  wide  range  of  specific  services  at  least  comparable  m 
Safity  to  the  same  services  provided  by  physicians.  The  evidence  is 
Wrongest  with  respect  to  the  quality  of  services  delivered  in  the  primary 
caie^ysician's  office  and  prepaid  group  practices.  New  h^th  profes- 
sional have  been  shown  to  improve  the  health  status  of  children  and 
women  of  childbearing  agt,  to  improve  the  continuity  of  care,  to  assess 
normal  and  abnormal  pffc^sioal  findings  in  children  and  women  of 
chikibearing  age.  to  gather  data  as  wea  as  physiciai^  and  to  commumcate 

and  empathize  with  patients  more  effectively  than  physicians. 

Stupes  on  physician  acceptance  show  that  most  primary  care  physi- 
cians accept  tlM  concept  of  new  health  professionals  who  dehver  child  and 
maternal  health  care.  They  a«  sufficiently  responsive  to  the  conc^t  to 
eenerate  a  demand  for  the  senrices  of  new  health  professionals.  Even 
midwives,  who  have  had  difficulty  in  obtaining  the  ^qP^^ 
approval  of  obstetrician-gynecologists,  enjoy  a  good  labor  market.  The 
^cact  future  demand,  however,  is  difficult  to  predict  because  it  is  related 
not  only  to  the  sup^,  demand,  and  distribution  of  health  practition«s, 
but  to  die  entire  health  *Are  dcUvery  system  and  forces  external  to  the 

system.  _ 

Consensus  is  equally  positive  with  regard  to  patient  acceptance  of  new 
health  professionals  who  provide  child  and  maternal  health  services. 
Acceptance  has  consistently  been  reported  for  care  ^dven  by  new  health 
im>fcsnoaa]s  by  patients  at  different  socioeconomic  levels  and  in  most 
practice  settings,  particularly  clinic  and  prepaid  group  practices-  Panent 
^tisfaction  is  augmented  when  patients  receive  a  sense  of  acceptance  of 
the  new  health  professionals  by  the  physicians. 

Another  attribute  of  new  health  professionals  who  provide  cm  to 
children  is  their  abifi^  to  increase  the  availabiUty  of  childrens  health 
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Ml  i^icwt  fi^ifle  gMlmMfHwg  the  qaafiQr  of  the  care  provided  by  a  pgactice, 
AoooKdmgly,  the  inaca  of  quality  of  care,  phyncian  and  patient 
aooeptanoe,  and  productivity  have  been  resolved  in  favor  of  new  health 
pi  iifeMiiwali  Ahmoo^  many  studies  of  these  issues  suffer  fbom  method- 
ological ftohs  and  more  rigorous  investigatioo  may  be  warranted,  no 
cootraiy  reiuhi  have  yet  been  found. 

PhysKsan  and  patient  arrrncsnre  of  new  health  professionals,  the 
quality  of  care  they  deliver*  and  productivity  have  been  demonstrated  for 
a  limited  set  of  services  inrhMting  well-chtld  care,  the  management  of 
minor  iftnsiscis,  and  family  planmng  The  competence  of  new  health 
protoBoaals  may  not  necessarily  be  confined  to  these  activities.  Their 
participation  in  such  activities  may  reflect  the  attitudes  of  patients  and 
j^fsicians  and  the  phjrsicians*  unwillingness  to  delegate  further  responsi- 

The  services  delegated  to  the  pediatric  nurse  practitioner,  the  school 
nurse  practitiooer,  the  child  health  associate,  and  the  nurse  midwife 
constitute  the  laigest  part  of  primaiy  care,  pediatric  practice,  and 
obstetrical  practice.  A  huge  percentage  of  the  ^ysician^s  time  is  spent  on 
wen  care  and  care  of  minor  problems,  ^n^udi  new  healdi  i»ofessionals  are 
quahfied  to  provide.  By  employing  new  health  professionals,  patients  may 
receive  more  attentive  care  for  such  conditions,  and  physicians  win  have 
more  time  to  concentrate  on  patients  who  require  their  fprrisl  knowledge 
and  skins. 

As  a  result  of  die  Government's  growii^  concern  with  ^■*^'f>ting  health 
costs,  die  cost-effectiveness  of  new  health  professionab  is  probably  the 
paramount  aignment  for  advocating  continued  public  wappom  of  these 
professions.  The  cost  of  training  one  physician  from  1969^1979  was 
$4CMM)O-$60^OOO  per  arinimi  Federal  costs  for  trsimng  a  new  professional 
amounted  to  about  $lO,00O--$20,000  per  annum.  The  new  health  profes- 
sionals are  also  cost-effective  in  medical  practices.  Scune  ^d»e  savings  can 
be  passed  on  to  the  public.  By  rq>lacing  a  |Aiysician  with  a  new  health 
professional,  socieQr  can  save  approadmatd|y  S33,000  per  annum,  based  on 
current  dillciences  in  empioyment  costs  and  current  differences  in 
amortized  training  costs. 

Deapile  the  fisct  that  specific  estimates  of  savings  are  based  on  <Mily  a 
few  careful  studies  and  must  be  treated  with  caution,  the  training  and 
salary  cost  differentials  between  new  health  professionals  and  physicians 
are  large . 

Any  saving  to  a  jnnctice,  however,  may  be  retained  sd^  by  the 
enqrfoyer  ^ibysiciatt  or  ittstxtution)  and  nu^  not  be  used  to  reduce  the 
heaMt  costs  of  patimts  or  taxpayers.  In  addition,  die  ahiK^  or  new  health 
professionals  against  d»e  need  for  odier  social  services.  By  1990  the  supply 
their  safi^^ards  Ibr  pravidii^  qualiQr  care  and  supervision,  and  by 
df  Irgating  inappropriate  activities  to  die  i>ew  health  professionaL 

If  the  expected  dramatic  increase  in  the  supply  of  physicians  creates  a 
competitive  market*  pbysdans  who  employ  new  health  professionals  to 
provide  child  and  maternal  health  services  may  choose  to  pass  the  savings 
on  to  the  consumer.  Pbysicians*  fees  do  not  tradftkmally  respood  to 
markrl  forces.  A  rq>ort  of  the  Commission  erf"  Wage  and  Price  Stabiliza- 
tion and  other  studies  find  that  f^iysician  sappfy  has  litde  bearing  on  fee 
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structure  and  income.  As  the  supply  of  physicians*  grows,  market  forces 
may  encourage  physicians  to  reconsider  their  fee  structures. 

Oxowing  acknowledgment  that  Federal  health  expenditure}?  will  dechne 
in  the  near  future  results  in  weighing  the  support  of  new  health 
professionals  against  the  need  for  other  social  services.  By  1990  the  supply 
of  physicians  is  expected  to  be  adequate,  or  according  to  some  theonste, 
too  large.  Not  only  are  the  absolute  numbers  of  general  and  frjmly 
physicians,  pediatricians,  and  obstetrician-gynecologists  expected  to  grow 
S^iificantly,  but  the  ratic  of  physicians  in  these  specialties  to  the 
population  is  likewise  expected  to  rise- 

The  strongest  argument  for  discontinuing  pubHc  support  of  new  health 
professionals  is  this  growth  in  the  number  of  physicians— if  one  assumes 
physicians  should  be  the  primary  providers  of  this  care.  Not  only  wiU  a 
laree  number  of  family  physicians,  pediatricians,  and  obstetrician-gyne- 
cologists be  practicing  in  1990,  but  the  anticipated  increase  m  the 
aggregate  supply  of  physicians  may  encourage  other  speciahsts  to  provide 
aSi^tory  child  and  maternal  care  as  a  result  of  competition  within  theu- 
specialties.  Therefore,  it  may  be  unnecessary  to  use  new  health  profession- 
als to  provide  these  services.  .  . 

On  the  other  hand,  physician  supply  is  not  to  be  equated  with  physician 
requirements.  No  method  of  projecting  physician  reqmrements  has  been 
sufficiently  developed  to  assess  all  the  factors  (many  of  which  are  not 
quantifiable)  that  influence  such  requirements.  Many  factors,  hke  scientif^ 
k:  advances,  changes  in  the  organization  of  health  care  dehveiy,  and 
changing  incidence  of  certain  diseases  cannot  be  predicted,  but  influence 
the  neS  for  health  care.  For  example,  when  the  American  Academy  of 
Pediatrics  considered  the  nonquantifiable  factors,  as  well  as  absolute 
numbers  of  pediatricians,  it  concluded  there  will  not  be  an  excess  of 
pediatricians  in  1990.  The  Academy  noted  that  pediatric  nurse  practition- 
ers working  in  teams  with  pediatricians  deliver  optimal  pediatric  primary 


care- 


In  addition,  the  projections  of  physicians  do  not  mclude  a  long-term 
perspective  of  specialty  supply.  A  recent  study  reports  that  one-sixth  of 
£e  physicians  trained  in  primary  care  specialties,  mcludmg  pediatrics, 
switched  to  noiprimary  care  specialties  within  five  years  of  completmg 

residency  training.  j  *       „:  .u* 

Using  physician  requirements  as  the  criterion  for  detenninmg  the 
adequa^  of  supply  of  child  and  maternal  health  services  ignores  society  s 
real  mterest,  which  is  the  availability  of  physician  (or  health)  services,  not 
physicians  per  se.  It  also  assumes  that  maternal  and  child  health  services 
should  be  provided  by  the  most  highly  quahfied  provider  i.e  the 
physician.  (Whether  or  not  the  famUy  physician  is  as  hig^  quahfied  as  a 
Udiatrician  to  provide  pediatric  care,  or  as  highly  quahfied  as  obstem- 
dan-gynecologists  to  provide  maternal  care,  is  important  but  is  not  m  the 
scopTof  this  ^per.)  Regardless  of  which  medical  specialties  are  best 
qu^ied  to  provide  child  and  maternal  care,  the  training  of  the  provider  is 
of  peripheral  interest  when  the  focus  is  on  determining  adequacy  of 
supply.  Tiie  essential  requirement,  then,  is  that  a  child  or  maternal  health 
scn^ci  be  of  acceptable  quahty.  The  supply  of  physicians  is  therefore  of 
minor  consequence  in  assessing  the  issue  of  public  support  for  quahfied 
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new  health  professionals,  a3  ihcy  have  been  shown  to  provide  care 
comparable  in  quality  to  that  provided  by  physicians  for  certain 
conditions. 

An  increase  in  the  number  of  physicians  providing  child  and  maternal 
care  does  not  necessarily  lead  to  an  equitable  distribution  of  such  services. 
The  current  inequitable  distribution  of  physicians  has  been  docimiented 
exhaustively.  The  lack  of  available  child  and  maternal  health  service  for 
some  populations  continues  to  be  a  matter  of  concern.  Moreover,  a 
subs^tntial  increase  in  supply  does  not  ensure  that  physicians  will  practice 
in  underserved  areas  or  deliver  care  to  some  population  groups,  such  as 
the  poor  and  socially  deprived*  Even  with  existing  legal  and  reimburse- 
ment barriers,  new  health  professionals  have  provided  cknid  and  maternal 
health  service  in  rural  and  inner-city  areas*  In  some  areas  they  serve  as  the 
only  source  of  care*  New  health  professionals  are  the  most  economically 
feasible  fnx>viders  of  care  in  sparsely  setded  locations  that  cannot 
economically  support  physicians  but  can  suj^port  new  health  profession- 
als. 

Preliminary  findings  indicate,  however,  that  board-certified  physicians, 
including  pediatricians  and  obstetrician^  gynecologists,  were  practicing  in 
nonmetrc^>olitan  areas  in  response  to  supply  that  exceeded  demand 
during  the  1970^$.  Board-certified  pediatricians  and  obstetrician-gynecol- 
ogists were  more  frequently  found  in  small  towns — even  with  populations 
as  low  as  2,500  to  5,000 — in  1977  than  in  1960«  Evidence  of  physician 
dispersion  into  underserved  areas  was  not  found. 

Finally,  the  ability  of  new  health  practitioners  to  provide  preventive 
services,  patient  education,  and  counseling  indicates  continued  public 
interest.  If^  as  anticipated,  major  Federal  intervention  in  prevention 
occurs  in  the  near  future,  sufficiently  trained  health  personnel  may  not  be 
available  to  participate.  Physicians  will  probably  not  be  able  to  meet  this 
need  immediately.  Other  efforts  to  increase  the  availability  of  preventive 
services  delivered  by  physicians,  such  as  incorporating  the  skills  and 
knowledge  basic  to  prevention  into  medical  school  curricula,  may  require 
an  extended  period  of  time  to  be  adopted.  New  health  professionals  may 
ofifer  a  short-term,  and  perhaps  a  long-term,  answer  to  the  need  for 
preventive  services* 

Questicm:  Is  funding  training  programs  an  efficient  way  for  Federal  and 
State  governments  to  promote  new  health  professionals  who  provide  child 
and  maternal  health  services? 

Public  funding  of  training  programs  is  the  Irast  controversial  way  to 
promote  new  health  professionals  who  provide  child  and  maternal  health 
services.  Many  obstacles  are  involvwi  in  changing  current  payment 
practices  and  laws  and  r^ulations  regarding  new  health  professionals. 
Althouglh  all  indicatiozis  point  to  a  decrease  of  public  support  for 
physicians  who  provide  cdiild  and  maternal  care,  the  practicality  of  the 
educational  approadb  persists  and  is  not  negated  by  action. 

The  cost  of  training  new  health  professionals  is  quite  low.  m  fiscal  year 
1978  total  Federal  payments  to  all  programs  for  training  aD.  categories  of 
nurse  practitioners,  physicians*  assistants,  and  nurse  midwives  were  less 
than  25  million  dollars.  Funding  mechanisms  already  exist.  The  nature. 
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scope,  and  quality  of  education  received  by  new  health  professionals 
prepares  them  to  provide  needed  child  and  maternal  health  services;  the 
brevity  of  training  programs  permits  a  relatively  quick  increase  in  the 
supply  of  services. 

Federal  and  State  assistance  for  training  new  health  professionals  who 
provide  child  and  maternal  care  also  profits  medical  schools  and  nursing 
schools  that  offer  training  programs.  The  fiscal  requirements  of  maintain- 
ing and  ejxpanding  class  size  of  existing  programs  and  of  initiating  new 
programs  present  barriers  to  educators.  State  education  budgets  put 
ciTTitlar  strains  ou  community  colleges  to  initiate  and  maintain  training 
programs;  Federal  assistance  is  often  required. 

Critics  of  funding  training  programs  fear  that  long-term  Federal 
support  might  result  in  restrictive  Federal  regulation,  curriculum  control, 
and  other  restraints  on  academic  freedom.  They  also  note  that  Federal 
funding  m?y  be  a  public  extravagance  and  that  the  funding  abilities  of  the 
private  sector  and  State  and  local  governments  have  not  been  thoroughly 
tapped.  In  1978,  funds  provided  by  the  EKvision  of  Nursing,  Bureau  of 
Health  Manpower  of  DHEW,  supported  only  about  half  of  the  operating 
programs  for  nurse  practitioners,  including  pediatric  programs.  State, 
municipal,  and  institutional  funds  and  tuition  also  supported  such 
programs.  Moreover,  the  large  niunber  of  applicants  to  training  programs 
for  new  health  professionals  may  indicate  that  suspending  Federal  support 
would  have  only  a  margjial  effect  on  the  number  of  entrants  into  the 
programs.  However,  the  fiscal  crisis  of  State  and  local  governments,  the 
possible  loss  of  capitation  support  for  medical  and  nursing  schools,  and 
the  general  economic  conditions  resulting  from  inflation  are  likely  to 
znake  Federal  funds  critically  important  to  the  survival  of  future 
programs. 

Critics  also  note  that  the  faculties  of  some  programs  to  train  new  health 
professionals,  especially  those  in  nonmetropolitan  areas,  do  not  have  the 
oppommity  to  learn  of  new  developments  in  their  field,  thus  dimixushing 
the  educational  value  of  the  training  program-  If  provisions  for  continuing 
the  education  of  faculty  members  were  included  in  the  funds  for  training 
programs,  faculties  would  get  experience  in  the  most  recent  diagnostic 
tools,  preventive  measures,  and  treatment  modalities,  thereby  improving 
training  program  resources  ana  the  educational  process. 

The  variety  of  curricula  among  training  programs  for  pediatric  nuise 
practitioners,  nurse  midwives,  and  school  nurse  practitioners  permits 
innovation  and  flexibility,  but  leads  to  uneven  quality  in  training. 
Although  most  educators  and  other  authorities  do  not  think  Government 
should  play  a  role  in  curricultmoi  development,  public  policy  could 
encourage  and  support  relevant  professional  organizations  in  the  develop- 
ment of  sound  curricula. 

Present  Federal  practices  of  funding  training  programs  for  new  health 
professionals  usually  limit  the  support  to  a  given  number  of  years.  For 
instance,  a  pediatric  nurse  practitioner  progran;  'isually  receives  Federal 
funds  for  a  tnaxtninm  of  5  years.  This  relatively  short  time  period  ir;ay 
preclude  the  development,  maintenance,  and  strengthening  of  stalMe 
programs. 
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The  Federal  Grovemxnent  has  always  used  criteria  that  advance  healdi 
poli<^  in  funding  training  programs.  One  of  the  main  criteria  for  funding 
programs  that  train  new  health  professionals  is  that  they  train  their 
graduates  to  provide  primary  care.  Because  Federal  policy  is  geared  to  the 
unresolved  problem  of  providing  child  and  maternal  health  services  in 
medically  underservcd  area$»  the  greater  question  arises  as  to  whether  it 
^ould  be  used  to  ^>ecify  that  graduates  practice  in  such  areas.  The  1976 
Health  Professions  Educational  Assistance  Act,  as  amended  by  the  1977 
Health  Services  Extension  Act,  includes  provisions  to  encourage  nurse 
practitioners  to  practice  in  health  manpower  shortage  areas  upon 
completion  of  their  training.  Insufficient  evidence  has  been  found  to  gauge 
the  success  of  a  particular  prpgrain^  but  some  evidence  suggests  that  more 
new  health  professionals  trained  in  schools  that  emphasize  rural  practice 
move  to  rural  areas  than  those  trained  in  schools  without  such  emphasis. 
Mechanisms  that  link  the  funding  of  training  programs  to  the  program^s 
ability  to  place  its  graduates  in  imderserved  areas  need  further  develop* 
ment. 


Question:  Should  the  payment  practices  of  Federal  and  Federal-State 
medical  care  programs  be  restructured  to  encourage  the  use  and 
acceptance  of  new  health  professionals  who  provide  child  and  maternal 
health  services? 

The  Federal  Oovemment  has  been  severely  criticized  for  being  hesitant 
to  pay  for  the  services  of  new  health  professionals,  even  though  it  has  been 
the  major  supporter  of  programs  to  train  such  professionals  for  the  |>ast  9 
years.  Remedies  for  the  present  fragmentation  in  resource  development 
and  financing  are  being  addressed  by,  for  instance,  the  Riu^al  Health 
Services  Act  of  1977,  New  or  revised  laws  and  regulations,  however,  are 
necessary  to  end  this  discrepancy  in  public  policy  planning. 

In  additi^  to  achieving  some  measure  of  equilibrium  in  health  policy, 
changes  in  current  payment  practices  for  the  services  of  new  health 
professionals  have  functional  advantages.  New  health  professionals  have 
been  restricted  in  the  provision  of  child  and  maternal  health  services  by 
the  present  payment  policies  of  public  and  private  payers,  whi^  tie 
payment  for  their  services  to  physicians*  services  and  physician  supervi- 
sion. As  a  result  of  the  con^lex  r^ulations  governing  payment  for  health 
services  provided  by  new  health  professionals,  particularly  in  noninstitu- 
tional  settings.  Federal  and  Fedeiat-State  medical  care  programs  do  not 
pay  for  many  of  the  maternal  and  child  health  services  new  health 
professionals  provide.  This  policy  applies  equally  to  payment  practices  of 
fmvate  payers,  ^(diich  often  replicate  those  of  the  Government.  Many 
physicians  are,  therefore,  reluctant  to  hire  new  health  professionals  or  to 
mi^kc  optimal  use  of  their  services*  If  barriers  to  payment  are  eliminated, 
both  the  cost-effectiveness  of  new  health  professionals  and  their  attractive- 
ness as  employees  should  increase.  However,  any  cost  savings  from  using 
new  health  professionals  may  not  necessarily  be  passed  on  to  the  patient 
or  the  ta:'q>ayer  by  the  employer.  If  the  medical  market  becomes 
conq^etitive,  ^e  employer  of  a  new  health  professional  will  have  a 


coiiq>etitive  edge  over  other  physicians  and  roay  choose  to  share  his  extra 
profits  in  the  foim  of  lower  fees. 

The  payment  mechanism  can  also  be  a  practical  way  to  promote  the  use 
of  new  health  professionals  who  provide  child  and  maternal  health 
services  in  nnderserved  areas.  Lxjwering  the  barrier  brought  about  by 
current  payment  practices  may  bring  more  new  health  professionals  to 
inner-city  and  rural  areas  and  may  act  as  a  restimint  on  tbc  exodus  of 
physicians  from  rural  areas.  Payment  levels  to  physicians  in  rural 
undexserved  areas  are  usually  lower  than  elsewhere.  The  additional  profit 
obtained  by  employing  a  new  health  professional  may  provide  the 
necessary  stimulus  to  remain  in  the  area- 
Paying  for  the  c^d  and  maternal  health  services  provided  by  new 
health  professionals  has  professional  rn^lications  as  welL  The  recognition 
supi^ed  by  this  action  advances  the  p>osition  of  the  new  health 
professionals  by  advancing  their  autonomy.  It  may  spur  States  to  modify 
restrictive  practice  acts  which  deter  professionalization. 

Opponents  to  liberalizing  current  payment  practices  for  sendees 
provided  by  new  health  professionals  are  most  troubled  by  its  implicatioxis 
of  an  open-door  policy  for  all  providers.  This  poli<^  need  not  be  effected  if 
the  merits  of  eat^  type  of  provider  are  individually  determined  for 
payment  purposes. 

Increased  Federal  expenditures  also  alarm  some  critics.  If  new  health 
professionals  had  been  paid  at  the  same  payment  level  as  physicians. 
Federal  expenditures  under  Medicare  and  Medicaid  would  have  increased 
by  about  0.1  percent  in  fiscal  year  1979.  If  payment  was  at  a  lower  level, 
the  increase  in  expenditures  would,  of  course,  have  been  lower.  Total 
health  e3q>enditures  might  be  lower  in  the  long  run,  if,  for  example,  new 
health  professionals  focus  on  preventive  measures. 

A  question  concerning  modifications  in  current  payment  practices  is 
whether  payment  for  maternal  and  child  health  services  provided  by  new 
health  professionals  should  be  at  the  same  level  as  those  provided  by 
physic^ms.  Much  of  the  rationale  for  advocating  a  similar  payment  for  the 
same  service  di^Ucates  that  discussed  earlier.  In  summary,  the  new  health 
professional  provides  quality  care,  is  accepted  by  patients  and  physicians, 
is  productive,  is  cost-effective,  and  improves  access  to  care. 

Furthermore,  a  lower  payment  level  (a  higher  one  has  not  been 
proposed)  for  maternal  and  child  health  services  provided  by  new  health 
professionals  would  add  complexity  and  cost  to  an  already  costly  and 
complex  system.  Costs  associated  with  administering  and  implementing 
two  payment  levels  might  offset  the  savings  resulting  from  a  reduced 
payment  leveL 

A  lower  payment  level  may  not  provide  a  sufficient  incentive  for 
physicians  to  employ  new  HealUi  professionals  and  may  create  incentives 
for  physicians  to  perform  tasks  they  could  del^ate  in  order  to  obtain  the 
higher  payment.  If  Federal  payments  for  services  of  new  health  profes- 
sionals were  set  at  a  lower  level  than  for  those  of  private  insurers, 
physicians  would  have  an  incentive  to  reduce  their  Federal  patient  load, 
or  to  see  only  patients  paid  for  by  Federal  and  Federal-State  medical  care 
programs  and  leave  other  patients  to  the  attention  of  new  health 
professionals. 
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Most  tttgnificafitly;  two  payment  levels  suggest  a  two-tiered  system  of 
caxe;  wludi  has  pft^^und  psychological,  sociological^  economic,  profes- 
«nia3»  and  p<^iti«d  consequences. 

Proponents  of  a  lower  payment  level  for  child  and  maternal  health 
services  provided  by  new  h«Qth  f^-ofessicmals  than  those  provided  by 
physicians  beHcvc  that  identical  services  cannot  be  provided  by  individu- 
als widi  different  levels  of  training.  Others  contend  that  if  a  service  is 
delivered  at  an  acc^table  level  it  is  the  same  service.  Cost*savings 
obtained  from  CTcqploying  a  new  healdi  professional  may  benefit  physi- 
cians only»  and  the  patient  or  society  at  large*  The  physician  may  use  the 
extra  monies  the  new  health  professional  generates  to  increase  hss  income 
or  to  maintain  his  current  income  and  reduce  his  working  time. 

Another  questibn  is  whether  payment  for  maternal  and  child  health 
services  provided  by  new  health  professionals  should  be  restricted  to  those 
who  practice  in  underserved  areas  and  with  underserved  populations, 
limhing  payment  in  this  way  would  aid  present  efforts  to  attract 
providers  to  such  areas  and  populations,  and  would  decrease  the  burden 
on  Federal  e^qpenditures  if  universal  pa3riaents  were  provided*  In  a  time  of 
limited  funds^  a  modified  payment  structure  for  services  to  specific 
populations  might  be  politically  easier  to  achieve  than  a  more  comprehen- 
sive one. 

Another  aspect  of  this  question  is  the  rural  and  urban  split.  Pa3rment  for 
the  service  of  new  health  professionals  might  be  restricted  to  underserved 
rural  areas.  The  average  Medicaid  ^riTu^^^  expenditure  per  child  is  $76  in 
central  city  areas  and  $5  in  rural  areas,  which  creates  a  greater  need  in 
rural  areas.  Rural  practitioners  have  complained  of  payment  levels  as  low 
as  one-seventeenth  of  urban  practitioners'  despite  high  rural  electric  rates, 
transportation  costs,  and  the  salary  differentials  needed  to  attract 
personneL  On  the  other  hand,  data  on  urban  underserved  areas  are 
included  in  localities  with  high  reimbursement  levels-  Current  data  are 
county-based^  which  makes  it  impossible  to  prove  there  are  lower 
reimbursement  levels  in  underserved  areas  of  adequately  served  counties. 
In  either  case,  new  health  professionals  and  society  in  general  might  be  ill- 
served  if  payment  depended  on  place  of  birth  or  place  of  practice.  In  order 
to  main  fain  democratic  standards,  payment  should  be  provided  for  a 
service  irrespective  of  where  it  is  delivered. 

A  third  payment  question  is  how  much  physician  supervision  should  be 
required  for  new  healtii  professionals?  The  onfy  fact  ^>ecific  to  this 
question  which  has  not  been  discussed  {deviously  revolves  around  the 
quality  of  care.  Close  supervision  may  be  needed  to  -mai-nt^w  high  quality 
and  provide  patients  with  assurance  of  the  physician's  involvemmt,  but 
the  evidence  suggests  that  quafity  of  care  is  not  superior  where  close 
supervision  occurs. 

Qaesdans:  Would  restructming  the  current  system  governing  the  legal 
practice  of  new  health  professionals  who  provide  child  and  maternal 
health  services  promote  their  optimal  use?  How  should  changes  be 
effected?  What  changes  should  be  made? 

The  Federal  Govermnent  does  not  have  an  active  tdc  in  governing  die 
legal  practice  of  new  health  professionals  who  provide  child  and  maternal 
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health  services*  but  mafntaiTis  an  interest  because  Federal  programs  that 
pay  for  the  services  of  new  health  professionals  inq>ose  standards  for 
payment.  The  payment  practices  of  Medicaid  (a  Federal-State  medical 
caxe  pro:gram>  must  be  in  accord  with  State  laws.  Although  there  are  those 
yifho  advocate  direct  involvement  of  the  Federal  Government  in  the 
credentialing  process,  it  is  most  Hkeiy  that  the  responsibility  will  remain 
•wiih  the  States,  at  least  in  the  near  future. 

Most  experts  agree  that  State  laws  and  regulations  governing  the 
practice  of  new  health  professionals  who  provide  child  and  maternal 
health  services  have  been  a  major  constraint  on  the  practice  of  these 
professionals.  Indeed,  the  evidence  on  their  past  and  current  paionnance 
is  merely  indicative  and  not  conclusive  due  to  the  State  provisions  that 
KnV  the  practice  of  the  new  professionals  to  that  of  ph3rsicians.  In 
addition,  the  great  variation  in  the  specifics  of  the  laws  and  regulations 
among  the  States  causes  confusion  about  the  rights  of  the  new  profession- 
als, and  limits  their  geographic  jnobiUty-  The  ambiguous  language  in 
many  of  the  practice  statutes  inhibits  the  del^ation  of  tasks,  because 
physicians  are  concerned  with  improper  delegation  and  violation  of  the 
law. 

State  rules  and  r^iulations  vary  in  myriad  other  dimensions,  including 
the  regulatory  process,  the  regulation  agency,  specification  of  prohibited 
and  permitted  activities,  physician  supervision,  the  d^ree  of  physician 
siq>ervision,  -itJl  policies  concerning  prescribing  and  dispensing  drugs. 

In  some  States,  certain  categories  of  new  health  professionals  are  not 
I^ally  recognized  for  reimbursement.  A  striking  example  of  the  restrictive 
effects  of  this  provision  occurs  in  New  York  State,  which  has  no 
legislation  or  regulations  governing  nurse  practitioners.  The  result  is  that 
nurse  practitioners  cannot  legalty  biU  patients  for  any  medical  services 
they  provide  to  Medicaid  recipients,  thus  lessening  their  attractiveness  to 
physicians  as  employees. 

Changes  in  current  practices  are  necessary  if  the  optimal  use  of  new 
health  professionals  is  to  be  achieved.  The  method  for  bringing  about  such 
changes,  however,  is  not  as  evident  as  the  need  for  reform.  Resistance  may 
come  from  competing  political  interests  within  States  and  the  medical 
profession,  ^wiucii  is  usually  consulted  in  the  development  of  State  laws 
and  r^ulations  governing  the  practice  of  new  health  professionals. 

A  wide  variety  of  opinion  has  been  expressed  about  the  preferred 
method  of  public  credentialing  for  new  health  professionals.  Current  state 
practices  include  the  licensure  of  new  health  professionals  in  the  same 
manner  as  physicians  and  nurses  (e.g.,  the  Child  Health  Associate  in 
Colorado),  authorization  amendments  to  nurse  practice  acts  and  medical 
practice  acts,  and  regulatory  amendments  to  nurse  and  medical  practice 
acts-  If  the  current  practices  are  to  be  modified,  the  comparative  merits  of 
these  methods  are  at  issue. 

The  advocates  of  licensure  note  that  it  has  traditionally  afforded  the 
highest  form  of  professional  recognition  and  ensured  the  public  of  good 
care.  Opponents  note  it  is  extremely  restrictive,  docs  not  necessarily 
ensure  high  quality  care,  promotes  high  fees,  and  restricts  innovation- 
Authorization  amendments,  which  permit  supervisory  physicians  and 
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emj^yers  to  determine  the  functions  of  the  new  health  professionals, 
allow  for  flexibility  in  their  utilization  and  place  decisions  regarding  their 
use  in  the  private  sector.  Regulatory  amendments  are  now  most  often  used 
by  States.  They  give  the  States  considerable  control  over  the  practice  of 
the  new  health  professional  through  systems  of  precise  laws  and 
regulatioxis  which  some  believe  a^ord  maximum  protection  against  abuse. 

The  content  of  State  rules  and  regulations  also  affects  new  health 
professionals  who  deliver  child  and  maternal  health  services.  The  issue  of 
physician  supervision  is  one  example.  Services  of  Child  Health  Associates, 
who  are  licensed  to  practice  in  Colorado,  must  be  provided  under  the 
^direct  and  personal  supervision*^  of  a  physician.  On  the  other  hand,  only 
11  States  mention  physician  supervision  of  nurse  practitioners,  and  the 
supervision  requirements  for  nurse  midwives  vary  widely  from  State  to 
State.  In  Connecticut  they  practice  in  ^collaboration  with  and  under  the 
direction  of  a  physician**;  in  Kentucky  **in  collaboration  with  a  physi- 
cian**; in  South  Dakota  no  mention  is  made  of  physician  supervision. 

How  broad  should  the  scope  of  practice  be?  Under  some  State  laws 
nurse  practitioners  can  perform  medical  diagnoses,  treatment,  and 
prescribe  and  dispense  drugs.  Medical  diagnosis  and  treatment  is  ill 
defined  in  much  of  the  current  legislation*  Prescribing  and  dispensing 
drugs  is  particularly  controversial;  it  hinges  on  the  scientific  qualifications 
of  new  health  professionals  and  the  need  for  this  treatment  modality, 
particularly  in  areas  short  of  physicians. 

As  many  other  issues  arise  concerning  the  content  of  rules  and 
regulations  as  variations  exist  in  their  content  among  the  States*  They 
indicate  the  complexly  of  restructuring  such  laws  and  regi^tions  despite 
the  need  for  clarification  of  the  process  that  governs  the  practice  of  new 
health  professionals. 

Proposals  for  more  radical  changes  in  current  credential  practices 
include  relying  solely  on  certification  by  other  professionals,  adoption  of 
Federal  licensing  standards,  integration  of  State  licensing  boards  within  a 
single  agency,  and  institutionalization  of  licensure. 

Summary 

Throughout  the  United  States  a  growing  nttmber  of  new  health 
professionals  are  practicing,  with  varying  kinds  of  training  and  experience. 
Many  of  these  professionals  are  capable  of  meeting  some  of  the  health 
care  needs  of  women  and  children.  However,  because  these  professionals 
are  relatively  new  and  cannot  be  classified  in  the  traditional  terms  of 
**doctor**  or  **nurse**  their  position  vis-a-vis  the  health  care  system,  the 
legal  system,  and  the  general  pubhc  is  ambiguous. 

This  paper  provides  a  historical  perspective  on  the  development  of  these 
professions,  followed  by  data  on  tibeir  current  supply*  distribution, 
training  programs,  and  practice  patterns.  Next,  information  is  presented 
on  their  professional  competence  and  recognition  and  on  the  changing 
social  context  in  which  they  exist  and  function. 

Then  the  pivotal  issue  of  continuing  public  support  of  new  health 
professionals  who  provide  care  to  children  and  w^omen  of  childbearing  age 
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is  ^scossecL  FinaUy,  alternative  means  of  public  support  arc  considered. 
No  contusions  are  drawn;  irstrad,  the  focus  is  on  sharpening  the  issues 
for  public  dd>ate* 
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A---»«^P«y«««-pw3Su  1978;  H.1C  SOW  and  J.  E.Ott. -The  Child  HeetehAnoaatc 

^         Healdk  riuftwiuiiBl  to  Prowidc  O^T***^"*™*  HeaWi  Case  »  Onldscn,**  t^edimXaa  5lt 

1-7.  Janoasy  1973. 

<«>  Colorado RBviaedSiat«e.(aaldHeahhAw»ctaie Law) «1MI.  101-1 15.1^^  „  -  , 

(tf9>  lintteiM  of  Mednoev  A<*waeB«  «hc  <?iiafiOr  of  HtaalCb  Ore.  Wa.hiiigU)<i.  D-O:  Natiooal 

(305  McNen^y.  W.  J.  -The  Quandary  of  QoaEty  M  umrnx.'  The  Nem  EngfMnd  Jbaaml  oTMedianc: 
295:  1505-151 1.  Petieiriber  30t  1976.   

(Tiy  Cohen.  E- et  «L  -An  Evahiatioo  of  Policy  Related  Research  on  New  and  Expanded  Rota  of 
Health  Wodcert.- Final  Report  Natkjoal  Science  Foondatioo  Grant  No.  APR  73-07904  AOR.  p. 

78.  October  1974.    .  — .  *  t-«. 

f7r>  Soai,  H.  C,  Jr.  •XJinlity  of  Patien*  Care  by  None  Ptactitiooen  and  PlQW^ 

Year  Perspective^**  >%nnafe  ofMBUnmtiaaal  HdcdtdaB^U  459-468.  September  1979. 
<7?)  Cohen^^Dw  «« -1  *-A«  Ev«h«tion  of  PoBcy  Rel«««i  Rese^ 

Health  Wofkcr.,*- FBial  Report.  National  Science  Fonndation  Grant  No.  APR  73-07904  AOR. 

ISk  Ociobcf  197^  ^   ^  — —  •  

fW>  MKa»ta.P.,J-E.Ott.J.B.Moon.andH.K.SiKer.  AineocanJiDonBa/artbel>^^ 


.25:  199-2i.*F<bru«y  1973;  I-  Fine_  «i  Jteny  1^  Slv^ 


Ss^STooSild^aS  As-xi-es.  Inte™ 
f7!J>  S^^R^N.Snrittu  and  H.ICSihw.**Coa^>oiiaoo  of  the  Physical  Aseesnnento^ 


None  Pnctitaooerx  and 
1170-1178,  Jane  1971, 


t-Ki  Chmev  E.  and  H.  Kitzman.  -The  Child-Health  Nme  (Ptodiatiie  Nane  Practitioner)  in  Ftivate 
SSS'ACont«oIledT,ial.**N*^£iW«««l-fcxB^  1353-1358.  December  9. 


1971-  R-  Bomn,  el  aU  **Weil  Child  Care  by  Pediatric  None  Practit.smen  in  a  Lay  Omap 
Practice:  A  Coatrotted  Study  in  1.152  Preschool  Children.-  American  Jotanml  of  Ibe  Diaeaaef  of 


Chtkften  130:  51-55.  Jtemoaiy  1976.  ^ 
(77)  D^.  L.  lU  R.         and  H.  K.  SiNer.  "Acceptance  of  Pediatric  Nunc  PnctationerB. 
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'  far  ^immm  in  Fhiiiif  ■iiiijf  ScliooC . 

:  331-333w  Jme  t974w 
L  W.  M.  IbfanacL  nKadinw  NaooBtalii^  Mortal 

109:  51-56^  J^nnssy  I*  1971* 
crCMSBBdNaM^fidimw:  A  Pteipaciive  Evahtstiofi  Stndyr 
^124:  ITS'lSS.lttmy  15. 197& 

Coat  rffiw  liMiwi    rhiiiy  in  HMltfa 

Tbe  Priuwiy  Cue  None  in  tbe 
124:  14^17^  Jaxutary  U 
19M» 

<«9  Ijifak^  JL  Wl  -Trie  Impact  TachmTingy  ca  Hemitt  Cm^CbOd-Bmi^  Oenurr  A  One  /or 
TUteoloKK^  A^yrupti— p  C/jo^**  Tie  Ameacn  Jbansl  Afurju  MkhhfSegy  24:  6-10. 
teoHy.  FBfan»fy.l979. 

1973;  X  C.  Racofd  mttd  tL,  R.  Cnhm,  *Thc  laticdnctkm  cf  Nwo^Midnfifaiy  in  a  Pn^mid  Group 
PtactkcTXiiMiwiH  ,ri  fc^PtoMicrriMfrh'3S4^^3<Mbtechl972, 

Yndkaner^       J.  P.  Cbanclly^  ud  J.  X  Fcldmm.  "-PMiatne  Etectioe  m       United  Stttta;  with 
?p<riil  Aocnticii  to  Uifliaatfiott  of  APiad  HmWi  Wortcen^**  AdiBtiici45:  521*544»  Mafdi  197a 
<J9>  AmtBcn  Colfcyi  of  Nnfac^Midwiw.  hrmmo-Midmi^hiy  m  the  LSoitad  Staffevr  J976~i97T. 

WMhiftgrM^wi,  DXL:  America  OiOc^orNom4«dwivQ«.    3,  1978. 
(J59)  Sidtz.  H.  A^  M.  Zirkmy,  J.  Ocntxy^  and  U  Kin^roo.  T.ffligptndipal  Study  of  None  PnctitkxMn* 

Pbaae  IL**    37, 14o wmbcr  I97S*  Septanber  197K. 
C90>  SoltZp  H.  A*,  M.  Zidczay,  J,  Gortiy,  nd     Unyon.  **LowgitodiP«l  Scndy  of  Nme  ftacdtiooen^ 

t  nr  PL  55>  Nu^mJm  197S,  S<tmimi.Mr  197«. 
(9f>  AMOOHitiott  of  PhyMM  AMatut  "■■'flr'"".  Aofilff  of  the  Fbyndmn  AMmtmnt  Sfndmfi;  197K 

PycfiminaryDaau  October  26, 1979. 
(fiZ>  ljiwiMico>lU<f^*T^hytiri»niraw;at>twity  lohhggeftacdtiontCT:  ASlndyof  tfacCoCTdalwof tte 

f  *  174<minBasf;9bed[>;  R.  &  MoCocmadc^      BA.  AOen  and 
(JEm  of  Olfliif  AsiMms  and  OyinkiM  R<(BidiQf  Nsemv  ib  Ptumy 
f  64:  415^1.  i^iril  1971;  E.  Wi^c  Tanily  Ytene  Omirwm- 
:  771-773.  XkBonbcr  I97S:  P.  K.  FMI«KKW ''Flvnciwi 
rTO:  92-96w  F^bmacy  1971;  Saltz. 
L.  Kistyoo.  "LoofitxKfixial  Stpdy  of  hfnne  Pn 
1978; 


■  Ai-tf«ni>«iioe  of  Nw»e  ftactitiooara  and  PhyikMB,  Awatutt,"  (Back^ound 
AAy  ibr  AfBOT'  Haaltb  Obv  oT  tbe  iHtimv  oT  MadEicne)  p.  1 
1977. 

ad  R.  J.  Wadjpnnuiil.  "Ptoent  Rcactiott  to  Owt 
144:  fl»-7Sw  Ally  1969. 

.A^P.lC.P^nenon,A.B.BafgnMn.aiMtlLJ.W<ii1^m  I  •^ncntReaotioalo^ 

144:  69-7S.  Jri|y  1969;  H.  Stra^  *TWi«Bts- Attitiides 
r  IIS:  73-77.1aDB  1973. 
K.  M.  Halrfcin  "Thu  Uae  of  hhaae  ftactitionera  m  m  Geaoal 
,  Miy  1974;  It,  C.  Maekay.  IX  Alexawlei;  and  L.  J. 
None  M  rhywciatt  >k«K)aala  ■»  a  PHSatrie  Fkactioe;" 
64:  121-133.  Maich  April  1973;  R.  A.  Hoctrt-iiaii.  *7W]ial 
S:  313-026;  Match  1977. 
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i9n  ChKi«.E:a«lH.KiiimMi.-TlieChad-HerflfcN™ 


nan  is&cte  fncbocr  American  Joanmi  aff^msing  75: 

p^y.,,>a^^  A— E..„^f^»HAKr-Hii»iffcQ,  March  1972:  W,  B>  Dwriry  md  H,  W.  ft€arrmy. 


rjan  Ftemet  W  -XiJMmer  Vicw»  of  Ae  IrapKt  of  NoM-B«dmv«r  >taioml  Center  for  Health 

(Bttdkyoond  paper  fbr  ^  Gtadiwir  Mcirt'icrt  Ertiirafkin  Naiiooal  Admocy 

<ia2>  H.  B.  -Tcwn  OfaMtrics  and  the  Ntt»-h6dwifc'*  Ptimtfy  Care  3 :  3g7^^39S.  1976.  

CiOJ)  Ps^A^g:  jc^,  jCL  tJiAlL  aaid      Lanoe.  ■XMdbca»ipfrCMdiWfns<>'tf<^»'*  Uniwmity  of  MinnCTOta 

EvalnatioaltBpostp  199& 
CIOO  I*  ndBTl^ Katz. 


<ia5)  Lawrence,.  Dl  Phj^mian  AinrtaiitaaiidWariePiaiJirinnwThag 

^'   —       i^l:2-12»F*nBBiy  197«- 


C  iOn  ReoonL  J.  C  at  aLi  -Ptavidar  IteqoMenti.  Co*  S«yin|^  and  Ibe  Nwr  Heatdi  Pkactitiooar  m 
Can;  Natk»al  Eiiiiiiaaes  fbr  199a**  Final  Rapoct  fbr  Contncc  «l-77-0077  to  &e 
of  Mijiiitioii  pmig^tt  of  Health  Manpowv  DepartOMoft  of  Health,  Edncation* 


Wetfare.p.26»Jitne^  1979.  „   _  _ 

flOTk  RmmL  J  CL  ac  aLr  ^Trovidar  Reuuiiemcm^  Cort  Savings  and  the  Vtm  HcalOi  Pti 


Caie;  National  Eatimatca  for  199a-  Final  lUport  for  ContrM^  ^231-77-0077  to  the 
of  MtJtlM  im^  Dui  MM  of  Health  Manpower*  Department  of  Health,  Edncanoo*  and 
WeifogeupL  26^30  46»  June.  1979  ^  . 

<I0«)  Chamey.  E.  and  H.  Kitzman.  -The  Child-Health  None  <Bodiatfic  Nine  Practitionar)  in  ftivate 
Prnctka:  A  OmtroOed  TtiaL"  Joantmi  cfMahdne  2S5:  1353-1358^  Daccmber  9, 

1971- 

aC9i  Record,  J  O.  cr  al:  "Provider  Roqazremcota,  Cort  Savings  and  the  New  Heahh  Prb^tionar  in 
Pkimaiy  Caic;  National  Estimasea  for  I99a-  Final  Report  for  Contract  ^231-TM>077  lo  Ac 
of  Mwliiiiif,  pnftiair  of  Health  Manpower,  Department  of  Heatdi,  Edacatiao*  and 


Ty-jjlfm"  pL  ^^"^S*  Jvnew  1979* 
(inn  Itecotd.  J  Cl,«<«l^  •TrovkterltBqirif«n»eiitm.C^ 

Cbk;  Natiooal  EstiaiMe*  for  199a-  Final  Report  for  Cootxact  *23l-77-0077  to  tbe 
of  M«dk»  BWMO  of  Itelth  M«apower.  Dq»rtm«t  of  He«Ith.  EdiicatioB.  mml 


HcBlth  A^acy— Tlieir  Ednnrtion.  Tcumg,  Pvodoctivity  and  CoBt,"  Amencu  Jbanw.  of  fW*c 
HcMttfr«7:855-«S8.Septoinbcr  1977.  „  •  • 

r/12>  RcoowL  J.  C,  <t  aJL:  "Pwvider  ReuuuuucmU,  Cot  Saviny  and  tbe  Near  Health  Ftactmoorr  m 
N«k»al  E«i«B.I«lor  199a-  Final  Report  for  Coot»ct  *231-77-00(T7  to  the 
Diviikn  of  Modicfnr.  Bmean  of  Health  Ma^mwcr,  DtpaiUttent  of  Health.  Education,  and 

Wclfiue;.p.7«wJin>e.  1979.  i  k         w— r*  t*«»ie«  ia 

€1IT%  "The  Effect  of  Talk  Delegatkw  on  the  Requiiement*  for  Selected  Health  Maapewcr  cxt^ones  in 
I96ai9«5«»dl99a-^la  Report  Cboliact  No.  Nm  72-4406,1^^ 

and  Wctfaiew  1974w  .      .  - 

Record.  J  C,  ec  at  -Provider  Requiieiuuu^  Cart  Saving*,  and  the  New  Health  Pra^tboo<r  in 
ci^  National  &tnnal?for  199a-  Final  Report  for  Contract  «l-T7-0O77  to  t*e 
SSS  oT^ledicine.  Ba»a.  of  Heahh  Manp««r.  Departn*..  of  Herith.  Educ.^  and 
WdfteeL  p.  lOa  Jane.  1979;  Hie  Cong««ional  Badset  OfBoe.  J»ywc£Bi  Exteodcis.-  Thar  Gureot 
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Iip.26-29»  1979. 
Bad  Oe  New  HmMi  Practitioticr  i& 
Ibr  Coatract  4^231-77-410//  tD  the 

p.  1S»  1979* 

Hottltb  Placliboocr  in 
for  CumiaU  ^WOl-TT-OQ//  to  tfw 
cT  trnrfirTnn,  Boram  oT  HmlA  Manpnwtir^  DmmiuMiot  of  He^A,  Frtnrgfkwi, 
ICQ.  toe  1979. 

II  fi  .  ill  ri  "T-|imi(  liiin  ■nit  nnni—im  nrnanlinii  n«»  fiu  ttm  rti>iii  imn  TmU  nili  i 
Scady;*  RmI  Itepocc  Cootact  Nol  HEW<-Q5-IOO-7S-003<  p.  14a  At^usc  31« 
1979L 

<X22)  RflOonL  J-       ^  mL  ^Pkovidcr  ReqnrcttWDls^  Govt  S«via(|^  ud  the  New  Hcslth  Pracriboocr  in 
Cam;  NnsioonI  rtinwtr^  for  t99a'*  Rnal  Report  for  Contnct  ^231-77-4X177  to  the 
of  liiiiflrimi,  Bvmn  of  Heal^  MinpnuwTp  Department  of  HcBith,  Bch>ration>  and 
.  pL  27»  Jnnc^  1979. 

New  Yock»Nair YodcJoiy  I,  1979<]BimKipapbad). 
ii24y  THiiimMenJimi.  'T^wlii  in  ^^^r^^rr*  Wfakh  Praacnt  ^*'r***"~ for  Seivicca  Unleaa  a 
Phjwkian  ia  ny^mMay  l^mcaC*  fina  Ditwioc  Bweaa  of  Heahfa  InaoiancCp  Social  Seotrity 

<125>  MoBocndnm,  '"The  Phyiician'a  Atmmmmr  finom  ^<*idici!  Semoea  AdntiniaifatiOB^  Social  and 

lo  Sfntr  Afsnciea  Adnunialafn^  Approval  ftfcdical  Aaautancc  and  Pttbbc 
tVtamt^JtOyJU  1972. 
(I2tf>  awl  Bync^In& -Review  aadAaalym  of  StBteL^Wat^ 

Na«»e  Pr«ctitioucn>*  HRA  Coowact  230-77-0011,  N«lioo«I  Center  for 
of  HcalA.  Educalicw,  and  Wdfim.  KdmI  Report,  p. 
H«  l<5,  fannory  197S. 

<I27>  Uder  and  Bjrmew  fac>  *Tteview  and  Analyi*  of  State  LcyrfMion  and  Raiiiilwimmcnt  P»c«>oe«  of 

Nofie  Practitiooaw/*  HRA  Contract  230-77-0011.  Kational  Center  for 
of  Heafth.  Education,  and  Wdfare,  Final  Report,  p. 

197a. 

<129)  PnbBeLanr4S-2ia 

<I29>  rmliiil  ITmileliiaie   Tirtii  IT.  Pluf  inr  1  Fen  lltl  (general  cartifirafkmX  Pkrt  50<  (narie  midwrife 

t» wleiutta)  in  Federal  Reywer;  BtjOay,  Ady  lA,  197S. 
Ci30!>  PabficLB«r95^«S7. 
</Jl>  HJt.38-31;uiu*pota»ed«m>HJL400a 

Clit2>  MBer  and  Byraevlnc^ntewiew  and  Analysia  of  State  Lesidation  and  Rei^^ 

Nbek  Pianiliumii,"  HRA  Cbntiact  230-77-0011.  National  Center  for 
of  Heatdk,  Education,  and  Welfare.  Final  Report,  p. 

t  ofPcfcytee,  Hooee  B3l>lo^  15S6,  to 


1. 1979.  (Aa  Act 
by  adding  to  Axtide  4&A  of 
Article  43  of  tbe  Aanotaled  Heehh  Code  of 


s  State  ofNewMcxioow  34a  LcgidatiBc;  Ut  Seeaion,  Hooee  KD  261,  Approved 
S9-IS-19  NMSA  197S  (Laws  1963.  Cb^«er  2B6,  Section  1.  amended). 

-  RIe  Noc  78-36v  April  27,  1979. 
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USfy  Stti»orMaMipaLlLB.No*4M. 

C1J7)  Mi:teaf  Hmitb  P^mcdtioatr  Ptc^mm  ProtOmz  1979.  190a  Aitiagtoci.  Wujpnmz  AModmckm  cf 
nijiirim  Ai^tMirrninrr  r  "  im  H-lLSOvwaadJ.  E.Oa.*ni»Clii]dHM!th  Amow^^ 
A  Nw  H— hti  nuftMlmil  to  Ptovida  Qitupmlwniivc  Itedth  Cue  to  Cfaiklrau'*  Mwtnot  51: 


(«•)  DuuL  IT  V  'TTio  rimnririii  ""FffT^-  -"'^  ^  p^.— rvy^^A^..^  .fatmrnl of 

(U9)  nifaLQimn.  X  C  *Th«  ^■w^^y  PNP/A  Mowmcat,^  F^dSmaic  Nuniag  (Jvly-Aiifiist 

19TO):31-35.  .  .   .        ^«  .    ■  ^ 

(MO)  Mag^aadByiaCpfac^^TUvicwMidAi^^ 

rii>iifian  r>Miifnft  sad  None  Piaditioom^"  HRA  Coatnd  290-77-^11,  Nmtiooal  Ceatcr  for 
I^^Semm  Finairrli  Depcrtmoat  HmIOu  Edootinn,  aad  Wcttkfttp  Final  Report,  p*  5. 
Jooaiy 

(/-if)  Raby.  O.  -TIm  Fatofo  Rola  of         Haalth  PtactHioaOT.**  ia  Ptyakam  mnd  N0w  Htmhh 
AactKbboflRT  tea0  far  tte  1900^  a  itafT  paper  of  fjbc  Itwfttnte  of  Medicine.  Waifaiagtocu  D.C 

.PL  99.  May  1979. 


C#42)  |haflraadB!yfao.Iac^-RavieiraadAaalyMofSlM 

nyyikf'Ti  riMieiefiti  aad  Noiaa  ^kactatBoaflca^*"  HRA  Coatxact  230-77^-001 1.  Natiooal  Ceater  for 
HeaMi  Scrvioea  ltta>arr!i  Daparaaeaf  of  HeaMi.  Edocatinn.  aad  Wdflua.  Fiaal  Report  pp.  ^  33, 
«Dd  Appeadix  to  Report  Janoaiy  197S. 
C/43)  TBa  Jboraaf  oTiifafa^MtfwiA^^ 
U&**Saauaerl97«* 

(M4)  Ameficaa  C-trlltuff  of  Niif  e  Ihfklwrw.  ""Pwerm  of  Legielatioa  aad  Actual  Ftactioe  of  Nufac- 

Ikfidwitey  ia  the  Umtod  StateaT  Jaaaaiy  1900 (nrimoogrmpbed)- 
(14t5>  Mdler  aad  Byjac.  lac^ -Ttev^ 

PhyikriBii  Aiwtants  aad  NafM  Ftactidoaen.**  HRA  Coatiact  23O-77-0011.  Natioaal  Ceater  fo? 

Health  Serrioea  Raeeaidt  Deptfonnt  of  Health.  Edacati^ 

laaoaiy  197S,   

WciifekL  W.  "Lioeasora  of  Piimaxy  Care  Pnctitiooeri.**  (Background  paper  for  A  Manpower 
PtoBcy  ftir  Ptiaiary  Health  Caie  for  the  laatitttte  rfModa;:iar)  pu  29  (ameographed)  Jaanaiy  11. 
1977* 

ii47y  TValth  Avociate  Law  12^1-101-1 15^  19ti9. 

(/-«)  Miner  aad  Byinc.lac^'Ttwicw  and  Aaaly» 

nuitrian  (liailiiHi  aad  Nane  PmctitBaaen.**  HRA  Coatnct  230-77-0011.  Natioaal  Center  for 
ic^-ric«  .RtiLiiu  Ti,  Departakeat  , of  Health.  Edncatioa.  aad  Wdfiue.  Fiaal  Report  pp- 

107-1 IX  Jaaaaiy  197S.  _     ,  ^ 

(149)  lfcfflleraadByfae.Iac..*TtefweafaadAaaly»ofStat»l^^ 

FhyfiTffl^  1^  ■■ilia  mi  aad  Kmm  PfcactitBoaera."  HRA  Cdatract  230-77-0011.  Natioaal  Center  for 

Iltallli  jii  MiLw  Fi  Mierrli  nrpaiTmmt  nf  Hmltfi  "  *^  '        —  ^-^"^  a^po^t  p  -74.  |2Q. 

Jaauaiy  197S. 

Oiadaate  Medical  Edacatioa  Natioaal  AdviKay  Omnniftoc  iaeerxin  Report  so  the  Secrattry  of 
I3fiEW:Waafasagtoa.I>.C^  DepaiHuuit of  Hcatt.  Edacatioa, aad  Welfiae.p> 257. 1979. 
€tsn  Gmdaatr  Ihtafical  Ertwraiy^  National  Adviaocy  Coaaniteee.  ntterim  Report  Co  the  SceniMiy  cT 

DHEW.-Wm^^ngUM^XXC^  I^pvaaeat of  Htaldi. Edacatioa. aad Weiftie. p. XV.  1979. 
(152)  Gxadaate  MocBcal  F-r*i"*^  National  Adviaocy  Coaaatttee.  latettm  Rtport  to  the  SemtMty  of 

I>HEW1  Washington.  D.C:  Dcpartanentof  HeaMi.  Edncarion.aad  Wdtoc  p.  136, 1979. 
(J53)  Schemer.  R.  M^  S.  G.  Yoder.  N.  WcieMd.  aad  G.  Raby.  -Phyeiciaaa  aad  New  Health 

Ptactitiooefa:  imea  for  die  IMCtzT  ^foy  16:  pu  <  FaU  1979. 
^iS4)  The  Taak  Fofoe  of  Ptefiatric  TAicatioa.  The  Futxm  oTPtsdimtrk:  Eduemtioo:  A  Report.  Evasston. 

llliBoi>:TaribForoeofFediatticEdacation.p.4S.4S,  1978. 
(J55)  The  Ta*  Force  of  Pediatric  F^tffra^^x  The  Ftoam  of  Arfiacrfc  ^luucMtkmz  A  R^xtrL  Evasston. 

IIlino«:Taek  Force  ofPedialxic  Edacatioa.  p.  46w  1978. 
056}  Roddy.  P.  Ttemiiteoieata  for  OtMjyne  for  1975-19901"  Pteeented  at  Anaoal  Meetii^  of  Operation 
-  Society.  New  Orleant.Loaiaiana.Ma^  1979. 
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NURSING 


by 

Katherine  B.  Nuck<mxs.  ILN^  Ph.D.' 


INTRODUCnON 

Nmaes  axe  a  steady  and  eminently  qualified  pool  of  professionals  for 
tbe  didivety  of  health  services  to  women  and  diildren.  Traditionally  they 
have  been  ocntral  to  die  delxveiy  of  these  services  and  peduq>s  have  more 

 cotttact-with-patients  thai^  any  other  sing^  groap  of  healdi  professicnials. 

X>ei^)ste\tl&s,  a  general  lack  of  miderstanding  of  the  vaiying  roles  that 
nimesJGIl  and  ihe  xange  <rf'inqJications  of  educational  difiEerences  within 
ti»#^  IwfAM^rw  mart*.  Thg  pmpoae  rfthis  p^>er  is  to  examine  these  matters 
as  &  basis  for  discussing  the  issues  zeiated  to  the  provision  of  more 
cnimpiciiensive  health  servibes  to  mothecsand  children. 

Appfoirhnalely  l,400i»00O  legbtered  muses  practice  in  the  United  States 
and  62  pexcent  of  diese  axe  enjoyed  in  ho^Hals.  About  8  percent  work 
xajgND^^JbcaUh  setSng^wbim  a  sigmficant  part  of  their  work  concerns 
^miitetni^^im^r^^iil^  masi^^  females, 

wHtnig  for  :salaxies  that  compare  poorly  with  salaries  in  less  slriUrd  and 
less  ze^KmaUe  male-dominated  occupations. 

Altbov^  this  profession  is  draninated  fay  nurses  ^n^o  are  dq>loma 
gi«daates  xrf*  ho^ntal  scImx^  they  axe  gradually  being  r^laced  by 
jyii^^ifl^  ficom  associate  d^ree  and  baccalaureate  programs^  many  of 
^«i4kom  seeic  advanced  degrees. 

AlduMigh  30  percent  of  nurses  are  not  woridng,  the  profession 
represents  a  s^ikificant  but  undenitilized  resource.  The  range  in  levels  of 
trmimmw^  jwiH  practice  has  placed  nurses  and  the  nursing  profession  in  an 
andbipniis  position  within  the  United  States  health  care  system.  (See 
Tabinland2.> 


'rrofriMnr  Chmpcnoa.  Brimaiy  Can,  Uuiwity  of  North  Csroliiia,  Sdnod  of  Nnniiig  and 
Member  or     Sdect  Rnicl  for  tte  Ftaoiocion  oTChild  HeiOth. 
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msrroRY  of  nursing 

The  amb^ai^  of  the  cuirent  position  of  nurses  and  the  niusing 
profession  is  rooted  in  the  hisuny  of  &e  profession  and  women's  ri^ts. 
^Nursing  as  a  defined  occupation  in  the  United  States  is  more  than  100 
years  -  okL  The  importance  of  nurang  for  the  health  women  and 
children  is  reflected  in  the  fact  that  the  earliest  formal  training  programs 
were  started  by  female  physicians  at  the  Women's  Hoqntal  in 
Philadelphia  and  the  New  En^and  Hospital  for  Women  and  Children  in 
Boston.  However,  the  opening  <rf'ho^ntal  schools  of  nursing  in  New  York, 


Q  800 

ERIC 


798 


New  Haven,  and  Boston  mailced  the  recognition  of  nursing  as  a  distinct 
and  moce  generalized  occupation. 

De^te  eaxty  attempts  to  tomalize  the  traiiung  of  a  new  grot^  to 
deliver  health  services*  the  training  of  nurses  remained  largely  i^>[nentice> 
ahi^  and  was  geared  to  the  health  proUems  of  the  times.  These  health 
problems  were  predominantly  acute  illnesses*  fever,  infectious  Mn^^^ 
and  trauma,,  which  required  intensive  bedside  care.  Rooted  in  the 
traditioos  of  the  church  and  militaxy  centers,  i^)praiticeship  training 
instilled  commitment  to  the  institution  and  wnquesf  w»g  deference  to 
physicians  despite  the  Ikct  that  nurses  oiiai  made  critical  decisions  and 
perfbnned  modical  services.  As  the  one  caretaker  who  was  always  there, 
the  ho^tal  nurse  was  summoned  to  jubstitute  for  every  sort  of  absence  or 
emergency  firom  the  kmdiest  housefcecping  task  to  delivering  babies, 
dispensing  drugs,  and  administering  anesthesia. 

PttUic  health  nursing  was  developed  eaify  in  diis  century  as  a  i,;rponse 
to  conditions  in  the  major  cities.  Industrialization  together  with  the  influx 
of  nearly  30  millioin  immigrants  between  1S40  axkd  1910  spawned 
tenements*  filth,  and  tnajor  qpidemics  with  concomitant  high  mortality 
and  morbidity.  liDiaiL  Wald's  wdMoaown  Henry  Street  Settlement 
^established  at  the  turn  of  the  century  in  New  York  provided  rf^wcfl^  and 
visiting  nurse  services — most  of  them  to  women  and  children.  In  addition, 
Waki  began  the  first  school  nursii^  program  in  1902.  During  September 
of  that  year,  10^567  chikiren  were  sent  home  firom  New  York  City  schoc^ 
for  health  reasons.  One  year  later  ^^len  the  school  nursing  priigram  was 
introduced  only  1,101  such  absences  occurred  (i). 

In  addition,  Wald  contracted  witii  the  Metropolitan  life  Insurance 
Company  to  provide  visiting  nurse  services  to  policyhcdders.  Starting  in 
1901,  the  service  grew  n^»dty  and  extended  to  other  cities.  By  1912,  589 
Jfcfetropolitan  -  life  Insmatnce^  centers  were  in  existence  and  insurance 
records  showed  a  7-peroent  decline  in  mortality  over  a  7>year  period 
among  the  pcdic^xolders.  The  most  significant  decline  was  19  percent 
among  infants  in  the  first  year  of  Hfc. 

Although  the  first  service  offered  fay  the  puUic  health  nurses  was  the 
administration  of  bedside  care,  they  soon  moved  to  preventive  care  and 
teaching  In  1913,  the  Bureau  of  Child  Hygiene  wss  established  in 
Newark,  New  Jersey,  and  offered  free  well-child  care.  The  centers  were 
staffed  by  graduate  nurses  who  taugiht  infant  hygiene,  health  siqservision, 
and  proper  care  of  infants.  By  1915,  despite  poor  living  conditions,  the 
infant  mortaliQr  rate  in  the  areas  serviced  by  tiie  clinics  was  significantly 
lower  than  in  other  areas  of  the  city.  The  nursing  staff  was  thereafter 
increased  to  12  nurses  and  served  half  the  city  with  the  backing  of  only  4 
half-time  physicians,  The  public  health  nursing  movement  grew  rapidly 
and  by  1919  nearly  9,000  nurses  were  engaged  in  visiting  or  public  health 
nursing  in  the  country  (/>. 

I>nring  the  1920*s  the  duties  of  the  public  health  nurse  included  the 
management  of  predominantly  publicly  spcmsored  infant  welfare  stations, 
investigation  of  home  conditions  that  affected  infant  mortality,  case- 
fmdin^  and  investigation  of  communicable  disease.  Mvately  sponsored 
visiting  nurse  associations  continued  to  provide  bedside  care. 
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The  miiltiplicity  of  activities  and  the  increase  in  pubUc  health  nursing 
aeencies  sometimes  were  met  with  antagonism  by  physicians  who 
pmeived  them  as  infringements  on  their  territory.  The  history  of  pubUc 
health  legislation  in  the  1920*s  reflects  the  growing  conflict  between  i^e 
public  health  movement  and  the  American  medical  estabUshment-  The 
Sheppard  Towner  Act  of  102\  was  passed  despite  opposition  from  the 
American  Medical  Association  and  resulted  in  the  establishment  of  the 
Children*s  Bureau.  However,  the  Biggs  Health  Center  Bill  to  provide  State 
aid  to  local  communities  for  pubUc  health  nurses,  physical  examination, 
and  school  health  services  was  defeated  because  of  similar  opposition  (2). 
During  the  Sheppard  Towner  Act,  child  health  agencies  existed  m  45 
States  and  Hawaii.  From  1923  to  1929.  public  health  nurses  made  more 
than  3.000,000  visits  to  mothers  and  4,000,000  infants  received  their 
services.  The  infant  death  rate  fcU  from  100  per  1.000  in  1915  to  69  per 
1,000  in  1928.  Despite  these  advances,  however,  efforts  to  renew  the  Act 
were  defeated  in  1929  as  a  result  of  political  conservatism  and  continued 
oppositionfromthe  American  Medical  Association  (/). 

In  1933  as  a  response  to  the  critical  needs  engendered  by  the 
Dcpressioi^  the  Federal  Relief  Administration,  the  Civil  Wo'ks  Adimms- 
tration,  and  the  Children's  Bureau  separately  launched  a  series  of  State 
and  local  nursing  programs  that  met  the  needs  of  unemployed  nura»  and 
at  the  same  time  provided  sorely  needed  community  services.  The  Social 
Security  Act  of  1935  further  involved  the  Government  m  the  provision  of 
both  health  services  and  the  training  of  health  personnel  and  has 
continued  this  policy  to  the  present. 

NURSING  EDUCATION  AND  CAREER 
DEVELOPMENT 

The  work  of  public  health  nurses  required  special  types  of  training 
beyond  the  therapeutic  principles  taught  in  hospitals  and  included  course 
work  in  sociological  and  economic  conditions  and  cultural  behets  of 
patient  populations.  Initially,  such  training  was  received  m-s«nacc. 
However;  by  1916  approximately  eight  coU«^cs  or  umversiUes  offered 

these  courses.  .  .  ^, 

Although  nursing  was  perceived  as  a  low-status  occupation,  early 
training  programs  attracted  many  women  with  impressive  abihty  who 
provided  leadership  in  the  development  of  nursing  as  a  profession. 

In  1919  the  Goldmai^c  Committee,  established  by  the  RockefeUer 
Foundation  to  study  nursing  education,  recommended  steps  that  would 
••professionalize"  nursing.  These  recommendations  included  special  tram- 
ine  beyond  the  basic  nursing  program  for  all  supervisors,  instructors,  and 
pi5>Uc  health  nurses;  the  development  of  university  schools  of  nursmg  and 
5ie  development  of  training  programs  for  subsidiary  workers;  and 
legislation  to  define,  regulate,  and  Ucen^e  such  subsidiary  workers. 

By  1925  25  colleges  or  universities  had  schools  or  <<cpt>rtments  pt 
nurang.  The  early  university  programs  were  developed  in  response  to  the 
Goldmrk  report  to  prepare  diploma  nurses  for  pubhc  health  nursmg. 
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wipctvi»k»w  and  toarhing  All  basic  tniniag  in  nunmg  was  ofTered  in 
liospftal  schools  of  mirsiiig  where  nursiiig  students  were  perceived  as  a 
sovroe  of  cbcmp  labor.  By  1927  registration  in  nursing  programs  peaked, 
which  created*  soipltts  of  nuxses.  The  D^ression  that  followed  left  many 
mmes  without  enqMoyment  and  the  number  who  enrolled  in  both  training 
pfograms  and  hospital  schools  nqiidly  defined. 

Worid  War  II  created  a  great  drmand  for  nurses  ^^uch  continued  into 
the  niid-1940rs  Mien  a  severe  shortage  of  both  physicians  and  nurses 
oocujoed.  This  ahoctage  was  created  by  a  combination  of  factors. 
Antibiotics  and  the  new  post-war  technology  coi^iled  with  ho^tal 
insurance  had  changed  the  spectrum  of  health  and  illness,  of  the  care 
required*  and  of  the  personnel  needed. 

Until  the  introduction  of  sulfa  drugs  in  the  1930^8  the  possibilities  for 
medical  intervention  were  limited.  For  many  nursing  care  was 

critical.  In  the  post-war  era  of  new  technology,  drug^  and  knowledge, 
physicians  were  able  to  woric  relatively  independently  of  nurses,  and  their 
contribution  to  the  outcome  of  illness  suddenly  Bedside  care 

brrsmr  less  important  to  the  puUic,  to  physicians,  and  to  nurses.  Growing 
Job  dissatisfaction  and  increases  in  alternative  esqdoyment  oppmtunities 
led  to^  defines  in  the  number  of  ho^tal-en^^yed  nurses  and  in  student 
enrpQment.  At  die  same  time,  a  more  afiQuent  and  informed  public  was 
demandii^  more  and  better  health  services. 

Efforts  to  set  and  mafntain  standards  in  nursing  education  were  first 
initiated  in  1917  fay  the  National  League  for  Ntusing  Education,  and,  with 
the  restmcturii^  of  other  national  nursing  oiganizations  in  1950,  the 
League  became  the  accepted  accrediting  body.  As  standards  for  curricu- 
lum and  -fiicuHy  improved,  hospital  administrators  increasingjty  fbtmd  the 
dyloma  s^kx^  a  financial  liability  and  one  by  one  ihey  were  dosed.  In 
15K27,^~2;O0O  hoqntal:  training  ftfograms  existed  and  only  367  were 
functioning  by  1977  (/).  Their  place  was  partfy  taken  by  baccalaureate 
programs  designed  to  provide  basic  nwsing  education  rather  than 
advanced  prqmration  for  trarlifng  and  siq>ervisi<»i.  These  baccalaureate 
pro^nms,  however,  did  include  training  in  public  health  nursing  in  their 
curricula.  The  shortage  of  nurses  became  increasingly  acute  as  the 
numbers  of  ho^talized  patients  increased  with  the  availability  of  ho^tal 
insurance.  In  an  effort  to  meet  this  demand,  2-year  terminal  associate 
degree  programs  were  developed  in  junior  and  community  colleges  and 
admissions  to  these  programs  quickly  exceeded  both  dq>loma  and 
university  level  programs.  Nurses  with  associate  d^rees  were  onginaUy 
conceived  of  as  tedmical  nurses  \i^ose  tasks  were  delegated  by  nurses 
with  baccalaureate  degrees.  Baccalaureate  degree  nurses  were  responsible 
for  care  planning  and  for  the  psychosocial  aspects  of  care.  In  practice  this 
differentiation  of  roles  did  not  occur. 

By  1971,  little  difference  was  found  in  the  functions  of  associate  degree 
nurses,  diploma  nurses,  and  bachelor's  d^ree  nurses  within  the  hospital 
setting  (S)  and  by  1977,  **the  original  conceptualization  of  the  associate 
degree  as  both  technical  and  terminal  [was]  to  all  intents  and  purposes 
abandoned**  ('f).  Furthermore,  the  lack  of  provisi<m  for  career  mobility  for 
associate  degree  and  diploma  nurses  was  causing  serious  problems.  By 
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1977,  7  percent  of  associate  degree  nurses  had  advanced  to  further 
craimng  in  bachelor's  degree  programs,  although  they  encountered 
considerable  difficulty  in  the  process.  Bachelor's  degree  programs  had 
increased  to  349  and  associate  degree  programs  had  increased  to  656.  The 
trend  toward  the  education  of  nurses  in  institutions  of  higher  learning  has 
continued,  as  have  the  efforts  to  standardize  credentials  based  on  the  level 
of  education  and  specialty.  ,  . 

A  1965  position  paper  issued  by  the  American  Nurses'  Associauon 
stated,  **The  education  for  all  those  who  arc  licensed  to  practice  nursing 
should  take  place  in  institutions  of  higher  learning;  minimum  preparation 
for  beginning  professional  nursing  practice  should  be  baccalaureate 
degree;  f«i«*iTninn  preparation  for  be^nning  technical  muring  should  be 
an  associate  degree"  (5).  In  1978,  the  Association  set  two  goals:  the 
naming  and  describing  of  two  levels  of  nursing  practice  by  1980  and  the 
implementation  of  the  classification  based  on  credentials  by  1985.  Implicit 
in  these  resolutions  were  different  career  entry  credentials  both  for  the 
nurse  with  the  bachelor's  degree  and  the  nurse  with  less  than  a  bachelor's 
degree  (6).  A  third  resolution  passed  at  the  1978  convention  specifically 
called  for  career  mobility  within  the  profession.  This  led  to  the  first 
concerted  effort  on  the  part  of  the  baccalaureate  programs  to  facilitate  the 
acquisition  of  Bachelor  of  Science  in  Nursing  degrees  by  bachelor's  and 
associate  degree  nurses. 


PROBUE^VfS  IN  EDUCATION  AND  UTILIZATION 

OF  NURSES 

Problems  in  the  systems  of  nursing  education  and  employment  arc 
related  to  the  strivings  of  the  profession,  the  legitimate  requirements  of  the 
universities  and  accrediting  agencies,  and  the  lack  of  coordination 
between  nursing  educators,  nursing  and  hospital  administrators,  and 
physicians. 

Before  World  War  II  physicians  taught  medical  science  in  almost  all 
schools  of  nuning.  As  more  nurses  became  qualified  for  faculty  appoint- 
ments, fewer  physicians  were  asked  to  teach  nurses.  By  1960.  the  National 
League  for  Nursing  actively  discouraged  the  involvement  of  physicians  in 
nursing  education.  It  was  believed  that  nurses  who  qualified  for  faculty 
positions  should  be  able  to  teach  all  the  medical  courses  necessary  for  the 
practice  of  nursing. 

These  efforts  to  establish  nursing  as  a  professioxt,  the  reduction  m 
experience  in  the  baccalaureate  and  associate  de^ee  programs, 
and  the  rise  of  classroom  learning  have  had  a  deleterious  impact  on  the 
relationship  between  nursing  and  medicine. 

By  1965  health  manpower  and  training  to  meet  the  increased  needs  of 
the  public  were  critically  short  of  the  demand.  Nursing  and  medicine  were 
hardly  communicating  with  each  other  and  each  profession  independently 
began  to  develop  new  types  of  education  programs  to  prepare  persons  to 
fill  the  breach. 
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Oinlod  None  Specialists,  Physicians' 
Aaststants.  and  Nune  PracdticMiers 


Master's  programs  i  m  -^u  began  to  emphasize  preparation  in  the 
ctinical  ^>ecaalitie$  rtX"-  -  in  teaching,  supervision,  and  nursing 
service  administrati<M&.  <  ..aiciu  uarse  ^ecialists  were  prepared  to  use 
advanced  theoretical  Lnowiedge  to  help  nursing  service  personnel  to 
better  assess  and  meet  patient  and  faxnily  needs.  Unfortunately  these 
nurses  met  with  difftculQr.  They  often  lacked  adequate  hospital  experience 
and  were  unprepared  to  cope  with  the  bureaucracy  and  problems  of 
management.  Because  they  were  employed  in  staff  rather  than  line 
positions,  th^  had  no  authority  in  the  ho^tal  hierarchy.  Furthermore, 
their  effcxts  to  initiate  changes  to  improve  patient  care  were  often 
perceived  as  threatening  to  the  power  of  entrenched  nursing  administra- 
tors which  created  a  rift  between  nursing  service  and  nursing  education 
personneL  In  addition,  i^ysicians  were  not  prepared  either  to  have  their 
orders  questioned  or  to  condone  alternative  methods  of  care. 

These  difficulties  mi^t  have  been  if  nursing  administrators 

and  physicians  had  participated  more  in  planning  for  the  education  and 
emfriki^nnent  of  clinical  specialists.  Althot^gh  programmatic  changes  have 
alleviated  sonae  of  the  problems,  acceptance  of  the  role  on  the  part  of 
physicians  and  ho^tal  administrators  has  been  slow.  Currently  many  of 
the  large  ho^tals  employ  cliniciil  specialists  and  find  them  effective. 
Regrettably,  however,  many  ho^ital  administrators  continue  to  regard 
them  as  unnecessary  and  expensive  frills. 

While  the  nursing  profession  was  attempting  to  upgrade  its  contribution 
to  the  health  services,  physicians  were  attempting  to  cope  with  the  health 
care  crisis  by  training  nurses  to  perform  some  of  their  ftmctions.  In  1965, 
Loretta  Ford  and  Heniy  Silver  started  the  first  pediatric  nurse  practitiotter 
program.  The  movement  caught  on  quickly  and  nurses  soon  doaionstrated 
that  th^  could  not  only  take  medical  histories,  do  a  physical  examination, 
and  manage  well-child  care,  but  they  could  also  manage  minor  acute 
iHmsses  and  stabilize  chronic  illnesses.  Soon  such  re^x>nsibilities  were 
extended  to  adult  care,  and  in  1970  a  Family  Nurse  Practitioner  Program 
was  started  at  the  University  of  North  Carolina  at  Chapel  Hill. 

Initially,  practitioner  programs  were  begun  under  the  aegis  of  private 
physicians  or  medical  schools.  Most  of  the  early  programs  recruited 
diploma  graduates  with  considerable  experience  and  did  not  offer 
academic  credit.  The  curriculuim  was  developed  and  taught  by  physicians 
and  focused  largely  on  physical  diagnosis  and  the  management  of  minor 
illness.  Applicants  were  generally  required  to  have  a  physician  as  a 
:q>onsor  who  would  serve  as  preceptor  and  guarantee  employment  when 
the  program  was  completed. 

In  rural  areas,  where  physician  shorta^s  existed,  an  effort  developed  to 
recruit  nurses  who  would  return  to  these  areas.  The  nurses  selected  were 
leaders,  nonconformists,  and  risk  takers.  These  nurses  did  weU  in 
undertaking  their  new  roles;  patient  acceptance  was  excellent,  and 
|:^iysicians  working  with  nurse  practitioners  became  enthusiastic  support- 
ers. 
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Ma«*y  nvne  educatocm  took  a  dim  view  of  the  |>ractitioner  mov.ment. 
At  tbe  1970  Americsn  Medical  Association  mectmg,  the  announcement 
that  lOlOOO  nurses  would  be  trained  as  physicians*  assistants  met  with 
raentment  by  the  nursing  establishment.  Nurses  had  barely  achieved 
professional  status  and  th^  objected  to  both  the  title  and  the  concept  of 


Nevertheless,  nurses  flocked  to  the  programs.  To  the  associate  degree  or 
diploma  nurse  who  would  have  difficulty  in  obtaining  a  baccalaureate 
dwee.  the  program  offered  not  only  education  but  also  a  chance  to 
iMrove  her  sUtus.  For  nurses  at  all  levcU  it  provided  medical  content 
necessary  for  effective  practice  that  the  basic  nursing  programs  la<dced. 
The  role  also  offered  increased  autonomy  and  an  escape  from  the  gnnding 
rotating  shifts  of  the  hospital. 

In  1968,  the  Division  of  Nursing  in  the  Department  of  Health. 
Education,  and  Welfare  funded  some  expanded  role  training  programs  on 
an  experimental  basis  and  in  1975  under  the  Nurse  Training  Act,  a  special 
section  of  the  Division  was  assigned  to  nurse  practitioner  training.  The 
guidelines  for  such  training  speofied  physician  participation  m  trauung 
msnuns  (preferably  as  codirectorX  affiliation  with  schools  of  nursmg,  or 
at  teast  a  qualified  nurse  as  codirector,  and  set  the  standards  for 
acceptable  program  length  and  amount  of  cltniral  practice. 

Dmite  the  initial  reluctance  of  nurse  educators  to  accept  the  concept  of 
niusepractitioner,  graduate  programs  l>egan  to  include  this  training 
because  they  were  partly  attracted  to  grants  and  to  commitment  to  the 


In  197a  Yale  University  began  the  first  program  to  prepare  pediatric 
nurse  practitioners  at  the  master's  degree  level.  In  1977, 61  master's  degree 
prograuns  were  offered  to  nurse  practitioners  and  certificate  programs 

^Amptance  of  nurse  practitioner  programs  at  the  master's  degree  level 
has  led  to  changes  in  undergraduate  curricula.  Increasingly,  traimng  in 
complete  physical  assessment  of  the  patient  is  being  mduded  m 
bacoslaureate  programs,  and  the  stethoscope  has  replaced  the  c^  as  a 
badfie  of  ofiRce.  (For  a  more  complete  discussion  of  the  staw  of  nurse 
ma^tioners  and  nurse  midwives.  please  see  ^TSTcw  Health  Professionals  m 
C3nld  and  Maternal  Health"  in  this  series.) 

The  foregcnng  developments  have  posed  problems  for  nursing  faculties 
must  incorporate  these  new  skills  into  their  teaching.  A  growing 
concern  has  surfaced  among  nurse  educators  that  they  are  not  receiving 
sufficient  ongoing  clinical  experience  to  adequately  teach  or  to  maintain 
basic  «if»iw  The  current  system,  however,  almost  excludes  nurse  educators 
from  ciinical  practice.  Idealty,  they  should  have  the  same  access  to  clinical 
practice  as  physician  faculty  members  in  medical  schools,  M/bich  means 
t^t  they  should  also  have  hospital  i^ypointments. 

Altbou^  joint  appointments  have  been  established  for  nurse  educators 
in  some^se  medical  centers,  this  procedure  is  rare  for  both  adnum^- 
tive  and  fisod  reasons.  The  hospitals  are  autonomous  and  current  billing 
procedures  do  not  permit  third  party  reimbursement  for  nursmg  services 
of  even  the  most  advanced  kind. 
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UadcrstMidably,  nitntag  ■choob  are  reluctant  to  release  faculty 
membm  for  patient  care  without  reimbursement  either  from  the  hospital 
or  tfarotti^  <lirect  billing  of  the  patient. 

Another  hurdle  to  overcome  in  nurstng  education  is  the  development  of 
faculties  that  can  meet  academic  standards.  As  noted  previousfy,  the  first 
nwae  educators  were  diploma  graduates  who  received  advanced  training 
In  trarhing  at  die  baccalaureate  levd.  As  the  baccalaureate  programs  were 
devdoped  to  provide  basic  education  for  nurses*  the  master's  degree 
programs  were  developed  to  pnpmn  teaAers  «id  artminfitratMS,  and  a 
mattrr^s  degree  became  Use  aoo^ted  credential  for  fgacfaing  in  universi^ 
schools  of  niiriing  During  the  seventies  the  profession  again  sought  to 
improve  the  status  of  both  its  practitioners  and  educators.  The  master's 
degree  programs  began  to  focus  on  the  pr^>aration  of  dinical  ^>ecialists, 
and  the  laxger  university  schools  have  b^;un  to  require  that  their  nursing 
ftcuity  have  doctorates. 

In  1920;  Oriombia  University  offered  the  first  doctorate  program 
specificaUy  for  nursing*  and  by  lS^6i»  14  programs  were  in  existence.  These 
programs  were  si^yported  at  first  by  predoctoral  research  fdlowshqps  and 
later  by  the  Nurse  Scientist  Program  which  heavily  subsidized  the 
*rF**'*^g  programs  of  the  rdated  disciplines  and  made  it  financially 
attractive  for  trsching  institutions  to  enroll  nurses.  The  first  nurses  to  earn 
doctorates  did  so  {ximarily  in  the  fields  of  education  and  were  primarily 
coocemed  with  providing  academic  leadership  and  unprovxng  nursing 
ffiniwg  juBd  service.  Thereafter,  an  increasing  number  sought  doctorates 
in  other  fidds,  especially  in  tfke  social  sciences  and  in  public  health.  In  the 
late  seventies*  a  markedly  increased  number  of  doctoral  programs  were 
oflRsred  in  schools  of  nursing  that  emphasized  the  development  of  a  body 
of  nursix^  knowledge  with  its  own  theoretical  base. 

Table  3  shows  the  dxstcibutiott  of  the  various  levels  of  educational 
attainment  among  nurses  in  the  United  States  in  1977. 

The  nurse  doctoraX  survey  conducted  in  I979-80  by  the  American 
Nurses  Association  identified  approximately  3,000  nurses  with  doctorates 
<7). 


OlplOfMI 

939.094 

67.0 

154.180 

11.0 

245.286 

17^ 

ITM  or  Doctorate 

63,073 

4^ 

Total 

1.401.633 

100.0 

REGIONAL  PLANNING  AND  HOSPITAL  NURSING 

In  1971^  the  Ajmerican  Medical  Associatioa  recommended  the 
dcvekyment  of  regioxialized  hoqntaI*based  newborn  intensive  care  units 
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(NBICU),   and   a   Uter   committee   rcprcaenUng  several  physicians 
assocUtions  identified  three  IcvcU  of  perinatal  care  within  rejpons 

In  the  level  I  or  community  hospitals,  the  number  of  deUvenes  is  too 
small  cither  to  justify  expensive  and  complex  obstetric  and  newborn  care 
or  to  attract  the  necessary  medical  and  nursing  staff.  In  urban  areas,  such 
sendees  are  or  ideally  should  be  consolidated  in  one  or  two  hospitals. 

Level  II  hospitals,  or  the  larger  urban  and  suburban  hospitals  where  the 
majority  of  deUveries  occur,  ideally  provide  a  fuU  range  of  services  for 
uncompUcated  procedures  and  for  the  majority  of  compbcated  obstetrical 
problems  and  certain  neonatal  iUnesses.  Level  III  hospitals  provide 
consulting  services  to  other  hospitals  and  take  referrals  of  compbcated 
cases.  Such  hospiuls  are  often,  but  not  always,  large  umversity  medical 

^'^AlSough  recommendations  for  services  for  older  children  have  not 
been  similarly  regionalized,  the  same  typology  can  be  apphed  to  pcdiauic 
care  Level  I  community  hospital  may  have  so  few  pediatric  patients  that 
children  are  admitted  to  roc  ^  within  adult  care  units.  In 
with  several  hospitals,  pediau  ic  facilities  are  often  centralized  m  one 
institution  and  level  III  hospitals  offer  the  most  sophisticated  pediatric 

^^urses  at  level  I  medical  units  may  have  limited  training  in  obstetrical 
or  pediatric  care  and  because  of  low  census  have  Uttle  opportunity  to 
maStain  or  improve  their  practice  in  these  fields  despite  the  contmuing 
need  for  such  skills.  In  level  II  hospitals,  it  is  recommended  Aat  the 
nursing  supervisor  of  maternal  and  child  services  have  an  advanced 
degree  in  obstetric  or  neonatal  nursing,  and  that  at  least  some  of  the 
professional  nurses  be  nurse  clinicians  or  clinical  nuree  speciabste. 
Because  of  the  shortage  of  nurses  with  advanced  degrees,  these  standards 
win  frequenUy  be  difficult  to  meet. 

The  level  III  hospitals  will  have  a  higher  proportion  of  nurses  with 
bachelor's  degrees.  Nurse  supervisors  or  clinical  coordinators  are  more 
likely  to  hold  master's  degrees  and  the  director  of  nursing  is  almost  certtm 
to  have  a  master's  degree  and  sometimes  a  doctorate.  In  such  a  staff  a 
reasonable  probabihty  of  finding  clinical  specialists  and  nurse  cbnicians 
exists. 


Changing  Roles  of  Hospital  Nurses 

Whether  in  effect  or  at  the  planning  stages,  the  nmsing  staff  needs  of 
hospitals  today  are  vasdy  different  from  what  they  formisrly  were.  New 
tecWogies  and  complex  procedures,  the  number  and  variety  of  medical 
spcciahs^  providing  Wvices  for  the  individual  patient,  and  the  large 
number  of  staff  persons  and  patients  within  a  single  hospital  require  new 
kinds  of  nursing  specialists.  .  _ 

At  the  end  of  the  professional  spectrum,  the  roles  and  rcsponsibihucs  of 
the  nurse  administrator  may  include  planning  for  future  needs,  coordina- 
tion of  nursing  with  other  hospital  services,  and  constant  crisis  "^t^^^" 
tion  in  addition  to  the  daily  management  of  a  service  cmploymg  hundreds 
of  personnel  with  a  multimilHon  dollar  budget. 

it* 

808  "-^  -  t» 


Tlw  amse  cKniciatt  is  genenOy  a  baocalauraite  nduate  who  has 
vmbmd  •drtitional  pnpustkm  in  a  «hoft-term  tpticimmtid  program  such 
as  inteasive  aaonatat  care.  As  a  middte  Icvdl  manager,  the  head  nune 
holds  a  ceatnd  poeitMm  in  the  delivciy  aiKl  ooovdinatm 

On  a  hypothetical  post  partum  unit  a  head  nuise  may  manage  an 
ammal  budget  of  $47S.O0&  and  dix«ct  30-15  auniqg  staff  members 
^rbo  at  the  vecy  nriirimum  provide  safe  care  for  an  average  of  24 
patients.  24  hours  a  day  every  day  of  the  year.  She  not  only  sees  that 
patients  receive  nursing  care,  but  in  the  physician's  abseiftce  carries 
om  the  macKcal  ftmctiops  of  giving  medications,  administering 
trrsafmcnts,  and  evahiatiqg  the  patient  for  any  changes  indicating  the 
need  for  tether  medical  intervention.  Iftoviding  leadership  is  also 
part  oTher  job.  so  that  new  grandparents  receive  explanations  when 
their  grandchild  is  iD.  the  single  parent  is  not  isolated,  and  sibling 
diaie  the  joy  of  *liavingm  baby^  (^>. 
At  the  other  end  of  the  spectrum  are  the  nurses  in  traditional  roles 
providing  bedside  care.  However,  the  bedside  care  they  are  currently 
«*P^<^  to  provide  is  now  highly  soplnsticated  and  technolo^cally 
complfiH  The  nurse  is  the  critical  person  who  translates  the  orders  and 
prondures  of  myriad  hospital  axid  mrdfral  mecialists  into 

mraningftil  procedures  for  the  patient. 

Whatever  her  role,  the  nurse  has  responsibilities  not  only  to  physicians 
and  hospital  administtation.  but  also  to  patiento  and  their  famililies. 
Although  for  many  patients  hospitalization  often  represents  only  a  brief 
episode  in  tin  Izvo.  the  hospital  experience  may  have  a  determining 
cfifoct  on  how  they  perceive  and  relate  to  health  services  years  later. 

Nurses  are  highly  eflbctive  in  providing  Ae  psychcrfogical  axKl  emotion- 
al  suppotl  to  lytimts  and  fimnlies  in  the  are  cr&es  which  often  accoiryany 
illness.  CfliJbos|Tifa1if  8  tion  "^"^^  iiiii|Mn  tsnctr  of  this  support  in  the  increasing- 
ly depersonalized  health  delivery  systems  in  the  United  States  cannot  be 
overlooked  because  studies  have  demonstrated  the  importance  of  the 
relationsliq»  between  illness  and  emotional  status. 


COMMUNITY-BASED  NURSING  TODAY 


The  public  health  nurse  was  once  the  key  person  for  maternal  and  child 
health  care  among  populatkms  most  at  lidc.  but  her  former  role  as  home 
visitor  and  case  fffider  has  declined  with  the  introduction  of  categorical 
fondtng,  expanded  requirements  for  accountability  for  time  under 
Medicaid,  and  expanded  services  for  the  elderly.  Of  particular  concern  is 
the  decrease  in  home  visits  to  new  mothers  during  the  first  postpartum 
weeks  when  they  axe  most  susceptible  to  learning  about  child  caxe. 
Categorical  ftmding  has  also  led  to  the  deveiopn»ent  of  specialty  clinics  in 
the  health  dyartment. 

Since  1972  some  health  departments  have  employed  nurse  practitioners 
to  deliver  personal  health  services  in  the  dinics.  and  considerable  numbers 
of  poUic  faeahfa  nurses  have  received  in-service  education  in  physical 


8'J7 


809 


■■■immnnf  mad  tcroenittg  proceduret.  This  trend  toward  providiag 
comot^bm^  primAnr  c«r«  m  hMhh  depwtmenu  tometime*  mecw  with 
cooSd««Me  mstaaoe  ftom  private  physicimiu,  althougli  m  tomt 
oommtmitses  it  is  wtXL  accepted. 


School  Nimliig 

The  deiEree  of  involvement  of  school  nurses  with  students  and  faculty 
varies  amss  the  country.  In  some  instances,  the  school  nurse  ts  the 
disoenser  of  bandakls  and  the  keeper  of  health  records.  In  other  instances, 
thes^ool  nurec  serves  as  a  health  educator,  student  health  counselor,  and 
as  consultant  to  staff  and  faculty  in  developing  health  pohcy. 

In  some  areas,  she  is  paid  by  ^  Board  of  Education,  and  m  oth^ 
areas,  contracts  between  ScBoard  of  Education  and  the  Board  of  H^th 
wwUc  for  fun-  or  part-time  nursing  services  for  the  schools.  Ifj»id  by 
Sc  Board  of  EducatSn.  the  nurse  is  more  likely  to  recove  the  cooperation 
Mother  school  staff  and  faculty,  but  will  be  less  hkely  to  have  the  peer 

sixxmort  of  health  department  nurses.  ,   ^  ^  .  . 

195a  the^aberof  nurses  employed  by  the  Board  of  Education 
has  increased  sharply;  in  197S.  over  41365  nurses  reported  school  nursmg 


In  1978,  thcAmerican  Nurses'  AssocUtion  af^mted  a  commission  to 
conduct  bearings  on  the  unmet  health  needs  of  children  andyouthm 
iSSoTaS^Lo.  Angeles.  Caiicago,  and  Washington, 
^^Snis  ideiSied  venereal  diseases  and  teenage  P?^nS51*^ 
itbnse.  anld  abuse  and  sexual  explottation,  suicide,  physical  •?5* 
^i^nts,  dental  problems,  nutritional  deficiency,  developmental  disabih- 

^^^SortS^  ti^T^ool  nurse  is  in  the  best  position  to  identify  or^p 
the  teachers  identify  children  with  these  P»^««JJ«*^  *^.!S^£L^ 

SfS^^nLS^S?^.^  fb/;?^tion  in  both^hc^th  and 
pediatrics  became  more  acute.  In  some  commmaities, 
S^SSSers  have  been  introduced.  A  stwty  in  Etenver  m  1972  (iO) 
SS«iiig  nnac  practitioners  with  regular  sdKKOnmses  noted  that  nurse 
^SSIrs  fociSd  more  sharply  and  iq>ecifically  m  thev  mam^gcm^ 
S^^fSLlth  probiems;  exdSJd  onty  about  half  as  n^ 
acbo3;  referred  about  half  as  many  pupils  for  consult^ons,  care,  or 
fortber  evaluation  because  their  management  ^ans  resolved  the 
Icms;  and  were  more  Hkcly  to  provide  specific  advice  to  paitmte,  rerol^ 
in  more  frequent  compliance  with  the  sc^iool  nurse  practitioners  i^u^Atk- 

°*lS^SneMeas physiciaiis have  opposed einploying nur^ 

schools.  Ncverthdess,  the  school  nurse  practitioner  dj^^ 

ed^^  in  physical  assessment,  added  knowledge  of  wdl-diild  care,  and 
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2MMty  to  identify  and  assess  factors  that  may  cause  learning  or  behavior 
problems  as  weU  as  those  causing  physical  disease. 


IVeis^hborliood  Health  CUnics 

COTiqwc>':-^ve  neighborhood  health  ^^liTiifHc^  whi<^  started  as  demon- 
stration prq;ects  by  the  OfKce  €rf*£conomic  Opportuni^  in  the  mid-1960's, 
have  been  another  oot-o^ho^tal  source  of  health  care  for  children  and 
luve  served  to  augment  public  health  and  hospital-based  clinics  in  inner 
ci^  areas.  From  the  outset,  they  have  relied  heavily  on  nurse  practitioners 
for  dehvexy  of  services. 


Rural  Heaftfa  Services 

Rural  health  services,  always  scant  at  best,  have  decreased  with  the 
drmisr  of  tbc  family  doctor,  and  despite  improved  roads  in  most  areas 
accessibihty  and  use  of  preventive  health  services  have  not  improved.  The 
Frontier  Nursing  Service,  which  began  in  1925,  has  demonstrated  the 
impart  that  nursing  care  can  have  on  rural  health  problems.  However,  it 
has  recently  been  observed  that  with  a  decline  in  the  number  of  preventive 
home  v^ts  by  nurses  from  Frontier  Kursing  Service  because  of  cost,  visits 
to  rural  health  nursing  clinics  have  also  decreased.  Medicaid  does  not  pay 
for  preventive  visits,  therefore  many  people  will  wait  until  they  are  ill 
rather  than  pay  out-of-pocket  for  preventive  visits — especially  if  the  clinic 
is  more  than  5  miles  away.^ 

In  the  197Crs,  rural  clinics  began  under  the  Division  of  Indian  Health 
Sendee,  the  .^spalacfaian  Regional  I>evelopment  Act,  and  the  Migrant 
Health  Act-  These  cHnics,  more  than  the  neighborhood  health  centers, 
have  relied  on  nurse  practitioners  to  deliver  care.  In  urban  health  centers 
pltysiciaxis  are  usually  available  to  siqyport  the  nurse  practitioner; 
however,  in  rural  clinics,  nurses  may  work  alone  with  only  telephone 
contact  and  a  weeldy  visit  &om  a  ph^ician. 

Efforts  to  settle  and  retain  physicians  in  rural  areas  have  had  limited 
effectiveness.  The  areas  may  not  be  attractive  for  setting  up  practice 
because  income,  social  life,  and  educational  opportunities  are  limited. 
Public  health  services  in  these  areas  are  also  limited. 

—  in  such  states  the  public  health  agency  is  often  dominated  by  the 
state  medical  society  ^n^ch  tends  to  inhibit  extension  of  governmen- 
tal programs.  Many  of  the  rural  health  departments^  moreover  are 
directed  by  semi-retixed  physicians  who  are  seeldng  an  easier  life  and 
are  not  inclined  to  move  out  and  blaze  new  trails  for  public  health 
improvements  (//>. 


'Penonal  '•■""■"^'w'***^  with  C.  Januaxy  &,  I9SO. 
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11.4  to  25.1  75^47.000  16.441  21.4 
2S.5to33.4  50.821.000  8.^  7.4 
34^  to  41.7  24.94O.O0O  3.563  14.3 
43.2  to  523  23.O91.O0O  2.981  12.9 

56.5  to  64.8  18,735,000   2.217  ^^-7 


Aim:)<  larinn-  Fmcta  About  Hunktg,  '•imm  YorK 


Thus  the  burden  shall  continue  to  fall  on  nursing  to  fill  the  gaps.  Even 
then  the  supply  of  pubHc  health  nurses  and  practitionets  falls  short  of  the 
need.  TaWcS  demonstrates  that  in  the  most  rural  States  the  ratio  of  nurses 
to  population  is  almost  half  of  that  in  most  urban  States. 


In  a  physician's  office  the  role  of  the  nurse  varies  and  may  range  frcMn 
that  of  receptionist  to  practice  coordinator  to  nurse  practitioner  ^o 
advises  patients  and  performs  both  nursing  and  medic^  servi«s.  The 
fimction  of  the  nurse  d«^ds  on  the  perceived  needs  of  the  mdividual 
physician.  In  some  instances  nurses  are  hired  on  the  basis  of  smtabihty 
and  attractiveness  because  some  physioans  do  not  reabze  that  a  well- 
nrepared  nurse  could  contribute  to  the  practice.  For  nurses,  work  m 
Si^e  practice  is  attractive  because  of  the  regular  woricmg  hours. 
Howeve^  because  of  their  isolation,  Httle  opportumty  exists  for  profes- 

^"^^SoSt'lt^'percent  of  nurse  practitioners  are  employed  by  private 
physicians  ( 12)  and  are  usualty  salaried-  In  some  instances  wh«i  a  nurse  is 
a  member  of  an  incorporated  practice,  her  income  as  a  share  of  the 
practice.  Practice  arrangements  and  assignments  of  jpati«its  aUo  vary 
kmong  practices.  At  times  she  has  her  own  groiqj  of  patients  that  she 
manages  except  when  she  refers  them  to  care. 

Noises  in  Heattb  Maintenance  Orgaidzations  (HMO's) 

^^^thin  health  management  organizations  the  role  <3€  the  nurse  maybe 
more  clearly  defined  so  that  her  nurang  skills  are  betu^  utihzod.  The 
HMCs  often  have  both  nurses  and  nurse  practitioners  on  their  stall. 


Standard  employment  or  utilization  of  nurses  or  other  health  practitkm- 
5  in  day  care  centers  across  the  country  does  not  exist.  A  survey  of  52 
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fk-rnscd  day  caze  centers  in  Bedcdky»  CaJiforma,  found  that  over  a  third 
of  the  centers  lacJfcd  a  designated  health  coordinator,  one-quarter  lacked 
wcfttea  health  giifdrlfnes,  and  ahnost  one-half  lacked  nutrition  education 
sendees  <i3>.  In  this  survey  it  was  also  reported  that  "a  large  majority  of 
yo^sng  cfaildcexi  in  current  day  care  centers  come  fiom  imdeiprivile^ed 
fitrnilies  and  probably  are  in  need  of  adequate  health  services.**  In 
addition,  many  fedeialty  funded  day  care  centers  are  now  enrolling 
handicapped  c^iildren,  and  stafif  mcn^bcrs  are  finequendy  ill  prepared  to 
deal  with  healthy  cU3dren  as  well  as  handicappted  children.  Some 
supervision  may  be  provided  by  public  health  nurses  but  this  is  usually 
incidental  to  their  total  care  load. 

A  few  nurses  have  taken  on  redes  as  consultant  health  providers  to  all  or 
part  of  die  day  care  centers  in  a  community.  These  nurses  are  able  to 
recognize  devekqnnental  delays  or  incqnent  problems  and  work  with 
parents  to  provide  the  proper  care.  They  counsd  day  care  staff  on  the 
management  of  behavior  problems  and  make  decisions  regarding  mothers 
calfing  for  sick  children  to  take  them  home.  They  can  identify  nutritional 
problems,  provide  preventive  services,  and  may  make  home  visits  to 
coonsd  parents. 

The  rede  of  nurses  in  day  care  centers  has  not  yet  been  fulfy  tested,  but 
their  potential  for  effective  screening  and  health  maintenance  is  great- 
Most  nurses  who  have  undertaken  the  day  care  consultant  role  are 
pediatric  nurse  practitioners  with  master's  degrees.  The  need  for  weU- 
prepared  persons  in  this  field  is  great.  However,  the  obstacles  to  such  a 
snvice  are  reimbursement  and  shortage  of  qualified  nurses. 


m 

The  needs  of  the  chronically  in  and  handic^Jped  child  are  unique,  and 
they  arc  very  often  not  met  in  the  current  health  care  delivery  system.  The 
special  needs  of  an  individual  patient  may  be  addressed  by  medical 
speciafists  s^Muately  but  often  a  lack  of  communication  between  these 
specialists  r^arding  a  six^e  patient  occurs,  in  many  instances  the  nurse 
practitioner  is  the  most  qualified  and  logical  person  to  coordinate  services 
of  all  kinds  for  tibe  handicapped  child. 

When  working  in  specialized  clinics  that  care  for  children  with  Aese 
conditions,  nurse  practitioners  serve  as  coordinators  of  medical  care  as 
well  as  providers  of  primary  care.  They  run  parent  groups,  counsel 
adolescents,  and  teach  nursing  and  medical  students.  They  make  home 
visits  and  serve  as  links  between  hospital  and  community  and  perform 
special  services.  In  one  spina  bifida  clinic  the  days  in  hospital  for  the  total 
patient  groi^  were  significant^  reduced  when  a  pediatric  nurse  practi- 
tioner—clinical specialist  was  in  charge  of  the  clinic 

Wurse  specialists  have  done  genetic  counseling  in  birth  defect  clinics 
and  provided  coimseling  for  parents  of  chronically  ill  and  handicapped 
children.  Pediatric  nurse  oncologists  have  also  demonstrated  their  value  in 
caring  for  children  with  cancer  and  bridging  the  gap  between  home  and 
hospitaL 
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Juvenile  Justice  System 

I>espite  the  fact  that  many  children  in  the  juvenile  justice  system  may 
have  suffered  abuse  or  sexual  exploitation,  may  be  drug  or  alcohol 
abusers,  have  venereal  diseases,  lack  immunizations,  and  have  auditofy 
and  visual  problems  and  learning  disabilities.  the>'  are  frcquenUy  almost 
totally  deprived  of  health  supervision  except  in  cases  of  emergency.  In  one 
such  center  in  North  Carolina,  a  pediatric  nurse  practitioner-^hmcal 
specialist  with  a  particular  interest  in  adolescents  provides  he^th  care, 
performs  total  health  assessments  including  physicals,  and  develops 
management  plans  including  foUowup  and  long-term  tracking. 


Commumty  Nursing  Clinical  Specialist 

The  care  provided  at  the  community  level  previously  described  has 
usuaUy  focused  on  segments  of  the  population  that  come  to  the  center  or 
clinic.  Outreach  into  the  community  from  such  centers  is  currently  very 
limited.  Formerly  the  public  health  nurse  performed  both  services.  In  1974 

Sheps  ^jyji^^t      f^ji^  an  official  or  imofficial  health  agency  which 

is  cleariy  taking  on  the  task  of  monitoring,  protecting  and  restoring 
the  health  of  the  population;  it  is  not  a  simple  matter  to  find  one  that 
is  placing  proper  emphasis  on  prevention,  and  reflects  m  its 
program,  the  understanding  that  there  are  major  forces  m  the  way 
people  live  that  affect  their  health.  These  are  the  problems  which 
public  health  must  address  in  the  future  by  encon:ipassing  the  whole 
area  of  environment,  patterns  of  living,  and  opportunities  for  the  fuU 
development  of  human  beings  both  physicaUy  and  mentally. 
To  achieve  such  objectives  pubUc  health  services  must  be  mtqgrated 

with  personal  health  services.  Practitioners  must  be  trained  to  think  on 

two  levels  and  address  both  individual  and  aggregate  needs. 

The  skills  necessary  to  deal  with  ^gregates,  particularly  multiple 
aggregates,  are  different  from  those  needed  for  clinical  practice. 
/SShough  some  persons  may  be  prepared  to  function  effectively  at 
both  levels,  it  is  questionable  how  realistic  such  an  expectation  could 
be  In  the  past,  failure  to  recognize  this  distinction  has  led  to  neglect 
or  merely  superficial  development  of  skills  for  dealing  with  deciaon- 
making  at  the  aggregate  IcveL  Learning  these  skills  is  as  denuuodmg 
and  time-consuming  as  developing  advanced  clinical  skills.  There- 
fore, within  service  settings,  it  seems  reasonable  to  have  both  types 
of  skills  represented  on  the  staff  (i4).  ,  ,      ,  r 

This  situation  requires  preparation  at  the  master's  and  doctoral  levels  of 
two  complimentary  groups  of  nurses:  .        ^  -  r 

•  Direct  care  practitioners,  who  are  specialized  m  the  care  ot 
families  and  duldren,  with  some  basic  training  in  aggregate  level 
skills  and  planning  ...  ^         ,  . 

•  Public  health  nurse  specialists  with  trainmg  m  aggregate  analysis 
and  policy  development  with  some  basic  clinical  skills 
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N^iusiiig  Researcb 


A  significaiit  amount  of  research  in  nursing  practice  is  a  recent 
development,  which  has  been  fostered  by  the  grants  program  in  nursing 
research  of  the  U.S.  Public  Health  Service  Division  of  Ninsing.  This 
oiganization  was  established  in  1956  and  was  spurred  by  commitment  and 
recognition  on  the  part  of  the  nursing  profession  that  only  through  the 
development  of  a  scientific  base  for  practice  can  the  professional  ixnage  of 
nursing  be  enhanced.  Nursing  care  cannot  be  improved  imtU  scientific 
accountability  becomes  as  much  a  part  of  nursing's  tradition  as  humani- 
ta'"^'"^^^™  is. 

As  nursing  moves  ever  more  rapidly  into  its  rightful  place  in  health 
care  delivery,  as  nurses  take  an  increasing  responsibility  and 
authority  for  patient  care  the  demand  for  proof  of  our  contribu- 
tions will  become  more  and  more  severe  (J5). 
Nurses  have  developed  and  implemented  innovative  ap>proaches  to 
patient  care  and  support,  and  not  surprisingly  have  researched  the 
effectiveness  of  these  new  procedures  or  programs.  In  the  maternal  and 
child  health  field  they  include,  among  others,  the  effectiveness  of  prenatal 
and  "•parenting"'  education,  family  centered  nursing,  breastfeeding,  new- 
bom  intensive  care  procedures,  pr^>aration  of  hospitalized  children  to 
cope  with  frightening  or  painful  procedures,  and  nutrition  of  hospitalized 
children. 

Priorities  for  nursing  research  can  be  classified  into  five  major 
categories:  (1)  theory  development  to  explain  differences  in  the  processes 
and  outcomes  of  care;  (2)  studies  of  the  impact  of  the  provider  process  on 
health  status;  (3)  studies  of  organizational  models  of  health  care  delivery 
and  their  relationship  to  the  process  of  care;  (4)  questions  concerning  the 
cost  benefit,  productivity,  and  reimbursement  of  systems  of  care;  and  (5) 
the  relationship  of  curriculiun  in  nursing  education  to  the  needs  of  the 
delivery  systems  for  maternal  and  child  health. 

NURSES  AND  THE  PERCEIVED  NEEDS 

wrrmN  the  health  deuvery  system 

The  term  "primary  care**  first  appeared  in  the  literature  in  the  late 
1960's  to  describe  a  void  in  personal  health  services  caused  by  increasing 
specialization  and  the  disappearance  of  the  family  doctor-  The  term  has 
been  deHned  by  the  Etepartment  of  Primary  Care  at  the  University  of 
North  Carolina  School  of  Nursing  as  follows: 

Primary  Care  is  a  range  of  services  delivered  for  the  most  part  in 
ambulatory  and  home  settings  to  meet  the  majority  of  needs  for 
personal  health  care  of  individuals  and  groups-  It  focuses  upon  the 
assessment  of  health  status,  the  prevention  of  diseases  and  disabih- 
ties,  and  maintenance  of  health-  CKents  are  assisted  in  the  manage- 
ment of  significant  life  events,  minor  illnesses,  chronic  disuses,  and 
nonspecific  ^rmptomatic  complaints,  with  referral  for  specialty  care 
as  ncMMied. 
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Contemporary  nurses^  cspecdalty  those  with  bachelor's  degrees  and 
training  as  nurse  pxractitioners^  arc  ideally  suited  to  provide  primary  care 
as  well  as^  community  and  outreach  services.  Nevertheless,  barriers  to 
broadening  their  participation  in  both  primary  care  and  public  health 
services  exist. 

These  barriers  are  both  overt  and  covert,  are  sometimes  related  to 
nurses  and  their  roles  vis-a-vis  physicians,  but  most  of  these  barriers  are 
related  to  power,  control,  and  reimbursement.  Although  some  of  these 
perceptions  are  changing,  the  barriers  remain,  and  those  that  pervade  the 
field  of  nursing  in  general  also  pervade  the  maternal  and  child  health  field. 

Issue — Career  Enftiy  Reqairemeiits  and  Credentials 

In  1978,  the  American  Nurses'  Association  resolved  that  as  of  1985,  the 
bachelor^s  degree  will  be  a  requirement  for  entry  into  professional 
practice.  Associate  degree  and  diploma  graduates  would  be  termed 
^^technical  nurses.^  This  dual  credentialing  is  ia  accord  with  historical 
attempts  to  professionalize  nursings  but  because  it  presumes  two  levels  of 
hcensure  and  employment,  it  will  be  difficult  to  implement. 

Associate  degree  and  diploma  nurses  have  opposed  this  dual  system  for 
fear  that  they  will  be  disenfranchised.  At  the  same  time  many  of  them 
have  appUed  for  or  entered  bachelor's  degree  programs.  For  the  older 
diploma  nurse  with  an  established  family,  the  system  has  created  problems 
related  to  career  development  and  the  difficulties  of  returning  to  school  to 
acquire  the  requisite  degrees,  A  number  of  States  have  ^xmsored  outreach 
programs  to  enable  these  women  to  upgrade  their  professional  status. 

Two  different  cate-jories  of  practice  must  evolve,  and  until  they  are 
made  clear  through  public  statements  and  other  means,  confusion  will 
contintie  regardinj?  the  competence  of  nurses.  With  the  clarification  of  the 
different  levels  of  nursing  to  the  public  and  within  the  medical  professsion, 
some  method  must  be  devised  to  ensure  the  competence  of  professional 
nurses  as  they  increase  the  performance  of  new  methods  of  health 
promotion  as  well  as  the  duties  that  were  once  the  exclusive  purview  of 
physicians. 

The  existence  of  multiple  kinds  of  basic  nursing  education  programs 
leading  to  licensure  has  created  tremendous  confusion  regarding 
iniTiiTTial  preparation  necessary  to  assure  the  safe  and  effective 
practice  of  nursing 

Issue — The  Fundiiig  of  Narsmg  Education 

The  recommendation  to  make  the  bachelor's  degree  a  requirement  for 
entry  into  practice  will  require  the  development  of  programs  to  upgrade 
associate  degree  and  diploma  nurses.  Although  the  number  of  schools 
offering  RN/BSN  (registered  nurse/bachelor's  of  nursing  science)  pro- 
grams is  increasing,  the  demand  for  admission  already  exceeds  the 
available  openings,  and  as  noted  previously  the  Istck  of  the  higher  degrees 
presents  a  formidable  barrier  to  career  mobility.  In  addition,  if  program 
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ffmdfng  is  provided  for  nondegree  certificate  programs  for  nurse  midwives 
and  nurse  jjractitioncrs,  every  effort  should  be  xoade  to  arran^  academic 
cre*t  for  the  labor. 

Althou^  it  might  be  argued  that  enough  roistered  nurses  exists  the 
need  for  more  nurses  with  master's  and  doctoral  degiee^  is  critical  in  some 
parts  of  the  country.  The  number  of  nurses  with  postgraduate  d^rees  is 
currently  insufficient  to  provide  the  leadership  and  research  needs  within 
the  profession* 


Issue — Access  to  Oinical  Experience 

Nursing  administrators^  educators,  and  students  do  not  have  sufficient 
access  to  clinical  experience,  e^>ecialfy  in  obstetrics  and  i>ediatrics.  The 
competition  from  medical  students  and  pl^sicians  for  space  and  accessi- 
bility to  patients  is  keen.  Medical  faculties  who  control  medical  center 
facilities  logically  give  preference  to  medical  students  and  physicians.  The 
result  is  that  nursing  students  often  find  themselves  traveling  as  far  as  100 
miles  a  day  for  clinical  experience.  When  nursing  programs  can  pay  for 
clinical  CApeileuce>  they  can  often  find  it.  However^  the  system  is  at 
present  inequitable,  and  steps  should  be  taken  to  provide  nurses  and 
nursing  students  with  greater  access  to  patients  and  practice. 

Issue — Credentialing  and  Ucensiiig 

Because  of  ^e  development  of  new  categories  of  health  care  profession- 
als and  their  accompanying  role  realignment,  established  systems  of 
credentialing  and  licensing  have  become  outmoded  and  inadequate  to 
meet  current  needs. 

The  credential  issues  of  particular  concern  to  nursing  at  the  present 
time  include  the  development  of  new  State  practice  acts  and  certification 
for  specialty  practice.  Because  of  the  overlap  between  nursing  and 
medicine,  both  the  licensing  and  certification  procedures  for  nurses  are  of 
concern  to  physicians. 

To  make  licensing  procedures  responsive  to  innovations  in  health 
promotion  and  maintenance,  it  has  been  recommended  that: 

Licensing  board  membership  should  be  diversified.  Public  members 
need  to  be  appointed  in  sufficient  numbers  to  have  real  impact  on 
board  decisions.  Members  of  health  professions  other  than  those 
licensed  by  the  board  should  be  ^^^pointed  to  all  health  licensing 
boards.  (This  latter  feature  often  is  imposed  on  less  influential 
professions,  eg.,  placing  physicians  on  nursing  boards,  but  should 
also  work  the  other  way,  placing  nurses,  p>odiatrists  and  others  on 
physician  licensing  boards*)  The  result  of  diversification  should  be  a 
balance  of  power  preventing  both  undue  restrictions  and  expansions 
by  the  profession* 

For  mid-level  health  professions  with  rapidly  changing  roles  in  the 
health  system,  the  law  ^ould  incorporate  institutional  definitions  of 
scope  of  practice  for  expanded  role  duties*  One  should  distinguish 


carefully  the  use  of  a  general  delcgatory  statute,  where  the  scope  is 
up  to  the  supervisor,  firom  an  institutional  statute  ( /  7). 
This  latter  term,  -institutioiial  statute."  refers  to  the  employing 
institution.  It  would  be  better  changed  to  an  agency  or  board  such  as  a 
State  practice  committee.  Such  a  committee  should  have  equal  rcpresento- 
tion  ftom  medicine,  nursing  and  health  administrators.  It  should  be 
autonomous  and  have  the  power  to  make  decisions  without  ramification 
by  interested  professional  associations.  The  result  would  be  legal  recogm- 
tion  of  innovation  without  the  necessity  of  repeated  and  cumbersome 
legislative  revision.  -  r- 

Traditional  Ucensing  procedures  have  foctised  on    mputs    of  both 
institutions  and  education  of  persons  under  consideration  for  licensmg. 
Sxich  inputs  included  experience,  training,  and  performance  evaluations. 
However,  with  the  rapid,  changes  in  the  health  manpower  field,  it  might  be 
more  realistic  to  measure  output  or  outcome- 
Existing  nongovernmental  approaches  to  monitoring  the  quahty 
of  health  practitioners  should  be  integrated  into  the  healing  arts 
licensing   activity.    For    example ...  performance    evaluation  by 
hospital  review  committees,  third  party  review  mechanisms  and 

publicly  accountable  review  committees  As  health  licensure 

becomes  more  flexible  and  innovative,  'output'  oriented  quality 
control  becomes  imperative  to  supplement  the  'input*  orientation  of 
traditional  licensure  (/7). 


Issue — Who  Will  Control  Nursing 

This  qiiestion,  although  inextricably  enmeshed  in  the  issues  of  creden- 
tialing  and  financial  reimbursement  (sec  below),  is  of  such  importance  as 
to  w^rant  examination  as  a  separate  issue.  The  issue  mcludes  consider- 
ation of  the  territoriality  and  the  scope  of  nursing  practice,  the  mdg>en- 
dent  practice  of  nursing  and,  most  importantiy,  the  consumer's  nght  to 
access  of  information  and  choice  of  care  providers. 

Significant  areas  overlap  between  the  practices  of  medicme  and  nurang- 
WithSe  expanded  technological  developments  in  medicme.  many  of  the 
procedures  formerly  defined  as  the  sole  prerogative  of  physicians  have 
been  delegated  to  nursing-  These  procedures  include  the  use  of  the 
thermometer,  the  taking  of  blood  pressure,  and  more  rocenUy  the 
administration  of  injections-  In  the  1950's  much  discussion  focused  on 
whether  nurses  should  begin  administering  intravenous  fluids- 

Conversely  many  functions  that  were  within  the  purview  of  nursing 
have  been  assumed  by  medicine.  The  most  notable,  of  course,  is 
midwifery-  In  the  early  part  of  this  century,  it  was  roc^nized  by 
physicians  that  they  probably  caused  more  deaths  m  childbirfli  ^an 
midwives  did.  IronicaUy,  this  realization  caused  them  to  upgrade  their 
obstetrical  practice  and  virtually  drive  out  midwifery  as  a  separate 
profession.  In  1912,  J.  Whitridge  Williams,  professor  of  obstetrics  at  Johns 
Hopkins  Medical  School,  wrote: 

If  it  appears  necessary  to  reform  anything,  here  is  the  opportumty. 
Why  bother  with  the  relatively  innocuous  midwife  when  the  ignorant 
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doctor  cjiiwo  quite  mx  raany  absatuUiy  unneoessaxy  deaths?  From 
the  nature  of  ihiiigs  it  is  tmpowihie  to  do  away  with  the  physiciaxi, 
b«t  he  inay  be  edocaled  itt  time;  while  the  midwife  can  eventn^^ 
abolialied,  if  necessary 
Sifnilaity,  the  nmsing  Trxtition  of  providiiig  infant  care  through  public 
hraltfa  normg  and  tihe  FBdoctioa  of  infimt  mortality  in  the  eaxfy  years 
dr.iiM  wislrated  to  physicians  that  they  were  backward  in  their  knowledge 
and  pcactioe  of  infimt  care.  When  pediatric  medicine  became  a  viable 
tprirmhy^  xmmbeis  of  pobfic  health  nnrscs  were  reduced  and  jdrysicians 
became  Ae  pinne  health  providers  for  children.  In  tiie  first  issue  of  the 
Journal  c£  PcdsaXrics^  Jcibn.  Lovett  Morse  urged  |rf^sicians  to  take  part  in 
the  chBd  health  movement.  He  wrote  **it  is  necessary  for  oar  own 
preservation  to  do  so.  If  we  do  not,  the  public  authorities  win  take  over" 

Oeqpite  current  concerns  aboot  licensii^  procedures  and  rai^dfy 
cha  nyiig  ndes  of  health  providers,  a  current  movement  in  pediatrics  to 
increase  the  scope  of  training  for  fdiysiGians  in  child  development  and 
bdiawior  exists,  'winsAi  has  been  a,  mtqor  area  of  the  master's  degree 
programs  in  pediatric  nursing  for  over  10  years.  Atthou^  inyrovement  in 
mffdiral  training  in  this^^eid  can  scarcely  be  faulted,  it  does  raise  questions 
aboot^idiat  market  it  will  serve  and  whether  it  is  cost-efTective. 

JDiscassloa  is  increasing  within  nursing  concerning  the  ind^>endent 
practioe  of  nuning,  and  a  few  nurses  have  opened  their  own  offices. 
Largefy  they  confine  their  services  to  nursing  and  are  careful  to  avoid 
Infnngrment  into  medical  treatment.  The  independent  nurse  mainly 
asBsts  '^people  in  their  individual  self  care  practices  in  regard  to  their 
status  of  heakh"  (2iy  The  development  of  tbc  indepcadent  practitioner 
has  been  aided  by  the  increased  abifity  of  nurses  to  peifoim  i^ysical 
assessments  as  a  result  o€  the  rural  practitioner  movement.  In  some 
insTances,  nurses  make  referrals  to  i^^sicians  or  they  leave  the  choice  of  a 
physician  up  to  the  patient.  With  the  expansion  of  independent  nursing, 
referral  networks  will  probably  expand  also. 

Independent  nursing  practice,  as  diflferentiated  £rom  nurse  practitioner 
practice  in  satellite  c^ixucs  with  physician  backup  services  and  mr^im} 
pcotocab»  has  met  with  opposition  among  some  physicians.  Donald  D. 
Ptjoe»  MJ[>.>  stated  in  an  address  to  the  Organization  of  State  Medical 
Association  Presidents  that  tbey  must  **tzy  to  avoid  the  independent 
practice  of  muse  practitioners  at  all  costs.  Nurse  practiti<mers  are  not 
educationally  or  psycholoi^calfy  prepared  to  handle  all  situations  in 
medical  care.**  (He  failed,  of  course,  to  note  that  neither  are  physicians.) 
Such  statements  reveal  a  lack  of  understanding  of  the  differences  between 
medical  and  nursing  practices. 

Nevertheless,  in  some  instances,  consumers  are  choosing  nurses  as  their 
primary  health  care  providers.  This  occurrence  is  especially  true  of 
pregnant  women  who  are  increasingly  seeking  nurse  midwives.  In 
addition,  evidence  suggests  that  a  growing  number  of  people  are  seeking 
advice  on  how  to  manage  everyday  medical  problems  in  a  health- 
promoting  way . 

Most  of  the  services  pnxivided  by  independent  nurses  are  not  reimbursa- 
ble through  third  party  payment  systems.  An  irrefutable  indicator  of  the 
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growing  need  of  patients  for  independent  nursing  services  is  that  patients 
are  willing  to  pay  for  them  out  of  pocket. 


Issue — CoDSomer's  Ri^  to  Choose  Type  of  Heahh 
Care  Provider  and  Imfivkhial  Practftioner 

The  consumer  movement  in  health  care  together  with  an  increased 
public  awareness  and  sensitivity  to  health  issues  as  well  as  dissatisfaction 
with  medical  treatment  and  resources  has  led  many  to  seek  unconvention- 
al treatment  such  as  the  recent  case  involving  a  child  with  leukemia. 

Much  of  this  dissatisfaction  is  caused  by  the  d^>ersonalized  care  in 
hospitals,  clinics,  and  sometimes  jAysicians*  offices.  The  depersonaliza- 
tion of  hospital  health  care,  as  a  result  of  increased  specialization  of 
physicians,  and  the  complexity  of  hospital  procedures  and  intense  activity 
within  hospitals  have  caused  people  to  feel  lost  in  the  system.  Problems 
with  unconventional  treatment,  on  the  other  hand,  include  risk  of 
^i^i^igT.^^  quackoy,  and  victimization  of  the  patient.  Although  the 
patient's  ri^t  to  choose  is  imdeniable,  he  should  also  have  a  right  to  know 
and  dioose  from  alternatives  to  physician  care  among  conventional, 
licensed  health  care  providers. 

The  public  imag?  of  the  nurse  is  misleading  and  the  public  does  not 
have  a  dear  imderstanding  of  the  roles  of  n-»jses,  nurse  practitioners,  and 
midwives  either  in  oroutof  ho^tals.  , 

Young  graduate  nurses  fed  that,  d^pite  their  hard  work  and  their 
sometimes  subtle  but  valuable  contributions  to  patient  and  staff,  they  are 
neither  noted  nor  rewarded.  Staff  nurse  loyalty  is  spKt  three  ways — to 
hospital  administration,  to  physician,  and  to  patient.  The  patient  often 
comes  last  because  physician  and  hospital  administration  have  greater 
Tx>wcr  to  reward  and  discipline. 

Many  nurses  are  leaving  hospitals  because  they  are  prevented  from 
giving  pcisonalized  professional  care  by  a  system  that  fircqucndy  depnves 
them  of  the  autonomy  to  set  their  own  professional  priorities.  In  one 
instance,  a  successful  program  instituted  by  a  nurse  clinical  specialist 
serving  as  a  p^chiatric  liaison  nurse  for  pediatric  units  was  attacked  by 
the  medical  staff  as  having  the  wrong  priorities. 

Over  a  period  of  months  nurses  (woridng  in  the  pediatric  umts) 
emerged  as  confident,  knowledgeable  and  vocal  participants.  They 
lost  their  usual  reticences  in  offering  ideas  and  were  proud  to  claim 
results  of  their  woric  This  view  was  shared  by  the  parents  who  gave 
the  nurses  enthusiastic  praise  when  discussing  their  children  with 
medical  staff.  Tension  grew  among  a  small  groi^  of  resident  staff 
who  refused  to  adcnowledge  the  nurses'  e3q>anded  role  in  the 
psychological  aspects  of  care.  They  accused  the  nurses  of  "taking 
over,-  of  resisting  physician  leadei^hip . . .  (and  saw)  the  increasing 
appreciation  of  psychosocial  factors  as  a  devaluation  of  their  work  in 
physical  treatment  (22). 
When  the  clinical  ^>eciaiist  nurse  who  devdopcd  the  program  was  on 
vacation  a  chief  of  service  demanded  that  she  be  discharged.  Only  her 
threat  to  sue  the  hospital  and  the  director  of  nursing  saved  her  job  and  the 
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fimgiAMiu  Other  smTtlHr  cocamples  demonstrate  the  best  of  ho^ntal  nursing 
and  die  zisk  oCsocceas. 

Oi  ^die  positive  skle,  syrtems  of  primary  nursing  are  being  introduced  in 
■SOMMP  Jkispif  als  which  wfll  proivide  continoity  of  care  by  one  nurse  for  each 
firtirm  during  -the  lio^>ital  stay.  A  sufficient  number  of  nurses  with 
hfhrlqf*s  dcgpnecs  to  SXL  saA  positions  win  go  far  to  alleviate  the 
.4fpf  I  ffifnali?]!?**^*     *rffTy  m  hi'mpitalff. 

Ouxentiy,  howevex^  lew  people  know  ^gfwmgh  about  pcimary  nursing  to 
drmaml  it,  and  manr)^  ho^stal  administrators  are  primarily  interested  in 
q»**wtg  costSL  FurAermoR,  inqdementatkm  of  a  system  of  primazy 
pmaiiig  lequiics  nursii^  s^>ervisoBS  and  admiimtrators  who  are  educated 
Wt.  bodk  musii^and  persomftd  administration. 

■  ''■Tbet  'Totc^  of  tfie  nurse  practitioner  in  ambulatoiy  care  is  even  less 
undecatood  by  consmuets  ^wbty  often  are  not  aware  of  the  potential  of 
nuae  practitioners  in  coBabocative  practice  with  pl^sicians  and,  there-*  ' 
fbti^do  not  ask  for  practitioner  services.  In  some  nurse 
pcactitionecs  have  become  the  prefegied  care  providers,  and  in  at  least  two 
instsncrs^  were  fired  because  they  due&tened  the  i^tysicBans'  self-esteem. 

donsideiable  evidence  suggests  that  partnersfaqjs  between  physicians 
and  nurse  practztionecs  provide  better  care  for  more  children  than  either 
disci^iue  can  provide  by  wocking  alone.  Federal  support  for  such 
practices  would  undoubtedty  increase  the  effectiveness  of  the  joint  nurse 
practitioner-physician  ^spioach. 


Issue — ISforses  anf  Preventfye  Health  Care 

Growing  interest  in  preventive  :Lcaltfa  care  for  the  reduction  both  of 
iDness  and  costs  of  illness  has  raised  many  issues  which  remain 
naxescrfved.  These  issues  include:  Who  are  the  most  suitaUe  and  qualified 
persons  to  provide  preventive  care?  What  are  the  most  suitable  institution- 
al means  through  which  this  care  can  be  provided?  And  how  will  health 
professionals  be  reimbursed  for  such  care? 

While  recognizing  the  importance  of  prevention,  physicians  have 
focused  their  activities  on  curative  care,  with  the  possible  exception  of 
perinatal  and  wrfl-child  care.  Curative  methods  tend  to  be  quick  and 
efficacious;  however,  preventive  care  tends  to  be  time  consuming  and  the 
results  are  not  immediately  demonstraUe.  Many  of  the  current  jnoblems 
related  to  child  health,  sudh  as  child  abuse  and  adolescent  contraception, 
require  time  and  counseling  that  physicians  are  neither  trained  nor 
inclined  to  give.  "Interest  in  income-providing  or  efficiency  enhancing 
health  services  is  in  profound  conflict  with  values  of  prevention,  even 
more  so  with  those  of  health  promotion"  (2Sy, 

Nurses  are  ideally  suited  to  provide  preventive  health  care.  Many 
a^>ects  of  this  care  are  a  major  part  of  the  history  of  nursing,  beginning 
with  midwifery,  well-baby  clinics,  and  the  education  of  mothers  and 
others  responsible  for  ^lild  health.  Today,  the  counseling  and  educational 
services  irnmiicd  for  preventive  care  require  training  in  psychology  and 
other  social  sciences  which  are  already  a  part  of  nursing  curricula  and 
eA|>eneiice. 
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Issue  Tlie  Future  of  tbe  Nurse  Practitiouer 

About  12.000  nurse  practition«s  have  beca  traced  m  ^  ^^1^^^ 
the  first  nurse  practitioner  training  program  was  stated.  This  i«P^^^^ 
coLiderable  rL>urce  for  maternal  and  child  care.  nuise  Pf^<««^ 
can  manage  80^90  percent  of  all  health  c^-e  visits  of  "^f  ,  ^^^^ 
also  contt^ute  substantially  to  the  care  of  chrom<ally  lU  **p^«^^i^ 
practitioner  can  provide  care  which  was  previously  unavailable  and  arc 
dierefore  highly  regarded  by  their  patients  and/or  parents. 

TutotedSmScongrisional  Budget  Office  study  comparmg  new 
health  professionals  with  physicians  found  that  nurse  P^J^}'^^,^^ 
65  percent  more  time  per  patient  visit  than  physicia^  and  that  ho^ly 
cosS^ere  about  one-third  to  one-half  of  those  of  P^V^'^,'^^^ 
study  reported  that  nurse  practitioners  in  private  care  practi^  mcreased 
the  number  of  patients  seen  and  that  the  quaUty  of  care  based  on  dhiess 
outcome  and  patient  satisfaction  equalled  that  of  physicians.         ^.  _  , 

Babies  cared  for  by  nurse  midwives  weigh  more  and  a^ust  to 
extrauterine  life  faster,  premature  babies  are  fewer,  }^.J^^,,^ 
neonatal  deaths  occur  even  in  populations  at  considerable  nsk  (24).  Also 
the  incidence  of  prematurity  decreases,  more  prenatal  care  is  adminis- 
tered, and  foUowup  care  is  better  when  provided  by  midlives. 

The  descree  to  which  nurse  practitioners  and  nurse  midwives  can  make  a 
contribu^n  to  the  health  care  of  mothers  and  children  wiU  <^5P^^?^^^f 
ability  of  nurse  practitioners  to  survive  a  nsmg  nde  of  phyacians^ 
resis^ice  and  reimbursement  mechanisms  and  the  r^hzatton  on  the  part 
o?^hcymakers  that  a  large  increase  in  the  number  of  P^y^^^^^ 
neiSer  economic  necessary,  nor  desirable  to  meet  the  primary  health  care 

needs  of  the  coimtry.  ,  *       .  .  ^ 

A  number  of  Stie  medical  societies  have  openly  opposed  revKions  of 
nurse  practice  acts  to  update  nursing  services  and  phj^cians  are  acuvely 
opposing  nurse  practitioner  endeavors  to  reord  -  care 

Issue  Third  Party  Payment  and  Reimbursement 

Central  to  the  question  of  reimbursement  for  nursing  services  are  three 
goals  of  pubHc  pi>licy  regarding  health  care.  These  goals  are  to  jmsurc 
focSsibihtv  quality,  and^easonable  cost  of  care.  The  current  sj^tem  of 

e^vely  interferes  with  the  achievement  of  these 

"^^^Sl!^^  accessibility  is  limited  by  regulations  that  hmit  reimbur«- 
ment  to  physician  prescribed  treatment,  do  not  provide  payment  for 
piS^LntivJ^Sre,  and  support  the  physioan  as  the  sole  ^^O^  P^mto  ^ 
medical  system  Except  for  out-of-pocket  payment  by  patiimts  and  af ew 
^^cS^ed  undef  the  rural  health  bill,  no  access  to  fee-for-service 
payment  for  nonphysician  health  providers  esdsts. 

T^ese  regulation^  not  only  interfere  with  the  development  of  mdepan- 
<i«?^sin|pLctices,  they  iso  inhibit  employment  of  nurse  P^^«f 
brprivate  physicians.  If  the  physician  must  personally  see  and  approve 
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tbterapy  for  each  patieat  seen  by  a  nurse  practitioner  (current  Medicare 
regulations)  no  economic  advantage  exists  in  employing  one. 

Requirements  that  make  the  availabtlity  of  professional  nursing  services 
conditional  on  the  r^r^>mwt*0'r%A»twn  of  a  physician  restrict  freedom  of 
ciftoioe  for  consumers  and  frequently  prevent  them  from  receiving  needed 
care.  Hds  st^mlation  is  a.  paxticnlar  fnoblem  for  home-bound  patients  and 
prisons  in  kn^term  care  fEicilities. 

By  denying  third  party  payment  for  preventive  and  health  prromotivc 
aexvioes  tbe  quality  of  care  is  sever^  restricted.  Neitfaer  collaborative 
pfayskaan-nurse  practices  c^fering  oomprehmsive  health  care,  nor  innova- 
tive preventive  services  Ibr  scho<^  day  care  centers,  and  the  ddetiy  are 
likefy  to  devek^. 

The  proldcms  of  limitation  isf  third  party  payments  for  nursing  service 
extend  into  tfaeiiospitals.  Currently,  nursii^  service  buckets  are  inflated  in 
hospitals  because  they  are  often  combined  with  costs  for  linen,  auto 
maintenance,  and  public  relations  as  well  as  costs  for  nonprofessional 
nursii^  services.  An  established  and  monitored  uniform  budget  procedure 
siioakl  identify  true  costs  of  services  by  prcrfessional  nurses  within 
institutions. 

The  obfcctions  to  third  party  payment  for  ncaquhysician  aiui  preventive 
services  stem  from  the  national  concern  with  cost  of  care,  lack  of  belief  in 
the  efficacy  of  preventive  and  pnnnotxve  services,  and  the  lobbying 
activities  of  the  American  Medical  Association. 

In  the  long  run,  some  form  of  national  health  insurance  must  be 
dev^oped  to  Hbecate  all  healtfa  providers  from  the  trap  of  the  fee-for- 
service  system  ^^tii<^  requires  jrf^^cians  to  be  businessmen  and  deprives 
the  public  of  needed  health  services. 

By  now  it  has  become  evident  that  the  contributi<m  of  nurses,  acting 
independent^  or  in  coQabofntion  with  physicians,  is  both  economically 
and  clinically  effective,  and  that  the  nurse  in  some  instances  has  become 
the  preferred  pranaiy  care  provider. 

The  current  system  of  reimbursement  prevents  the  development  of  a 
self-sufficient  and  autonomous  group  of  effective  nonphysician  health 
professionals,  hinders  the  patient's  ri^t  to  choose  his  practitioner  unless 
he  pays  for  the  service,  and  sapports  a  health  ddivery  system  which  is 
highly  q>ecialized  (curative  rather  than  preventive)  and  extremely  e^q^en- 
sivc- 

Hospital  nurses  should  be  reimbursed  directly  for  the  sp»ecial  services 
that  they  provide  such  as  counseling. 

Reimbursement  should  be  based  on  the  salaries  of  the  lowest  cost 
credentialed  provider.  Reimbursement  should  be  made  according  tr  the 
service  rendered  and  should  be  paid  directfy  to  the  qualifiec  nd 
credentialed  person  providing  the  service. 

CONCLUSION 

An  available  pool  of  health  professionals  falls  into  the  cat^ory  of  muse 
despite  a  wide  range  of  differences  in  training  and  competency.  Although 


the  nurses  <^  today  are  sucoessofs  to  the  nurses  of  the  turn  the  century, 
many  of  them  have  gone  far  beyond  the  traditional  rotes  of  the  jMx^vider  of 
bedside  care.  At  the  same  time,  the  bedside  caue  required  of  those  /who 
continue  to  provide  such  care  has  become  more  complex  and  specialized. 

De^Hte  the  preparation  of  many  nurses  in  sldBs  and  Trrhniqurs  that 
closely  resemble  those  of  physicians  or  that  overUqp  physicians*  and, 
<lcspite  their  being  clinically  and  economically  more  effective  than 
physicians  under  certain  circumstances,  nurses  are  still  r^arded  as 
supplementary  to  or  extensions  erf'  the  |^^sicaan*centered  health  care 
system  as  it  currently  exists  in  the  United  States. 

The  major  issues  that  must  be  resolved  to  increase  nursing  participation 
and  improve  the  effectiveness  of  nurses  in  the  provision  of  services  for 
mothers  and  children  include: 

m  Recognition  among  the  public,  hospital  administrators,  and  other 
health  professionals  of  ibc  training  and  competence  of  nurses  in 
many  and  diverse  ^>ecialties  and  their  ability  to  provide  quality 
care  both  in  and  out  crf'ho^^tals 
e  I>evelopment  of  health  ddrvery  systems  that  focus  on  the  needs  of 

patients  rather  than  the  disciplines  of  providers 
m  The  need  for  nursing  to  nkorc  dearfy  differentiate  levels  of 

practice  and  ways  for  achieving  them 
e  Reexamination  and  restructuring  of  outmoded  credentialing  and 
licensing  ^stems  to  g^ve  appropriately  prepared  nurses  mocc 
autonomy  and  allow  more  independent  practice 
m  Ijcgislative  and  fiscal  support  for  alternatives  to  i^ysician  care 
including  nurses,   nurse  practitioners,  nurse  midwives,  social 
workers,   nutritionists,  physical   ther^>ists,   psy^ologtsts,  and 
trained  home  visitors 
m  SxxppoTt  for  the  visiting  public  health  nurse  concept,  especially 
among  those  segments  of  the  population  that  are  most  in  need  and 
who  have  no  ea^  access  to  heal^  facilities 
e  Reimbursement  procedures  that  will  allow  nurses  and  other 
nonphysician  health  professionals  to  be  reimbursed  independently 
through  public  and  private  third-party  payment  systems 
•  Increased  Federal  su|^>ort  for  doctoral  pieparation  for  nurses  and 

for  musing  research 
^  Inclusion  of  nurses  in  health  policymaking  boards  and  committees 
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REFU:cnONS  ON  MATERNAL 
AND  CHELD  HEALTH  PROGRAMS 
REVIEWING  THE  LTTERATURE: 

1975-80* 

by 

Oeorce  a.  Silver.  M.D.^ 


INTOODUCnON 

Over  the  past  S  years  the  striking  characteristic  of  the  public  health 
a^>ects  of  maternal  and  child  health  has  been  the  dearth  of  new  and 
imaginative  d^elopments*  With  certain  notable  exceptions,  the  excellent 
bibliographic  review  published  in  1974  (1)  and  the  analytic  review  of 
Newbcrgcr,  Newbcrgcr,  and  Richmond  (2)  are  as  timely  as  they  were 
when  published.  The  exc^ticnos  are  in  the  field  of  midwifery  and  home 
births,  where  a  tempest  is  brewing  on  philosophical  and  humanistic  as  weU 
as  on  scientific  and  technological  grounds^  and  in  child  abuse  and  neglect, 
for  which  there  is  a  burgeoning  literature  fi-om  a  wide  range  of  disciplines 
that  offers  insights  into  what  had  been  earlier  perceived  as  a  medical  and 
public  health  {dienomenon. 

Hven  the  l^^slative  arena  has  shown  little  interest  in  the  public  health 
aspects  of  maternal  and  child  health  so  that,  whfle  some  efforts  hav^ 
focused  on  more  extensive  child  health  service  legislation,  with  the  single 
exception  of  Public  Law  94—142,  the  Education  for  All  Handicapped 
Children  Act,  little  has  been  accomplished*  The  latest  proposed  legisla- 
tion, the  Child  Health  Assurance  Program  (CHAP),  languishes  in  the 
Congress;  one  or  two  similar  bills  have  not  had  hearings.  Some  State 
activities,  however,  deserve  mention.  Connecticut  made  a  gingerly  effort 
in  1980  toward  improving  school  health  services.  Many  other  States  are 
moving  rn  this  direction,  including  Pemisylvania,  Utah^  NTorth  Dakota, 


^Bmmod  upoo  «a  axmoCaled  biUiogn^hy  pcc^iaied  fay  X>r.  Silver  snd  Rjiyxnood  Bonot:  supported  by  a 
0rntf3^omtfae^IMk»ftlCelUB^IbrHcftl^  I  R03KS  04 145-01. 

The  fticiCT  or  books  refemd  ^  ^  tf^^  t«»  ^  —g^L^i  mwm  wwi#  tK^  "pfy  rtrr  ttTpir^Mr,  Tt^  mrt  thry 
nocemmrify  the  best  to  be  foamd  m  the  liteniturc  to  fltnsmte  the  points.  However^  tb^  do  exempbfy 
icportiflg  ttt  a  more  or  less  gsndom  selection, 

^Ptal^ssor  oTPol^  Hesltfa*  Yale  UnivcrsiQr  Sdwol  c^Mecfic^ 
oT  the  Institiition  for  Social  aad  Pcrficy  Soidies. 
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and  New  York.  In  addition,  the  Southern  Growth  Policies  Board  has 
undertaken  a  study  of  .the  status  of  children  in  the  South  which  has 
emphasized  data  collection,  but  with  the  ultimate  goal  of  reforming  social 
policies  regarding  children  including  health  policies. 

Other,  more  promising,  initiatives  include  the  Robert  V/'ood  Johnson 
Foundation  ^idiich  has  funded  statewide  efforts  to  improve  maternal  and 
t4%itA  health  care  in  rural  areas  and  school  health  service  innovations 
across  the  country.  Congress  ordered  the  Department  of  Health,  Educa- 
tion, and  Welfare  (DHEW),  now  the  Department  of  Health  and  Human 
Services  (DHHS),  to  establish  a  Task  Force  (The  Select  Ptod  for 
Promotion  of  Child  Health— PX.  95-626,  Sec.  21 1  (2XA))  to  review  and 
recommend  improvements  in  child  health  services  and  programs. 

From  the  standpoint  of  social  philosophy,  the  most  important  publica- 
tion in  the  past  5  years  was  the  report  of  the  Carnegie  Council  for 
Children  (5).  The  report  emphasizes  social  improvement  as  the  key  to 
improved  health  of  children.  It  takes  the  position  that  tinkering  with  the 
syn^toms  of  delinqtiency,  drug  abuse,  and  morbidity  does  not  deal 
effectively  with  the  problems  MTilgjts  more  funds  are  made  available  for  the 
family,  better  education  for  poor  children,  and  a  national  policy  of  social 
support.  Keniston  does  not  ignore  the  need  to  improve  existing  health  care 
programs  for  children,  but  believes  these  can  never  succeed  entirely  or 
make  serious  inroads  into  the  problem  unless  the  larger  social  issues  of 
poverty  and  discrimination  are  eradicated. 

Although  the  need  for  more  and  better  social  support  for  children  is 
recognized,  the  improvement  of  health  services  may  be  importaxit — if  only 
because  such  improvements  will  strengthen  the  resolve  of  child  health 
advocates  and  lead  the  way  to  other  changes. 

Maternal  and  chUd  health  services  have  in^roved,  as  evidenced  by 
recent  statistics  (4).  Large  investments  have  been  made  by  the  public 
sector  in  health  programs  for  mothers  and  children.  Attitudes  regarding 
social  commitment  to  children  have  changed  somewhat,  particularly  in  an 
increased  sense  of  responsibility  for  the  poor  and  helpless.  However, 
important  gaps  still  exist  in  service  availability  and  delivery  for  segments 
of  the  population,  leading  to  disparities  in  lev^  of  health  status  (4). 

In  addition,  the  risks  have  shifted  over  the  last  decade,  as  have  the 
agents  of  risk  pow  recognized  as  contributing  to  the  ill-health  of  children 
and  to  infant  mortality.  These  risks  include  the  increasingly  younger  ages 
at  which  women  bear  first  children — particularly  teenage  and  unmarried 
women — which  is  associated  with  higher  rates  of  infant  morbidity  and 
mortality  as  well  as  with  social  and  jjsychologjcal  disadvantages.  Drug  use 
among  younger  children  is  increasing,  as  are  sexual  activity,  associated 
venereal  <K^^^,  and  cigarette  smoking. 

The  uneven  distribution  of  health  care  resources  and  facilities  has 
continued  to  result  in  discrepancies  in  health  status  among  poor  children, 
minorities,  and  the  geographically  isolated.  Furthermore,  the  lack  of 
universal  eligibility  criteria  for  medical  care  skews  the  distribution  of  such 
caie  in  other  ways  as  demonstrated  by  the  inappropriate  use  of  preventive 
services  and  lack  of  availability  of  such  care  for  those  'who  most  need  it. 

I^nalty,  increasing  recognition  of  the  dark  side  of  parental  responsibili- 
ty—child n^lect  and  abuse — has  taken  place  in  the  past  decade.  Child 
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abuse  and  ne^ect  had,  of  course,  been  noted  in  earlier  years,  bowever, 
feoeally  increased  concern  is  evidcat  in  the  accumulation  c€  information 
,  and  literature;  in  the  cstabHshnifnt  of  a  data  coUection  and  dissemination 
center;  in  the  publication  of  a  journal;  and  in  a  series  of  national  and 
miemational  conferences  sponsored  by  organizations  concerned  with  the 

De^te  increased  concern  for  the  health  and  well-being  of  children, 
however,  a  summary  of  the  findings  and  recommendations  of  Sheldon 
White,  et  aL  is  still  applicaUe.  It  should  be  noted  in  any  assessment  of  the 
state  of  maternal  and  child  health  and  used  as  a  cunrent  guide  for  change 
and  improvement.  **There  is  dear  evidence  that  s^nificant  health  risks  to 
children  and  particolarly  to  poor  children  persist  despite  the  general 
improvements  in  American  health  over  the  last  century^  (tf).  The  idea  is 
repeated  in  the  later  comprehensive  article  by  Newbcrgcr  et  aL:  **Rcview 
of  the  nature,  quality  and  distribution  of  child  health  services  demon- 
strates a  systemic  inabifity  to  reach  and  treat  diildren  most  in  need  of 
tfaem^C^ 

The  White  report  associates  certain  social  and  enviromnental  factors 
with  poor  and  minority  children.  These  include  the  greater  disabling 
maternal  factors  that  contribute  to  higher  infant  mortali^  and  maternal 
morbidity,  as  well  as  mortality,  housing,  nutritional,  and  environmental 
risk  factors  that  contribute  to  the  greater  susc^tibiUty  of  poor  children  to 
infectious  disease  and  other  health  problems.  The  White  report  strikes 
immodiately  at  the  central  issue:  **The  Federal  Government  does  not 
invest  in  children  in  ptopoitiou  to  their  numbers.  The  basic  reason  for  this 
difference  is  that  national  policy  has  accepted  provision  of  a  ininiri^'m 
levd  of  health  services  as  a  ri^t  for  the  aged.  Such  a  right  does  not  exist 
for  children'*  (O-  Other  factors  noted  in  the  report  that  reduce  the 
resources  available  to  the  diildren  in  need  include  the  entrepreneurial 
nature  <^  medical  practice^  lack  of  research  in  the  special  social  and 
environmental  factors  affecting  childhood  illness,  and  the  lack  of  bold 
advocacy.  Such  advocacy  would  principally  emphasize  the  economic  and 
social  advantages  that  would  accrue  if  appropriate  and  high  quality  health 
care  were  made  available  to  all  children.  Improving  child  health  means 
improved  adult  health  status. 

In  addition  to  pointing  out  the  needs  and  gaps  in  delivery,  the  White 
Tepcrrt  attempts  to  evaluate  existing  programs  from  the  point  of  view  of 
their  effectiveness,  however  limited  their  objectives.  Government  pro- 
grams come  under  heavy  criticiCTti  for  failing  to  undertake  sufficient 
cxitisal  evaluation  and,  when  evaluation  is  done,  for  being  relativ^y 
inefifective.  Lack  of  coordination  is  mentioned,  as  are  spotty  coverage  and 
inappropriateness  of  goals.  **One  clear  need  Is  for  models  which  combine 
medical,  psychological,  and  educational  diagnoses  and  treatments;  the 
failure  of  Head  Start  and  FoUow  Throu^  to  become  truly  int^rated  and 
conqnehensive  does  not  bode  well  for  other  atten^>ts,  such  as  the  newer 
parent— child  center  projects"  (/)- 
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The  Newbcrgcr  and  Richmond  report  emphasizes  "the  new  morbidity" 
more  than  the  White  report  does»  and  includes  the  **increasingly  important 
symptoms  of  familial,  social,  and  behavioral  distress  as  child  abuse, 
accidents,  and  childhood  smcidc.*'  Furthermore,  the  Ncwbergcrs  attempt 
to  carve  out  an  area  of  child  health  policy  distinct  from  national  health 
policy,  in  recognition  of  the  effects  on  health  or  medical  care  programs 
when  adtilt  and  child  needs  compete  for  resources.  The  White  report  also 
touches  on  the  need  for  separate  health  policies  for  children  in  its  final 
recommendations:  '^o  what  extent  will  reforms  and  revolution  in  the 
larger  health  care  delivery  system — national  health  insurance,  consumer 
advocacy  and  control,  new  organizational  forms  such  as  prepaid  group 
practice — have  a  greater  long  run  (or  even  immediate)  impact  on  the 
health  status  of  children,  individually  or  as  a  group,  than  programs 
si>ecifically  designed  for  (and  directed  at)  children?"  (  /)- 

Newbergcr,  Newberger,  and  Richmond  (2)  present  a  comprehensive 
review  and  include  information  on  the  status  of  child  health  in  the  United 
States  today,  the  social  and  environmental  context  of  child  health,  the 
current  conceptiuU  basis  of  child  health  care  as  well  as  the  actual  and  the 
alternative  proposals  and,  based  on  these,  program  recommendations  for 
improvement. 

To  b*  gin  with,  they  agree  that  child  health  improved  from  1964  to  1974, 
but  that  the  improvement  has  not  reached  all  children  or  brought  benefits 
equally  to  ail  children.  Furthermore,  certain  morbid  conditions  (accidents) 
have  not  improved  at  all,  and  some  new  grave  concerns  have  emerged — 
behavioral  and  psychophysiologic  illnesses-  Most  serious  is  the  relative 
failure  of  services  needed  and  continuation  of  noxious  factors  among  the 
poor  and  minority  group  children,  so  as  to  leave  them  behind  in  the 
general  advance.  Poverty  and  minority  status  represent  continuing 
powerful  deterrents  to  equit>'  in  child  health,  as  evidenced  by  lower 
immimization  rates,  more  malnutrition,  and  higher  infant  mortality. 
Because  malnutrition  is  associated  with  prematurity  and  low  birth  weight, 
which  are  associated  with  brain  damage  and  mental  retardation,  and 
because  lesser  availability  of  health  and  medical  care  services  also  means 
lesser  opportunity  to  repair  the  damage  of  these  factors,  the  children  of  the 
poor  and  minority  groups  are  in  double  jeopardy. 

There  is  a  sad  recital  of  continuing  preventable  disease  because  of  lack 
of  immunizations  among  certain  population  groups:  diphtheria  among 
Chicanos  and  Indians;  pertussis  and  polio  among  the  poor.  Oespite 
mandatory  immunizations  prior  to  school  entry,  preschool  children  are 
proportionately  less  well  protected  and  suffer  the  consequences.  "Even 
though  the  prevalence  of  handicapping  conditions  and  their  antecedents 
in  childhood  illness  is  disproportionately  greater  among  the  poor,  only 
15.7  percent  under  17  from  families  whose  annual  income  is  imder  $2(XX) 
visit  a  physician  during  a  1-year  period,  as  compared  to  53.9  percent  and 
57.6  percent,  respectively,  of  children  whose  family  income  is  $10,CXX)  and 
above  and  $15,000  and  above.**  More  than  economics  is  involved  in 
failure  of  the  poor  and  minority  group  children  to  receive  needed  care  or 
preventive  services.  The  organization  of  the  health  care  service  system- 
including  access  and  arrangements,  lack  of  educational  outreach  activi- 
ties, and  language  barriers — predisposes  to  lesser  utilization. 
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Baste  policies  with  r^ard  to  child  health,  including  lack  of  universal 
eligibility  criteria,  needs  and  means  tests,  and  State  discretionary 
authority,  hamper  equitable  distribution  of  services.  And  American 
patterns  of  variety  and  heterogeneity  of  programs  (**pluralism'0»  special- 
ization, fragmentation  of  programs,  the  entrepreneurial  nature  of  medical 
practice  (^ee-for-service**  and  ^^solo*^  individual  character  of  the  practi* 
tioners,  and  emphasis  on  freedom  of  choice  militate  against  universal 
provision  of  services. 

Newbcrger,  Newberger  and  Richmond  conclude,  **Wbcrc  the  means 
exist  to  ameliorate  or  eradicate  health  problems^  such  means  do  not 
equitably  reach  and  serve  the  poor  and  nonwbite.  ^ 

They  are  stem  about  the  possibilities  of  a  two-class  system  of  care, 
sometimes  euphemistically  described  as  ^^targeting^:  ^VKfacn  services  are 
provided  for  the  poor,,  they  frequently  n^lect  minimal  needs  for  privacy, 
dignity,  and  convenience,^  Poverty,  they  point  out,  is  not  given  adequate 
consideration  as  a  causative  factor  of  illness  bemuse  it  is  rarely  the 
immediate  cause  and  because  the  conditions  it  may  give  rise  to  are  less 
Ukety  to  affect  the  majority  of  children.  These  conditions  are  thus  of  lesser 
concern  to  the  larger  society  and  the  health  establishment.  Nevertheless, 
diseases  concentrated  among  the  poor  (such  as  lead  poisoning)  affect 
greater  numbers  of  children  than  some  illnesses  that  receive  great 
attention  (like  polio)  but  attack  higher  income  families  as  well  as  the  poor. 

One  important  contribution  of  the  Newberger  compilation  is  the  strong 
emphasis  on  both  the  poverty  and  minority  etiology  of  illness  and  the 
environmental  sources  of  morbidity  and  mortality.  From  this  topic,  they 
proceed  into  discussions  of  illness  phenomena  that  are  socially  and 
interpersonaUy  derived.  The  recommendations  therefore  deal  with  the 
irrationality  of  the  current  structures  for  child  health  and  more  recently 
recognized  relationships*  They  want  a  more  orderly  ^rstem  of  care,  an 
emphasis  on  prevention,  more  attention  to  the  special  needs  of  the 
disadvantaged,  more  concern  for  equity  in  the  system,  a  mechanism  for 
outreach,  elimination  of  environmental  factors  and  ^ameliorating  risk, 
screening  for  risk,  and  the  delivery  of  service  as  a  matter  of  right.^ 

For  them,  the  basic  elements  of  improvement  of  health  services  for 
children  are  entitlement  and  access  (their  emphasis),  which  call  for  a 
national  advoca^  program  including  the  following:  a  social  program  to 
help  families;  direct  intervention  in  communities;  teaching  p>arents  about 
child  development  and  child  care;  and  providing  advice  and  guidance  in 
addition  to  effective  programs  of  prevention  and  medical  care. 

The  specifics  of  their  recommendations  are  as  meaningful  and  neces- 
sary today  as  when  they  were  made: 

•  Adeqiiate  financing  through  a  national  health  insurance  program 

for  all  or  for  chfldren  alone 
m  Local  planning 

m  Improved  screening  and  surveillance 

m  A  coordinated  delivexy  system 

m  Focused  manpower  development  and  training 
Oi^  reviewing  these  comprehensive  and  important  documents,  the 
sobering  thought  occiirs  that  this  additional  review  of  the  literature  may 
be  wholly  imnecessary  because  what  is  needed  is  action. 
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EVIDENCE  OF  GONTINIJING  FAILURES 
IN  CHILD  HEALTH  CARE  PROGRAMS: 
NEEDS  AND  MEETING  THE  NEEDS 

Two  rdativdy  comprehensive  general  studies  have  been  published  (7^  8) 
with  xe^ard  to  health  care  needs.  Aday,  Anderson^  and  Fleming  consider 
the  entire  age  range  from  the  standpoint  of  access.  The  theoretical 
frameworic  conceives  of  the  delivery  sj/stem  and  the  characteristics  of  the 
population  as  one  a^>ect  of  access  C'p^bable  or  potential  levels  of  access 
to  medical  care**)  and  Utilization  and  satisfaction  measures^  or  actual  or 
rrnlrrrti  access  to  services  as  another  a^>ect  of  access. 
Among  the  findings,  the  following  are  most  noteworthy: 

e  Poor  nonwhite  children  had  the  least  access  to  regular  sources  of 
care.  As  many  as  23  percent  of  poor  nonwhite  children  had  no 
access  conqsared  with  7  percent  for  white  nonpoor  children* 
m  Poor  nonwhite  children  see  a  pediatrician  as  the  regular  source  of 
care  more  frequently  than  the  nonpoor  white  children  (20  percent 
to  14  percent)  but  this  is  probably  an  artifact  of  clinic  services. 
The  siwly  makes  no  distinction  between  seeing  the  doctor  in  his 
office  or  in  a  clinic. 
m  The  designation  ^^vithout  regular  source  of  care**  is  associated 
with  not  feeling  the  need  for  care,  so  that,  of  this  group,  23  percent 
of  the  nonwhite  children  had  never  had  a  r^;ular  doctor. 

•  Low-^income  persons  were  either  uninsured  (55  percent)  or  on 
Medicaid  (76  percent)  and  Southern  nonwhites  were  less  likely  to 
be  on  Medicaid  (which  can  be  attributed  to  variations  in  State 
eligibility  requirements). 

e  Farm  dwdlers  report  longer  travel  times  to  medical  care,  as 
expected,  and  more  extended  waits  in  physicians*  offices.  They  are 
also  less  likely  to  have  medical  insurance. 

•  Persons  using  ho^ntal  outpatient  departments  have  less  conve- 
nient care  (Xon^er  waiting  periods,  more  restrictive  time  frame), 
particularly  low-income  persons. 

•  As  far  as  actual  utilization  is  concerned,  rural  farm  dwellers  and 
low-income  persons  saw  physicians  less  than  upper  income  urban 
persons  (68  percent  of  rural  persons  compared  with  78  percent  of 
urban  persons;  73  percent  of  low-income  persons  compared  with 
79  pocent  of  high-income  persons).  Among  nonwhite  persons 
with  incomes  below  the  poverty  level,  as  few  as  64  percent  saw  a 
physician.  Poor  duldrm  between  the  ages  of  1  and  5  specifically 
used  services  even  less  (78  percent  to  79  percent).  Because  the  data 
were  collected  according  to  age  grot^>s  and  not  by  income  levels, 
discrepancies  in  immunizations  among  groups  with  different 
incomes  could  not  be  detected, 

e  Poor  nonwhites  consistently  used  less  preventive  care  and  had 
lower  immunization  levels,  although  the  dififerences  were  not  great 
(60  percent  coiiq>ared  widi  77  percmt  for  the  mberculosis  patch 
test;  89  percent  COTipared  with  95  percent  for  polio  immunization; 
76  percent  compared  with  86  percent  for  measles  immunization)* 


Q  836 

ERIC 


S32 


•  Low-income  women  are  less  likely  to  see  a  doctor  within  the  first  3 
months  of  pregnancy  (65  percent  compared  with  80  percent). 

•  Thirty  percent  ofnonwhites  below  the  poverty  level  saw  a  dentist; 
23  percent  of  Hispanics  below  the  poverty  level  and  S 1  percent  of 
central  city  dwellers  compared  with  61  percent  of  high- income 
persons. 

•  Finally,  satisfaction  with  services  follows  similar  patterns:  better 
educated  persons  with  high  incomes  are  more  satisfied  (or  less  dis- 
satisiled)  with  the  convenience  and  availabili^  of  service  than 
poorer,  less  weU  educated  persons  (46  percent  to  56  percent). 
Nonwhites  with  incomes  below  poverty  level  show  86  percent 
greater  dissatisfaction  with  availability  of  services,  79  percent 
more  dissatisfaction  with  convenience  but  only  59  percent  greater 
dissatisfaction  with  financing — |>erhaps  a  rrc\zli  of  Medicaid. 

In  short,  "minority  groups — urban  and  rural  blacks  and  persons  of 
Spanish  heritage  in  the  Southwest — appear  to  be  more  dissatisfied  with  all 
aspects  of  their  care  than  whites.  . . .  The  actual  utilization  of  services 
appears  to  be  hig^y  correlated  with  the  extent  to  which  organizational 
and  financial  barriers  to  care  seeking  may  also  persist^*  ^8). 

The  authors  conclude  that  ad  hoc  arrangements  may  be  all  that  is 
needed  to  improve  access  to  health  care.  They  recommend  wider  use  of 
the  National  Health  Service  Corps,  increasing  services  for  specific  groups 
such  as  migrants  or  mothers  and  children.  Better  organization  of  services 
and  more  health  education  are  also  recommended,  as  is  improvement  of 
existing  enabling  legislation  which  they  believe  has  been  effective  in  the 
past  as  in  the  case  of  Medicare  and  Medicaid. 

The  Harvard  studies  arc  entirely  devoted  to  critical  analysis  of  the 
health  care  system's  response  to  the  needs  of  children.  Although  infectious 
disease  was  found  to  have  almost  disappeared  as  an  important  cause  of 
childhood  noprtality,  accidents  have  not  declined  as  markedly.  Infectious 
diseases  still  take  a  greater  toll  among  nonwhites  than  among  whites 
(44/ 100,000  compared  with  14)  and  accidents  take  a  far  greater  toll  among 
nonwhites  than  whites  (53.6/100,000  compared  with  26.9).  Chronic  illness 
is  reported  in  greater  volume  among  the  well-to-do  than  among  the  poor 
(which  may  be  a  function  of  definition  and  access).  Because  clinical 
examination  for  allergies  was  not  done,  poor  children  may  have  less 
asthma  or   hay  fever,   but   this  speculation   is  unlikely.  Observable 
conditions  such  as  orthopedic  cases  were  more  common  in  lower  income 
groups  (13.8  to  9.7).  Whether  medical  services  were  obtained  was  certainly 
a  function  of  family  income. 

The  series  of  articles  in  the  Harvard  volimies  examines  techniques  for 
determining  need  and  suggestions  for  improving  the  organization  and 
financing  of  medical  care  for  children.  The  following  recommendations 
are  included  in  the  final  volume: 

•  **Children  present  different  health  problems  and  thus  have  special 
medical  needs  quite  different  from  those  of  adults.  Current 
government  policies  are  not  well-directed  toward  fulfilling  those 
special  needs.** 

•  "Children's  illness  patterns  indicate  a  need  for  a  primary  care 
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focus  in  the  medical  care  system.  Children  need  conjttnuing  and 
comprehensive  medical  attention  aimed  at  prevention.** 
«  **Any  proposed  change  in  the  medical  care  system  must  be 
carefully  considered  in  light  of  the  speciia  needs  of  these  groups  of 
children  (minority  children  and  children  from  lower  income 
families)  with  more  illness  and  lower  service  utilization  ratcs." 

•  Some  doubt  exists  as  to  the  effectiveness  of  primary  care  for 
children  and  the  present  system's  techniques  for  delivering  that 
care.  Observation  of  children  must  take  place  where  they  Uve. 
learn,  and  play,  not  just  in  the  doctor's  office.  The  care  must  be 
given  in  conjunction  with  outreach  services  and  foUowup  efforts 
to  ensure  compliance. 

•  Financing  oi^t  to  be  other  than  fce-for-scrvicc  although  the 
report  does  not  specifically  recommend  a  particular  system  of 

(>ayment.  ^  ^    •    1.1  - 

•  Nonphysician  child  health  workers  are  necessary  and  desirable  m 
staffing  any  organized  system  of  child  care.  Financial,  profession- 
al, and  or^mizational  barriers  to  their  use  must  be  overcome. 

•  To  improve  the  capacity  of  the  child  health  workers  to  recognize, 
diagnose,  and  treat  childhood  illnesses,  research  must  be  under- 
taken. This  research  should  particularly  emphasize  alternate 
systems  of  service,  delivery,  and  financing  for  children's  primary 
medical  care. 

Several  other  publications  cover  a  wide  range  of  topics  related  to 
children's  health,  but  are  more  restrictive  geographically.  Haggerty  and 
his  associates  (5!),  in  an  analysis  of  needs  and  capabilities  of  meeting  child 
health  needs  in  Monroe  County,  New  York,  based  on  specific  studies  m 
that  area,  suggest  improved  organizational  and  staffing  approaches  to 
care.  A  good  part  of  the  introduction  addresses  the  Rochester  area,  which 
may*  be  considered  an  urban  setting  comparable  to  many  oiHr^  in  the 
United  States.  However,  as  far  as  the  statistics  on  chile  iJ.*'th  are 
concerned,  Rochester  is  much  richer  in  resources  (doctors,  ho*^.'  ..  J  beds, 
mental  health  services)  than  the  United  States  in  general,  even  ^Jiough  the 
data  on  illness  and  unmet  needs  may  be  very  like  what  has  been  found  in 
other  places.  The  numl>er  of  physicians  in  relation  to  the  rest  of  the 
population  is  high,  but  people  complain  nevertheless  of  the  difficulty  of 
reaching  physicians;  pediatricians  a  higher  number  of  office  visits 

than  their  counterparts  in  other  parts  «  the  country  and  spend  about  10 
minutes  per  patient.  This  is  taken  to  mean  that  to  expand  the  preventive 
services  and  health  promotion  activities,  more  nonphysician  professionals 
may  be  needed. 

They  write,   "resources  are  poorly   distributed ...  needs  are  not 

universally  well  met.  The  greatest  challenge  lies  in  creating  a  more 
efficient  means  of  organizing  these  existing  resources  than  in  expanding 
them." 

Regarding  needs  the  report  states,  "The  need  for  intensive,  complete, 
and  sustained  counseling  for  many  of  these  families  is  apparent,  yet  it  is 
equally  evident  that  such  assistance  is  frequently  lacking."  Nonwhitc 
infant  mortality  rates,  although  below  the  national  average  for  nonwhites. 
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were  oooststently  hi^ier  than  the  white  rates  in  the  county.  By  sociocco- 
notnic  gmiipin^  new  tuberculocb  cases  occurred  10  times  more  frequently 
in  the  lowest  area  than  in  the  highest. 

An  inqportant  contribtttion  of  this  group  of  investigators  was  the 
de¥elopment  of  the  cooc^  of  the  "new  morbidity.**  This  includes,  "such 
pfobiems  as  bdiavior  dtsioanders  among  preschoolers,  inadequate  function* 
ing  in  school,  and  tibe  management  of  adolescents*  adjustment  difficul- 
ties.** Th^  continue,  **Underfyxng  some  of  the  new  morbidity  are 
probkjus  arising  tram  modem  society  such  as  social  and  geogra{^c 
mobaEKty,  crowding,  high-rise  Hvin^  and  urban  decay.  Other  problems 
(alcohol,  drugs,  venereal  disease)  are  old,  but  their  diffusion  to  younger 
and  younger  age  groups  and  the  lessening  of  social  controls  make  them 
concerns  for  pediatricians  and  parents.** 

As  fkr  as  utilization  data  axe  concerned,  a  3  percent  sam|^  of  all  the 
balMes  bom  in  Rochester  hos^tals  (pcesumaMy  of  indigent  families,  with 
no  i^g;ular  physician)  during  a  1-year  period  was  used  to  estimate  the  kind 
and  volume  of  well-baby  care,  both  needed  and  available,  received  by 
indigent  populations.  "Less  than  10  percent  of  these  babies  receive  a  level 
of  health  siq>ervision  that  is  considered  adequate  by  Rochester  pediatric 
standards,  and  less  than  I  percent  receive  the  level  recommended  by  the 
American  Academy  of  Pediatrics.**  Ironically,  these  are  the  infants  who 
are  most  in  need  and  would  benefit  the  most  from  screening  procedures, 
counseling  for  mothers,  and  immtmizations.  The  studty  groi;^  conq>ares 
the  figure  of  10  percent  with  other,  admittedly  scant  data,  from  more 
affhient  populations,  such  as  the  33.5  percent  who  receive-prenatal  care  in 
New  York  City  and  the  43  percent  in  a  rural  New  Yoric  community.  They 
recommend  iKJ^tal-based  public  health  nurses  to  bring  more  families 
into  contact  with  a  well-baby  system. 

Th^  found  that  Medicaid  did  not  change  the  health  care  patterns  of 
the  poor,  although  families  did  expies&.  relief  at  the  alleviation  of  the 
burden  of  high-cost  medical  care.  TTie  w^changrd  pattern  was  partly  the 
result  of  the  unwillingness  of  many  physicians  to  participate  in  the 
Medicaid  program — either  on  philosophical  grounds  or  because  of  the 
inadequacy  of  reimbursement.  Mu^  more  will  have  to  be  done  to  make 
Medicaid  an  eflfective  instrument  for  improving  the  health  care  of  poor 
children.  Any  action  should  include  consideration  of  organization, 
tranqxntation,  outreach,  and  health  care  staff  changes. 

Ftn^ermore,  "removing  the  barriers  to  the  organization  of  health  care 
for  the  disadvantaged — urban  and  rural — will  need  to  proceed  from  mere 
oiganization  of  care  to  a  study  of  the  political  process  involved.** 

The  bo<^  also  deals  with  the  preparation  of  a  new  type  (for  Roches^^) 
of  pediatric  nurse  practitioner,  who  provided  a  successful  staff  model  tor 
enlarging  pediatric  care:  "...the  largest  single  addition  of  pediatric 
manpower  in  the  past  five  years . .  .**  Other  new  health  professionals  were 
also  trained  and  participated  in  the  program,  including  a  family  counselor 
and  a  psychodiagnostic  assistant. 

The  conclusions  of  the  Rochester  study  range  from  the  need  to  educate 
pediatricians  to  the  use  of  these  new  and  useful  associates.  Suggestions  are 
made  to  change  pediatricians*  concepts  of  the  Job  to  be  done. 
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Other  mremspedfic  studies  of  unmet  child  needs  are  published  from 
time  to  time,  ^chas  the  Lash  and  Sigal  ilO>  New  York  study  whi^i  also 
found  health  resources  inadequate  in  both  quantity  and  distnbuaon  to 
meet  special  health  needs  of  certain  popuUtion  groups.  In  a  ^^JTXJSL?* 
Early  Periodic  Screening  Diagnosis  and  Treatment  program  (EPSDT)  for 
poor  children,  the  authors  reiterate  the  special  needs  of  poor  and  mmonty 
group  children,  and  the  faUure  of  Government  programs  to  meet  ihetr 

responsibilities  (/ /).  . 

For  statistical  background,  the  annxxal  annotated  Health:  umteo 
States,"  published  by  DHHS.  particularly  its  section  on  "Health  Status  of 
Minority  Groups,"  is  especiaUy  good-  A  scries  of  tables  graphically 
iUustrates  the  sordid  story  of  neglect  and  inequity  that  results  froni 
national  poUcy  in  response  to  the  needs  of  poor  and  mmonty  children. 
Other  Government  publications  include  DHEWs  "Legislative  Base: 
Maternal  and  Child  Health  Programs"  (12);  "Supplement"  (/^^  and 
"Report  on  Federal  Government  Programs  That  Relate  to  Children  ( l^. 
Neutral  in  tone,  the  latter  outlines  the  limitations  of  the  Government  s 
approach  to  meeting  children's  health  needs  and  suggests  wider  coordma- 
tion  and  extension  of  responsibilities. 

A  report  of  the  Children's  Defense  Fund  also  bricHy  recounts  tra^c 
instances  of  the  health  care  system's  failure  to  meet  children's  needs, 
buttressing  the  narrative  with  statistics.  In  conclusion,  it  states,  "Health 
services  make  a  difference  in  the  incidence  of  death  and  disease,  bat  they 
also  make  a  difference  in  the  quality  of  life  we  lead.  .  - .  Any  citizen  who  is 
concerned  about  the  kind  of  society  we  live  in  must  recognize  that  a  full 
range  of  child  health  services  should  be  available  to  all  rather  than 
available  to  some  on  the  basis  of  income  or  race"  OS). 

America's  CbUdrcn  and  Their  FamUies  is  another  very  useful  compila- 
tion of  data  also  available  from  the  Children's  Defense  Fund  (  / tf>. 

A  sampling  of  other  recent  pubUcations  reveals  an  abundance  of  data 
on  prenatal  care  and  infant  mortality;  almost  as  much  on  the  "newer 
morbidity,"  child  abuse  and  neglect;  drug  «buse;  teenage  pre^ancy;  and 
grave  concern  about  rising  rates  of  teenage  suicide.  Grossman  behcves  the 
"new  morbidity"  is  very  much  a  problem  of  upper  income  grouj^  (/7). 
Nevertheless,  poverty  dominates  the  picture  of  children  s  health  nc^ds. 
inverse  relationship  exists  between  social  dass  and  infant  mortabty  (  I^- 
Access  to  services  by  young  children  in  low-income  urban  areas  is  limited 
( 19i-  reeular  sources  of  care  offer  better  chances  of  obtaimng  preventive 
services  (/P,  2a  21).  Lifestyle  differences  accounted  for  significantly 
different  health  status  of  poor  inner  city  children  compared  with  suburban 
Youngsters  (22).  Poor  children  tend  not  to  have  insurance  coverage, 
hmiiixi  access  to  care;  poverty  and  race  outweigh  the  availabihty  of 
resouiSs  in  their  effects  on  infant  mortality  (23).  Income  Jgroup 
differences  mask  mental  health  needs  of  children  by  vu^  of  needs 
hierarchy";  physical  illness  takes  precedence  in  the  need  for  care  (24). 
Adamchak  has  published  a  broad  review  on  the  relationship  of  mfant 
mortality  to  socioeconomic  status  (25). 

Race  and  minority  status  have  the  same  cfTect  as  poverty  and  are 

reinforced  by  it. 
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Mortalily  rates  for  blacks  are  twice  that  of  whites  for  children  under  6. 
For  diseases,  black  rates  are  highei*  for  all  age  groups.  Among  blacks, 
dentist  use  rates  are  lower,  as  strc  private  physician  use  rates  (26).  Only 
half  as  many  black  as  white  pregnant  women  began  their  prenatal  care  in 
the  first  or  second  month,  and  almost  4  times  as  many  black  as  white 
pregnant  women  had  no  prenatal  care  (26).  As  much  as  76  percent  of 
perinatal  mortality  can  be  associated  with  delays  in  prei^tal  care  (27). 
Chase  and  Nelson  (28)  found  50  percent  to  150  percent  higher  infant 
mortality  if  the  first  prenatal  visit  was  made  after  the  11th  week  of 
pregnancy,  or  if  no  visits  were  made.  However,  the  Collabo^rative  Perinatal 
Mortality  Project  (2^  found  the  underlying  causes  in  pathologic  states, 
not  social  consid^-'.tions:  amniotic  fluid  infections,  abruptio  placentae, 
premature  rupture  of  the  membranes,  congenital  anomalies,  and  the  like. 
Whether  further  study  would  relate  the  pathophysiological  events  to 
poverty  and  race  is  questionable  (30).  Gortmaker  did  show,  in  his  analysis 
of  New  York  City  b^Tths,  that  insufficient  prenatal  care  was  not  of  itself 
sufHcient  to  increase  the  probabiU^  of  hi^er  infant  mortality,  but  that 
poverty  and  minority  status  associated  with  lesser  prenatal  care  increased 
the  probability  of  lower  birth  weight  babies.  This  status  added  to  the 
probability  of  higher  infant  mortality  (31). 

Bruce  et  al.,  in  their  study  of  a  regional  perinatal  network  with  statistics 
on  pregnancy  outcomes  of  vtnregistered  mothers,  found  a  definite 
correlation  bctw*«n  low  birth  weight  and  poor  Apgar  scores  (32). 

Goldenberg  (33),  reporting  on  the  condition  of  maternal  and  child 
health  in  Alabama,  notes  that  nearly  one-third  of  the  women  and  children 
could  not  afford  to  use  private  physicians  for  preventive  and  medical  care; 
that  blacks  had  tvvdce  the  infant  mortahty  of  whites;  children  bom  to 
teenage  mothers  and  mothers  in  rural  areas  had  higher  infant  mortality 
rates  than  e?q>ected;  and  that  hi  Jher  infant  mortality  rates  were  geographi- 
cally related  to  lower  utilization  of  prenatal  care.  Health  departments  were 
understaffed,  lacked  sufficient  pi  /sician  involvement,  and  were  housed 
inadequately.  Coordination  was  lacking  among  health  clinics,  doctors' 
offices,  and  hospital  services-  This  report  might  be  a  description  of  defects 
and  deficiencies  in  the  United  States  as  a  whole. 

Handicapped  children  with  special  medical  needs  live  largely  in 
poverty;  in  addition,  surprisingly,  15  percent  do  not  live  with  parents  (34). 
Foster  child  medical  care  needs  have  received  insufficient  attention. 

Immunization,  although  r-asonably  successful  in  reaching  school-age 
children  (35),  has  not  beer  a*  successful  with  younger  children  (26).  In 
children  1—4.  only  63  percent  were  immimized  against  measles,  62  percent 
against  rubella,  6S  percent  against  DTP,  and  61  percent  against  polio.  TTiis 
lack  of  immunization  is  ascribed  to  "pubhc  apathy"  by  the  health 
professionals  and  the  medical  literature  (36).  Difficulties  in  obtaining 
immunizations  iztherent  in  the  system  are  not  mentioned.  A  great  deal  is 
made  of  the  administration  program  to  offer  financial  support  to  State 
and  local  health  departments  as  incentives. 

A  great  many  p»apers  app>ear  on  the  subject  of  social  and  behavioral 
contributions  to  morbidity,  many  on  the  psychological  dimensions  of 
illness  and  apparent  increases  in  incidence  of  illness.  A  comprehensive 
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review  by  Gcrshenson  (37),  althou^  brief,  covers  most  aspects  of  the 
sutgect.  He  underlines  the  family  morbidity  aspect  with  the  consequent 
need  to  coordinate  pediatric  and  social  agency  efforts  at  case-finding, 
prevention,  and  treatment.  Nev -rtheless,  professional  insularity  still 
results  in  focusing  on  the  pediatrician  (,38), 

Other  aspects  of  the  "new  morbidity"  are  reflected  in  statistics  on  illegal 
drug  use  by  24  percent  of  junior  hi^  school  students  in  one  study  (39), 
Among  the  largely  minority  group  Job  Corps  enrollees,  53  percent  were 
current  users  of  alcohol,  29  percent  current  users  of  marijuana,  5  percent 
of  hallucinogens,  and  2  percent  of  opiates  (40),  A  junior  and  semor  high 
school  survey  in  10  cities  showed  a  high  correlation— 24  percent — between 
drug  use  and  alcohol  use  on  a  regular  basis  (4/)-  Mexican-American 
children  aged  9-17  were  14  times  more  likely  to  use  abusive  substances 
than  their  Anglo  peers  (42),  The  latest  report  from  NIDA,  entitled  A  I>nig 
Retrospective:  1962-J980  (not  yet  released)  underiines  the  growth  of 
teenage  use  of  ill^al  drugs.  Marijuana  use  increa  from  4  percent  to  68 
percent  in  the  period  covered;  the  number  reported  to  have  tried  opiates 
and  cocaine  at  least  once  increased  from  3  percent  to  33  percent. 
Furthermore,  the  report  states,  "The  Institute  cautions^that  both  the 
Survey  aa^i  the  r>rug  Retrospectiire  underestimate  true  use." 

All  reports  mention  that  family  instabiUty  and  family  conflict  are 
associated  with  greater  incidence  of  illegal  drug  use. 

Another  adolescent  problem  is  the  increase  in  teenage  pregnancy, 
referred  to  as  an  "epidemic"  by  some.  The  psychosocial  reasons  behind 
this  increase  are  a  matter  of  speculation:  anomie,  peer  pressures,  family 
situation  (43,  44),  Oeclining  marriage  rates  in  the  last  decade  may  be  one 
factor  in  the  increased  number  of  pregnancies  among  unmarried  adoles- 
cents—one-third higher  in  1976  than  in  1971— but  failure  to  use 
contraceptives  consistently  must  also  play  a  role  (45), 

The  fact  of  teenage  pregnancy,  whether  it  has  actually  increased  or  not, 
is  generally  agreed  to  have  morbid  consequences  and  therefore  needs  to  be 
better  understood  and  dealt  with.  Teenage  mothers  are  more  likely  to 
come  from  abusive  homes  and  be  abusive  or  neglectful  of  their  chddrcn 
than  other  mothers-  The  economics  of  family  support  in  the  Umted  States 
eeneraUy  prevent  a  child  in  a  teenage  parent  home  from  getting  adequate 
lupport  for  optimal  growth  and  development.  Early  pregnancy  mterrupts 
the  education  of  young  parents— perhaps  permanently — m  a  social  settmg 
that  rewards  educational  achievement,  demands  higher  educational 
standards  for  higher  income  jobs,  and  punishes  poorly  prepared  or 
unskilled  workers  (4($).  "  . 

One-third  of  the  abortions  performed  in  the  United  States  m  1977  were 
for  those  under  19  years  of  age— mostly,  of  course,  for  those  between  15 

and  19  (47),  i. 

The  health  and  medical  needs  of  adolescents  arc  different  from  those  ot 
other  population  groups.  For  instance,  in  an  ambulatory  care  center  12 
percent  of  yoting  people  had  venereal  disease;  in  a  detention  center  30 
percent  were  drug  abusers  and  6  percent  had  venereal  disease;  and  m  one 
high  school  35  percent  had  dental  caries-  Those  living  away  ftom  home 
h^stgoificant  dermatologic  problems  (including  80  percent  with  acne, 
eczema,  and  other  such  conditions)  and  dental  caries.  In  short,  a  variety  o2 
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unmet  needs  found  among  adolescents  reflects  a  gap  in  services  aimed 
^>ecifically  at  their  needs  (48). 

More  seriottsly,  a  general  analysis  of  overall  statistics  reveals  rising  rates 
of  new  and  <dd  mor^dity  conditions  among  adolescents.  Alcohol  and 
drug  abuse  are  increasing,  as  is  cigarette  smoldng.  Se?cual  activity  is 
increasing  among  the  young.  Eighteen  percent  of  15-year-old  girls 
r^Knted  having  had  sexual  intercourse  at  least  once;  bemuse  unprotected 
intercourse  is  not  uncommon,  adolescent  pr^oancy,  as  noted,  has 
increased  accordingly.  Sexually  transmitted  diseases  are  virtually  epidemic 
among  adolescents;  its  case  rate  for  15-19  year  olds  is  three  times  what  it 
was  two  decades  ago.  The  nr^ority  of  deaths  of  adolescents  are  related  to 
brfiavior  ratfaer^ian  infections  or  other  illnesses.  Accidents  and  violence, 
including  suicide  and  homicide,  accounted  for  70  percent  of  the  deaths  of 
those  12-17  years  of  age  and  for  77  percent  of  the  deaths  of  youths  16-17 
years  of  age  (49y, 

Waldron  and  Eyer  (5(?>  tie  the  rise:  in  death  rates  to  socioeconomic 
conditions  which  have  resulted  in  tension,  stress,  anxiety,  and  •*over- 
whelimag  life  problems**  leading  to  the  increased  use  of  drugs  and  alcohol 
_  that,  in  turn,  contributes  to  the  rise  in  homicide,  suicide,  and  motor 
~  vehicle  accidents.  Unfortunately,  their  analysis  is  based  on  the  diaries  of 
college  students  and  is  hardly  generalizable  to  all  adolescents,  or  even  to 
all  college  students.  Nonetheless,  the  steep  rise  in  adolesce^it  suicide 
requires  urgent  attention.  It  is  now  the  third  leading  cause  of  deaUi  among 
15—17  year  olds  and  is  probably  underestimated  at  that  because  of 
reluctance  to  report  it  (5/).  Crumley  believes  the  social  class  of 
adolescents  who  attempt  suicide  is  recognizably  different  from  that  of 
other  adolescents.  He  urges  efforts  to  determine  the  nature  of  these 
differences  so  they  can  be  identified  and  the  suicides  averted  (52). 

Child  abuse  and  neglect,  although  not  new  discoveries,  have  received 
increased  attention.  The  first  international  conference  on  the  subject  was 
held  in  1976.  A  variety  of  considerations  as  to  etiology  (53),  prevention 
(54),  and  control  (^5),  have  been  offered.  In  general,  the  etiological  factors 
are  part  of  the  **ncw  morbidity"  and  the  result  of  parents  unprepared  for 
parenthood,  social  pressures,  and  fear  (44). 

One  area  of  conflict  that  may  contribute  to  a  redefinition  of  health 
services  for  ^mothers  and  children  partly  the  result,  of  the  feminist 
movement.  It  is  epitomized  in  the  controversy  over  home  birth  versus 
hospital  delivery.  The  current  nimib^  of  home  births  is  still  relatively 
small  i56,  57).  The  growing  technological  character  of  obstetrics,  including 
mechanization  of  hospital  procedures,  anesthesia,  induced  labor,  increas- 
ing numbers  of  caesaiean  sections,  and  electronic  fetal  moniiormg, 
reflects  a  growing  depersonalization;  swdi  procedures  can  actually  be 
dangerous  as  well  {38^  59).  Many  women  are  growing  dissatisfied  with 
such  services.  This  dissatisfaction  has  given  rise  to  fear  on  the  part  of 
physicians  that  childbirth  will  pass  out  of  medical  hands  as  women  begin 
to  demand  that  physicians  be  servants  and  not  masters  of  pregnancy.  In 
short,  many  persons  believe  that,  although  some  pregnant  women  have 
conditions  that  may  require  medical  care,  pregnancy  is  not  a  pathological 
condition  requiring  constant  medical  intervention.  Physicians,  obstetri- 
cians, neonatologists,  and  geneticists  are  not  convincni.  An  American 
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Medical  Association  conference  report  on  "antenatal  diagnosis**  disposed 
of  contraxy  evidence  and  endorsed  ultrasound,  amniocentesis,  electronic 
fetal  monitoring,  fetal  lipid  determination  from  amniotic  flxiid,  and  direct 
fetoscopy,  all  within  the  limits  of  prescril>ed  standards.  It  miplied  that  all 
deliveries  must  take  place  in  hospitals  under  specialized  professional 

supervision  (6<7>.  ,t  -    ^  ^  i 

Despite  technological  advances,  child  care  in  the  Umted  States  lags 
behind  that  in  European  countries,  where  family  allowances  and  social 
services  are  provided,  as  is  universal  access  to  preventive  and  medical 
care.  In  this  country,  focusing  less  attention  on  the  mechamcal  aspects 
and  more  on  the  social,  psychological,  and  economic  may  be  sufficient  to 
lower  infant  mortality  rates  and  improve  child  health  m  gcneraL  However, 
the  occasional  journal  article  gives  pause.  A  piece  in  the  New  Zealand 
Medical  Journal  on  iUness  and  health  care  during  the  first  16  weeks  of  life 
is  not  reassuring  in  that  country  where  economic  barriers  to  care  do  not 
exist.  It  reads,  ''A  significant  relationship  exists  between  all  measm-es  of 
social  background  and  the  risk  of  re^iratory  illness.  Children  from 
families  of  low  income,  children  of  solo  parents,  of  non-Caucasian 
parents  and  of  mothers  with  low  education  had  a  significantiy  lower 
incidence  of  immunization  at  16  weeks  of  age"  (61)-  Although  nearly  98 
percent  of  the  population  examined  conformed  to  a  healthy  utilization 
pattern,  as  seen  by  pubhc  health  nurses  and  physicians,  socioeconomic 
Sctors  continued  to  play  an  important  role  in  barring  others  from  care- 
Even  more  disconcerting  is  the  recent  evidence  from  the  USSR  on^e 
rise  of  one-third  in  rates  of  infant  mortality  between  1971  and  1976.  The 
USSR  has  devoted  enormous  resources  to  maternal  and  child  care  and  to 
eliminating  economic  barriers  to  access.  Nevertheless,  rural  rates  of  infant 
mortahty  are  as  much  as  12  percent  higher  than  urban  rates.  Re^oiial 
differences  exaggerate  the  rural-urban  differential  (183/1000  hve  bu^  in 
Estonia  compared  with  49.1  in  Turkmenistan).  Explanations  are  soi^t  m 
the  high  rate  of  alcoholism  in  the  Soviet  Union  and  in  the  higher  infant 
mortahry  found  among  pregnant  women  who  do  manual  labor  throughout 
pregnancy.  It  has  been  suggested  that  frequent  abortions  (an  assumption 
fromtihe  data  in  the  USSR)  may  damage  the  reproductive  tract.  More 
sienificant  may  be  the  evidence  that  prenatal  services  are  underutihzed; 
foVmula  feeding  is  %ery  much  on  the  increase;  certain  social  factore 
suspected  of  being  keL  ted  to  infant  mortality  such  as  divorce  and 
iUeStimacy  are  on  the  increase  in  the  USSR;  and  that  children  s 
institutional  care  is  far  from  adequate  and  subject  to  overcrowding,  poor 
sanitation,  and  poor  supervision.  Soviet  professional  journals  also  cnticae 
the  quahty  of  medical  institutions  and  the  care  they  pro^,  de.  The  smdy 
concludes  that  increases  in  the  quantity  of  medical  services  are  not  enough 

^^Thc  overwhehning  impression  upon  reading  the  Uterature  is  that  social 
factors  are  critical  determinants  of  the  use  of  prenatal  care  ^d  of 
preventive  services  for  children;  that  these  social  factors  operate  de^ite 
the  provision  of  and  ready  access  to  medical  care  services;  that  these 
social  factors  themselves  may  have  an  important  influence  on  the  health 
of  children;  that  technological  excellence  is  useful  but  not  decisive  m 
reducing  maternal  and  infant  morbidity  and  mortahty. 
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\K^th  r^^ard  to  the  utility  of  preventioii  itself  as  a  factor  in  health,  more 
evidence  seems  to  be  needed  on  the  value  and  kinds  of  nutritional 
programs  needed  to  prevent  low  birth  weights,  prematurity^  and  associ- 
ated infant  mortality.  The  role  of  exercise  and  working  during  pregnancy 
also  aceds  to  be  determined  (63).  The  value  of  other  prcv;mtive  measures 
is  also  quescionable  (<$4[>.  Fielding  (jSS)  conspicuously  avoids  discussion  of 
prenatal  care  and  other  preventive  measures  in  childhood  in  his  article, 
^'Successes  of  Prevention.**  The  economic  value  or  cost  benefit  of 
prevention  have  also  not  been  addressed  in  the  area  of  c""  ildbirth  and 
infancy  except  for  cdear-cut  exan^es  such  as  phenylketcmuna  discovery 
and  congenital  hypothyroidism  (66)* 

%Htzer  and  Brown  (tf^  reviewing  the  benefits  of  various  screening 
procedures^  came  to  the  fxmclusiini  that  some  wcll-estabitshed  conditions 
can  be  found  earfy  and  prevented;  they  believe  preventive  services  should 
be  focused  on  these  conditions*  Some  general  prenatal  services  arc  not 
included,  but  the  search  for  Rh  incompatibility,  phenylketonuria,  and 
congenitai  lesions  is  both  dinicalfy  and  economic^dfy  effective. 

Grossman  and  h^  colleagues  at  the  National  Bureau  of  Economic 
Research  have  published  a  provocative  series  of  papers  on  prevention  and 
its  impact  on  child  health.  They  are  much  less  sanguine,  and  their  data  are 
persuasive.  Th^  believe  prevention  can  be  stimulated  by  economic 
incentives^  but  that  educaticm  of  the  mother  is  the  key  element  in  the  use 
of  preventive  services*  Furthermore,  they  b^e  ve  only  birth  weight  and 
infirat  morbidity  are  significantly  associated^  ^jith  preventive  measures  {68, 
69^  7(K  7h  72). 

Prevention  is  a  desirable  goaL  Insufficient  evidence  to  that  effect  cxzsis, 
however^  b^ause  of  the  multicausality  of  many  conditions  and  because  of 
insufiBcient  evidence  of  benefits*  The  gospel  of  prevention  is  based  more 
on  common  sense  than  on  experimental  proof.  Perhaps  this  circumstance 
also  explains  why  preventive  services  have  so  little  fiscal  priority. 
**ExpeiieiAce  has  indicated  that  as  long  as  preventive  services  must 
compete  with  treatment  services  for  sapport  from  the  same  funding 
stream,  they  are  at  a  disadvantage^  (73). 


PATTERNS  OF  USE  OF  CHILJ3REN^S 
HEALTH  AND  MEDICAL  CARE  SERVICES 

Examination  of  the  literature  on  utilization  of  health  and  medical  care 
service  recapitulates  and  reinforces  the  impression  left  by  the  literature  on 
needs*  Poverty,  minority  group  membership,  and  rural  residence  impede 
access  to  service  and  are  associated  with  reduced  use,  even  though 
evidence  suggests  that  those  populations  are  most  in  need.  Among  a  small 
group  of  families  of  Mexican-American  ancestry  in  Michigan,  cultural 
barriers  as  well  as  environmental  ones  were  found,  characterized  by  lack 
of  transportation,  reliance  on  folk  medicine,  and  h^k  of  understanding  of 
the  mores  of  the  larger  society  (and  vice  versa)  (74).  Language  as  a  barrier 
is  discussed  by  Q^iesada  (7S).  Dental  service  utilization  and  the  wide  gulf 
in  utilization  between  majori^  and  minority  groups  are  tabulated  by 
Douglass  and  Cole  (75)»  and  specifically  with  regard  to  Chicanes  by 
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Garcia  and  Juarez  (77).  Both  articles  make  the  point  that  income  is  not  the 
sole  factor  in  lower  utilization  of  dentists,  but  that  educationai  level  and 
high  status  occupation  increases  utilization  under  dental  insurance,  for 
example.  Folk  attitudes  also  represent  barriers  to  effective  use  of  dental 
care.  Ck>uglass  and  Cole  emphasize  the  value  of  in-school  dental  services. 
They  note,  however,  that  these  services  may  not  result  in  better  lifetime 
utilization,  although  they  may  reduce  the  ultimate  dental  need. 

As  far  as  socioeconomic  factors  of  utilization  are  concerned,  sociolo- 
gists disagree  as  to  whether  class  produces  cultural  differences  in  demand 
or  whether  the  factors  are  purely  economic.  Earthrowl  and  Stacey  (  76^,  in 
a  study  of  parental  attitudes  toward  hospitalized  children,  conclude  that 
the  latter  is  true.  McKinlav  earlier  bridged  the  opposing  views  by 
postulating  that  the  economic  precariousness  of  lower  income  groups, 
their  greater  residential  instability,  and  their  diminished  opportunities 
insulated  them  from  middle  class  values  (J9),  The  McKinlays  confirmed 
this  hypothesis  in  a  study  in  Aberdeen  of  antenatal  care  users.  They  found 
tha:  underutilizers  had  different  familial  characteristics  not  entirely 
attributable  to  social  class  and  that  these  characteristics  derived  from 
economic  causes  (S(7). 

The  argument  is  complicated  by  evidence  of  greater  need  among  the 
poor  and  higher  rates  of  illness  and  disability.  The  increased  utilization 
•iince  the  introduction  of  Medicaid  may  continue  to  mask  underutilization 
{8 /.  20,  82,  8 J).  Dutton  analyzes  utilization  versus  need  factors — especially 
with  regard  to  children — in  exquisite  detail.  She  pinpoints  an  additional 
factor,  often  overlooked  in  the  discussions:  the  impact  of  the  delivery 
system-  Group  practices  outperform  the  outpatient  and  emergency  rooms 
of  hospitals  in  providing  services,  a  matter  of  importance  in  the  later 
discussion  of  organizational  impact  on  child  health  services.  Butler  and 
Scotch  also  conclude  that  remo\-ing  the  financial  barriers  to  care  only 
partially  solves  child  health  service  needs  (53,  84), 

Nevertheless,  removing  financial  barriers  is  important  in  itself.  The 
effectiveness  of  Medicaid  is  demonstrated  by  the  increased  utilization  of 
health  services  by  low-income  people — although  it  is  noteworthy  that 
among  poor  children  increased  utilization  was  more  modest  than  among 
Older  groups-  A  study  of  the  effects  of  the  "negative  income  tax"  in  New 
Jersey  showed  that  the  use  of  health  services  did  not  increase  significantly 
despite  increased  availability  of  money  i85).  The  difference  in  utilization 
may  be  a  result  of  priorities  for  cash  expenditure  as  compared  with  the  use 
of  services  where  no  exchange  of  money  takes  place. 

Rabin  and  Schach  (,86)  noted  an  increase  in  use  of  health  services 
among  a  Baltimore  Medicaid  population  regardless  of  the  variables 
measured,  including  illness  and  well  visits.  Use  of  preventive  services 
increased  as  well,  despite  the  accepted  view  that  the  poor  have  no  "future 
orientation"  and  do  not  use  preventive  services.  Skinner  et  al.  (S7>, 
studying  a  "near  poor"  population  (at  or  below  poverty  level,  but  above 
the  Medicaid  eligibility  level),  found  that  utilization  of  services,  despite 
serious  and  chronic  illness,  was  considerably  less  than  that  of  the 
Medicaid  population,  except  when  enrolled  in  an  HMO  where  care  was 
available  wirhout  added  cost.  The  Baltimore  studies  included  only  adults, 
so  the  possible  impact  on  children  cannot  be  wholly  ascertained-  The 
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observation  of  a  Canadian  psychiatrist  and  epidemiologist  who  examined 
cbild  patients  of  psychiatric  services  in  Ottawa  parallels  this  finding.  He 
points  out  that  use  of  psychiatric  services  in  general  is  lower  in  Canada 
than  in  the  United  States^  but  since  the  introduction  of  National  Health 
Insurance  in  Canada  poor  children  there  have  used  such  services  more 
than  children  in  the  United  States.  Bemuse  he  doubts  there  is  any  real 
difference  in  prevalence  of  psychiatric  disorder  among  the  children  in  the 
two  countries^  he  believes  the  elimination  of  the  economic  barrier  has 
corrected  a  deficiency  in  access  to  psychiatric  services  for  poor  children 

As  far  as  utilization  of  preventive  services  for  children  is  concemed«  the 
Jury  is  still  out  as  to  whether  the  reasons  for  lack  of  utilization  are  (a) 
cultural^  (b>  financial^  (c)  familial,  or  (d)  more  general.  In  a  Wisconsin 
stu<ty,  prepaid  ^oup  practice  clearly  was  clearly  used  more  for  preventive 
services  for  children  than  were  fee-for-servicc  settings.  Fui  Jiermore, 
children  in  one-child  families,  children  under  5  years  of  age»  and  those  in 
households  with  better  educated  parents  tended  to  receive  greater 
amounts  of  preventive  services  {89).  The  organizational  implication  of  this 
finding  is  reinforced  by  Salkever's  economic  analysis  of  data  from 
Baltimore,  Vermont,  and  Saskatchewan  i90).  He  writes,  ^^Our  results 
provide  some  support  for  the  predictions  of  the  economic  model 
comreming  the  effect  of  financial  and  physical  access  barriers  to  demand. 
However,  the  fact  that  education,  attitudes,  and  relationship  to  a  regular 
source  of  care  are  the  most  cotisistently  significant  determinants  of 
demand  si^gests  that  the  current  policy  emphasis  on  financial  and 
physical  access  barriers  -may  be  too  narrow***  A  study  of  a  rural  area  of 
Califbrnia  with  few  physicians  by  Luft  et  aL  (Pi)  showed  that  only  need 
determined  utilization  and  that  income,  travel  time,  and  attitudes  could 
not  be  used  as  predictors  of  utiliasation  patterns.  However,  fewer 
preventive  services  for  children  were  noted,  and  educational  lev^  did  have 
a  significant  effect  on  having  a  chedcup.  Luft  et  al.  ascribe  the  lesser 
utilization  of  preventive  services  to  ^supply  constraint,**  suggesting 
improvement  of  manpower  available  would  correct  this. 

A.  Kaiser  Foundation  study  of  a  prepaid  group  practice  also  showed 
that,  although  class  was  associated  with  health  status,  need  was  the  most 
significant  determinant  of  utilization,  not  socioeconomic  class  {92). 
However,  cost  barriers  to  utilization  did  not  exist,  so  the  conclusion  may 
not  be  entirely  valid  because  it  indicates  only  that  class  does  not 
determine  utilization  if  cost  is  not  a  factor.  Curiously,  the  use  of  preventive 
services  was  related  only  to  educational  leveL  Children  were  excluded 
from  the  study,  but  it  m^v  be  assumed  that  the  educational  level 
predicting  the  mother's  u^s.  of  preventive  services  for  herself  would  also 
indicate  her  utilization  of  preventive  services  for  her  children. 

To  conclude,  utilization  is  limited  to  some  degree  by  poverty*  minority 
status,  rural  residence,  and  educational  attaiimient*  Where  the  financial 
barrier  to  care  is  eliminated  or  modiHed,  these  other  factors  appear  to 
have  little  effect  on  utilization.  Use  of  preventive  services  is  sigmficantly 
associated  with  educational  attainment,  with  type  of  organization  provid- 
ing services,  and  with  availability,  in  that  order.  Because  prenatal  care  is 
related  to  birthweight  and  birthweight  is  related  to  healthy  or  morbid 
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ootcome  of  pregnancy,  the  improvement  of  educational  attainment  (and 
health  knowledge)  and  availability  of  organized  medical  care  services  are 
essential  to  increasing  use  of  preventive  services  u-id  related  improvcncnt 
in  cfafld  health. 


ORGANIZATIONAL  AND  FINANCING 
ASPECTS  OF  MATERNAL  AND  CHILD  HEALTH 
SERVICES— PROGRAM  EFFECTS 

Major  improvements  in  the  provision  of  both  preventive  and  therapeu- 
tic services  for  children  have  resulted  f-om  improved  organization 
services.  The  early  efforts  such  as  Maternity  and  Infancy  Care  Umts  and 
the  Children  and  Youth  Care  Units  stimulated  and  supported  by  the 
Children's  Bureau  (1978,  1979)  have  clearly  been  effective,  if  only 
moderately  so  (P5).  The  burgeoning  health  maintenance  orgamzanon 
(HMO)  or  prepaid  group  practice  movement  has  been  viewed  with  great 
optimism  as  the  key  to  the  unification  of  health  care  effort?  and  an 
improvement  over  solo  practice.  A  number  of  useful  studies  liave  been 
reported.  Preventive  visits  arc  facihtatcd  for  chfldrcn  by  the  elimination  of 
cost  to  the  patient  i94).  This  finding  is  supported  by  Gray  (9^  and 
Perkoff  ct  al  (96),  Evidence  suggests  that  immunization  rates  are  higher 
because  <rf  outreach  in  HMO's  (97).  Qearly,  the  existence  of  the  organized 
setting  with  its  capabiHty  for  ushering  patients  into  and  through  the 
medical  care  system,  along  with  the  elimination  of  payment  barriers  at  the 
time  of  service,  has  a  powerful  and  positive  influence  on  the  utilization  of 
preventive  service.  ^       .  j 

Group  practice  also  favorably  influenced  care  for  the  poor  and 
minorities,  in  both  inner  city  settings  (98)  and  a  rural  setting  (99).  The 
rural  services  study  was  based  on  a  hospital-supported  system  rather  than 
on  the  typical  group  practice  with  prcpayinent,  but  the  organizational 
format  was  similar.  Organized  group  practice  is  given  credit,  also,  for 
reducing  perinatal  mortahty  (JOO)  and  for  enabling  supervision  of 
continijmg  care  in  prevention  of  cardiac  compUcations  after  rheumatic 

fever  (101).  _ 

Outreach  is  a  critical  element  in  improving  care  (99).  Group  pracUcc 
advantage  is  ascribed  by  some  observers  to  the  elimination  of  financial 
barriers  and  to  improved  opportunities  for  channeling  patients  by  others. 
Columbo  et  aL  (102)  reported  or.  the  beneficial  effect  of  outreach 
educational  efforts  of  the  Kaisci'  Plan  in  Portland,  Oregon,  m  an 
impoverished  and  minority  population  also  covered  by  prepaidgroup 
mactice.  Although  the  experimental  design  was  criticized  ^103),  the 
hicreased  use  of  preventive  services  within  the  plan  could  not  be  fe^^^d. 

Some  critics  are  convinced  that  only  organized  systems  of  care  wiU  offer 
the  «*^^^"Tri  c^yportunity  for  preventive  services  for  children;  howcvsr, 
data  show  that  the  doctor-patient  r^tionship  remains  a  critical  i^«J>r 
and  should  not  be  overlooked  when  the  organization  is  developed-  In 
Slesinger's  analysis  of  the  utilization  of  preventive  services  by  urban  black 
mothers,  the  highest  use  rate  was  found  among  those  with  a  personal 
physician  (104).  Organized  group  practices  which  maintain  personal 
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j^yaaan-patient  T€iaSi<msbips  may  fulffll  this  requironent,  which  dinic 
{vactioe  ordinarOy  cannoC 

I4or  is  group  practice  an  unalloyed  blessing.  Tessler  and  Mecdianic  QOS  >, 
in  their  study  of  satisfaction  of  clients  in  grotq>  practice^  found  that  some 
of  the  bureaucratic  factors,  like  long  waiting  times  for  appointments,  were 
sources  <^  dissatis&ction  depute  dients*  otherwise  satisfactoxy  experi- 
ences. It  may  be  expected  that  the  otherwise  improved  access  obtained  by 
the  eitminatson  of  payment  barriers  and  improved  organization  will  be 
oiEset  by  the  bureaucratic  obstacles.  If  preventive  services  for  children  are 
to  be  eaqwdited  and  if  access  to  care  for  poor  and  minority  children 
improved^  the  bureaucratic  obstacles  must  be  recognized  and  dealt  with. 

An  additional  organizational  hazard  "^o  improved  access  and  utilization, 
and  the  bureaucratic  consequences^  are  noted  by  Breslau  and  Hr^  OOS) 
in  connection  with  deHveiy  of  pediatric  services  in  an  academic  setting. 
Many  of  the  same  operational  factors  are  at  work  as  in  group  practice: 
fixed  hours^  shifting  responabUities  for  care  as  patients  see  different 
professional  workers  on  successive  visits,  nrisfiHng  of  records,  and  so  forth* 
However,  these,  of  course  are  really  challenges  to  effective  organization, 
not  arguments  against  such  organization. 

Other  experimental  forms  of  service  organization  are  reviewed  in 
Adams  {^lOTy^  but  his  conclusions  regarding  the  advantages  and  disadv;m- 
tagcs  of  centralized  versus  decentralized  mental  health  service  centers  for 
children  are  neutraL  Lewis  et  aL  reported  on  a  school  health  program  in 
which  the  children  alone  were  rcsponsiblfi  for  initiating  care  and  foUowup 
(/OS).  No  change  in  utilization  was  noted,  but  an  improvement  in 
children's  attitudes  and  beliefs  regarding  the  health  care  system  did  occur. 
Aipert  and  cc^eagnes  reported  a  form  of  p«:diatric  groi^  practice  for  iimer 
city  children  whicii  resulted  in  dccrrasing  hospit^ization  for  these 
children,  increased  use  of  preventive  services,  and  improved  care  patterns 
as  evidenced  by  the  number  of  kept  appointments 

Among  other  types  of  organization,  Novick  and  his  colleagues  reported 
on  the  conversion  of  a  wdl-baby  health  station  to  a  pediatric  comprehen- 
sive  care  center  which  increased  utilization  of  the  center,  improved 
comprehensive  care  for  the  children,  and  provided  a  significant  segment 
of  a  poor  community  with  a  continuing  and  customary  source  of  care  at 
modest  cost.  The  New  England  Region  developed  a  combined  laboratory 
•  service  to  £icilitate  title  screening  of  newborns  i,110}.  The  economic  value 
of  such  screemng  through  preventing  the  need  for  long-term  care  is 
underlined. 

Efforts  have  also  been  made  to  introduce  preventive  mental  health 
services  (/ii)  by  engaging  parents  in  organized  health  plans  and  enlarging 
the  scope  of  local  health  departments  to  carry  out  preventive  efforts. 
Psychiatric  News  reported  the  organization  of  a  new  institution  **The 
National  Center  for  Clinical  Infant  Programs,**  where  distinguished  child 
psychiatrists  have  come  together  to  promote  the  prevention  of  children's 
mental  illness.  A  similar  movement  is  afoot  regarding  child  abuse  and 
n^lect,  with  efforts  to  organize  services  better  and  focus  on  particular 
health  professionals  to  provide  such  services.  LeBlang  il  12)  describes  a 
<tifn^5ir  multidisdplinary  approadi  to  ffTidi-ng  and  ^^^^^g  with  child  abuse 
in  a  "family  stress  consultation  team*^  in  Illinois  The  team  is  a  voluntary 
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agency  with  referrals  from  a  public  agency*  The  iisc  of  voluntary  agencies 
is  rarely  considered  in  the  United  States^  de^ite  their  success  in  Etirope 
(//J).  The  Dutch  Cross  societies  are  outstanding  examples  of  the 
effectiveness  of  voluntary  agencies  in  recrtiiting  competent  professionals, 
involving  parents  in  child  care,  offsetting  public  bureaucracies,  and 
providing  excellent  preventive  service  (i/^.  ''Historically,  public  and 
private  providers  of  health  and  welfare  services  have  functioned  in 
separate^  often  incompatible  arenas/*  Burd  and  Richmond,  who  worked 
in  a  private  child  guidance  center,  believe  a  coordinated  effort  is  the 
most  promising  approach  (  /  IS). 

Other  countries  report  similar  dissatisfaction  with  child  heaith  services 
that  fail  to  reach  all  needy  children  or  provide  all  needed  services.  The 
Wynns  illS)  report  on  Europe  emphasized  organiziational  improvements 
in  services  in  Scandinavia  and  France.  Kewley  (^117)^  in  discussing  child 
health  services  in  Australia,  showed  that  problems  in  organizing  such 
services  are  not  unique  to  the  United  States. 

A  thoughtful  and  stimulating  approach  to  current  pedi^>.tric  problems, 
from  a  very  different  perspective,  is  presented  in  the  George  Armstrong 
Award  Lecture,  published  in  the  Amerrcan  Journal  of  the  Diseases  of 
Children^  The  author  proposes  reuse  of  some  neglected  and  rejected 
approaches.  '^Modern  medicine,"  he  concludes^  **has  made  many  signifi- 
cant advances.  Our  scientific  revolution  may  hinge  on  choosing  the  most 
promising  components  from  our  evolutionary  past  and  testing  them 
against  our  modem  practices  /S), 

Literature  on  financing  is  scarce.  Helen  Wallace  touches  on  the  subject 
in  connection  with  perinatal  care  in  this  coimtry  and  abroad  ( 1 75^,  but  the 
best  collection  of  information  on  reorganizing  child  health  services  and 
the  impact  of  present  costs  on  possible  future  costs  is  in  the  Harvard  Child 
Health  Project  series  (i2(7). 

Other  studies  of  financing  have  been  related  to  matters  such  as  the 
impact  of  cost  sharing  (^121%  and  show  that  in  such  a  system  preventive 
services  are  reduced.  A  study  was  made  of  the  costs  of  ignoring  the 
prevention  of  birth  defects  based  on  estimates  of  the  costs  of  treating  them 
(122).  The  multimillion  dollar  federally  supported  Crippled  Children's 
program  covered  only  a  fraction  of  the  treatment  cost  because  only  a 
percentage  of  the  services  were  paid  for  by  this  program.  Wallace  (123, 
124)  analyzed  expenditures  for  children's  health  services,  showing  them  to 
be  primarily  a  private  matter.  In  1975  only  15  percent  of  the  cost  was  paid 
out  of  Federal  funds.  Furthermore,  the  funds  located  to  the  States  under 
General  Revenue  Sharing  were  hardly  used  at  all  for  maternal  and  child 
health  services,  despite  the  fact  that  neither  maternal  and  child  health  nor 
crippled  children  funds  from  Title  V  were  increased  sufficiently  to  cope 
with  inflation. 


IMPROVEMENTS  BY  WAY  OF 
MANPOWER  CONSIDERATIONS 

Chief  among  the  growing  number  of  recommendations  regarding 
change  or  improvement  of  child  health  services  is  the  alteration  of 
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distributum  of  xe^xnisibilities  among  various  health  professionals  and  the 
training  of  new  or  traditional  but  less  widely  used  types  of  child  care 
professioaals.  It  has  been  proposed  that  the  school  nurse  have  an 
expandfd  role  (/25>  or»  more  specifically,  a  role  in  primary  care  and  more 
compiebensivc  care  for  <±dldren  in  school  il26,  127). 

5?Oine  also  suggest  larger  roles  for  physicians*  assistants  in  child  care 
(12^  fiumly  nurse  practitioners  0^>*  and  social  workers  (iJ0.  The 
pediatric  nurse  clinician  is  recommended  especially  in  rf^ljng  with 
abt»Ei^  parents  <I3i,  132).  One  writer  (an  epidemiologist)  cautions 
against  imnyidfatr  installation  of  the  pediatric  nurse  practitioner  without  a 
^"field  txiaT*  and  extensive  evaluation  il3S).  Others  in  the  higher  reaches  of 
pediatric  f>rofessionaI  life  urge  rmmt^ii»^t^  utilization  of  the  nurses  so 
trained  (,134).  Still  others  continue  to  suggest  that  physicians  assume  more 
'responsibility  and  adapt  to  the  changing  fashions  of  demand,  diagnosis, 
and  treatment  for  the  £uni]ies  of  abused  children  (135)^  in-school  health 
services  (/35>;  and  in  providing  the  needed  outreach  to  unreached  families 
il37y,  A  military  groi^  ans^tyzed  the  capabihty  of  Army  oorpsmen  as 
diagnosticians  using  a  physician- written  algorithm  and  found  an  astonish- 
ingly I^h  degree  of  accuracy  il3S),  This  promises  productive  use  of  nurse 
practitioners  in  screeniz^  ai^  ether  diagnostic  services. 

More  specific  concerns  in  the  area  of  organization  of  services  derive 
firom  the  present  firm  separation  of  famity-centered  child  health  care 
(pediatrician,  out-patient,  or  groi^  practice)  from  the  sch;>jl  health 
service.  In  part  this  may  be  a  reflection  of  the  partial  and  often  inadequate 
services  of  sc^kx>1  health  {M-ograms.  Jr  it  may  be  the  other  way  around: 
The  partial  and  inadequate  character  of  the  school  health  services  may 
reflect  the  determination  of  Americans  to  maiTi taw  family  domination  in 
child  health  care  responsibility.  Whatever  the  origin,  the  effects  are 
disastrous  multiplication  of  e>q>ense,  duplication  of  services,  and  split  of 
responsibihties.  The  lack  of  effective  liaison  and  recognition  of  shared 
responsibility  results  in  fiulure  to  provide  needed  services.  The  shortcom- 
ings of  existing  school  health  services  need  no  r^>etition  here.  However, 
the  fact  of  the  school's  importance  as  a  source  of  information  about 
children's  health  needs,  as  a  site  for  establishing  primary  care  services,  and 
as  an  important  focus  for  health  education  is,  despite  long-time  recogni- 
tion, only  now  becoming  the  subject  of  study  and  new  program  effort 
(138,  139,  140,  141),  The  school  as  an  ideal  place  for  identifying  child 
abtase  is  also  suggested  (142),  Some  attention  is  directed  toward  changing 
the  role  of  the  school  nurse,  a  development  noted  in  the  manpower 
discussion;  some  is  directed  at  reducing  fragmentation  in  diagnosis  and 
treatment,  noted  in  the  oiganization  discussions  above.  Providing  resi- 
dence training  for  pediatricians  in  a  school  or  Head  Start  program  setting 
may  improve  interest  and  coordination  in  the  field  (143), 

One  aspect  of  child  health  care  that  is  receiving  increased  attention, 
over  the  imyielding  objections  of  the  professionals  involved,  is  dental 
services  for  school  children.  An  overview  by  the  Dunnings  (144)  of  New 
Zealand's  long-time  use  of  dental  nurses  and  newer  efforts  in  Australia, 
Can-^da,  and  Sweden  show  that  these  nurses  are  beginning  to  have  an 
impact  on  American  thinking.  I>ental  nurse  practitioners  in  the  United 
States  would  go  a  long  way  toward  resolving  the  limited  and  discriminato- 
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xy  pattern  of  dental  services  for  children  and  could  easily  become  part  of  a 
unkied  school  health  service. 

Some  attention  should  also  be  paid  to  the  failure  of  the  Oovemment  to 
adequately  support  child  health  services.  Steiner  (/45>  attributes  this  lack 
of  ^fective  support  to  public  philosophy  (no  national  advocacy  group 
cxistsX  national  policy  (child  development  is  not  a  primary  national 
concern),  lack  of  unified  Congressional  oversight,  and  lack  of  coordina- 
tion in  Federal  agencie5v  charged  with  the  fragmented  responsibilities*  No 
single  professional  organization  provides  unified  policy,  guidance,  or 
accountability. 


STRUCTURING  A  NEW  BASE  FOR 
CHILD  HEALTH  PROGRAMS- 
RESEARCH  AND  DEMONSTRATION  NEEDS 

Attitudes  about  official  responsibili^  for  maternal  and  child  health  and 
medical  care  services  have  changed  throughout  American  social  history. 
Along  with  other  aspects  of  social  responsibility,  maternal  and  child 
health  have  been  seen  as  primarily  a  family  responsibili^;  official 
participation  is  seen  as  an  encroachment  upon  family  rights^  individual 
privacy,  freedom^  and  individual  initiative.  Orphans  and  the  poor,  over 
whom  the  Government  has  been  somewhat  grudgingly  allowed  to  extend 
its  protective  wing,  have  been  gradiially  provided  more  and  more  services. 
Even  so,  argument  continues  as  to  the  worthiness  of  the  poor  to  be 
receiving  such  help  as  Government  provides;  health  and  medical  care 
services,  like  other  welfare  services,  are  often  thought  to  encourage 
laziness,  fertility,  and  sloth.  In  periods  of  gingerly  activity,  funds  and 
services  have  been  directed  toward  specific  elemen^i  of  the  population 
considered  deprived  or  unable  to  provide  for  themselves,  such  as  the  poor, 
minori^  groups,  migrants,  rural  people,  or  those  living  in  '*impacted^ 
aieas.  Even  in  such  cases,  ftmds  and  services  have  been  far  from  generous. 

In  this  century,  national  demand  for  special  services  for  mothers  and 
children  began  with  the  first  White  House  Conference  on  Children,  under 
President  Taft  and  after  the  establishment  of  the  Children's  Btu^eau. 
Grants  in  aid  to  the  States  for  specific  child  health  activities  began  witii 
the  Sheppard-Towner  Act  in  1922.  Title  V  of  the  Social  Security  Act 
followed.  Federal  support  reached  a  peak  in  the  1960*s.  Large  sums  of 
Federal  money  were  appropriated,  new  programs  designed — M&I  and 
C&Y — family  planning  funded,  abortion  paid  for  out  of  Federal  medical 
care  programs. 

Because,  in  the  elegant  locution  of  the  19th  Century,  "form  follows 
function,^  the  structure  of  maternal  and  child  health  services  under 
Federal  auspices-  reflected  the  goals  of  its  designers.  Anyone  who  could 
pay  was  excluded,  almost  automaticaUy,  because  of  traditional  attitudes 
toward  Government  paying  for  ai?>  service.  If  one  could  afford  it,  he 
would  presumably  want  to  pay  tor  it  himself  rather  than  accept  a 
Government  "handout.*^  Conversely,  one  had  to  be  careful  not  to  pay  for 
those  who  could  pay  for  themselves,  for  fear  the  Government  would  be 


852 


Si 


takoL  advantaj^e  of.  Legislative  language  invarial^  indttded  as  a  criteria 
fiare^libflity  for  services  tiie  words  **poor^  or  -derived.-  Sometimes  the 
avciitiects  of  ^  legiskuioa  mani^ged  to  write  it  so  that  a  designated  area 
would  be  eligible  and  all  those  living  in  that  area,  r^ardless  of  income, 
au^tt  be  eligible.  If  so,  n^;alations  written  after  the  law  would  tend  to 
narrow  the  cl^;ibilxty  to  maintafn  such  exdusiveness. 

Ih  aiasy  ways„  the  social  attxtndes  and  the  legislation  reinforced  one 
another.  It  was  thonglit  shameful  to  use  a  poUic  service  when  one  could 
afiford  to  pay  for  it,  and  the  law  specified  one  had  to  be  "in  need."  In 
addition,  welfare  services,  under  adverse  social  or  economic  ccmditxons, 
oflen  bore  die  brunt  of  the  governmental  funding  comUlcUoa  following 
vqpcsk  die  anxieties  and  fears  as  wdl  as  de|»xvations  «<»Foriatrd  with  them. 
Fintitlrment  was  not  permanent,  and  the  content  of  that  entitlement  not 
fixed. 

So  there  have  been  seesaws:  official  generodsity — carefixify  hedged 
about,  of  coarse — and  lean  years.  However,  in  every  case,  the  programs 
were  tailored  to  implirit  values  and  attitudes  about  weUEare  activities; 
these  programs  were  not  universal,  but  restrictive  and  monitored  to 
prevent  abuse.  Universal  eligibility  was  rejected  because  of  the  concept  of 
a  private  scct<»-  that  was  owed,  by  the  Government,  the  right  to  care  for 
and  charge  those  who  were  able  to  pay.  The  corollary  of  these  concepts, 
wdfere  restriction  and  private  entrepreneurial  rights,  was  that  mothers 
and  children  were  not  entitled  to  care.  Care  was  a  personal  decision:  to 
buy,  if  financially  capable;  to  seek  from  guarded  public  sources  if  tmable 
to  pay.  The  concepts  of  outreach  to  find  the  needy,  for  instance,  or  of 
insuxing  care  to  the  unlcnowledgeable,  while  not  altc^ether  foreign,  were 
not  integral  parts  of  any  program. 

In  effect,  then,  the  well-meaning  intentions  of  the  loyal  and  devoted 
groi^  wiio  campaigned  for  better  maternal  and  child  care  were  bound  to 
be  frustrated  to  some  extent,  no  matter  what  the  program  intention  was. 
The  design  of  the  program  could  never  meet  the  needs  for  which  it  was 
intended.  It  had  to  conform  to  agonizingly  paradoxical  objectives:  in  the 
one  case  traditional  welfare  and  social  obfectives;  in  the  other,  traditional 
professional  and  economic  objectives. 

Program  designs,  how  ever  they  have  been  modified  over  the  years,  and 
progiam  objectives,  how  ever  they  have  been  clarified  and  adumbrated, 
suffered  from  the  motivational  schizophrenia.  In  the  early  days,  when 
prevention  was  ignored  by  the  medical  profession,  nurses  and  private 
agencies  or  health  d^>ar:xnents  undertook  the  task,  but  only  for  the  poor. 
As  prevention  has  become  fashionable  (and  to  some  extent  Iucrative5  and 
the  oxiioii  of  prcvcntioii  dud  cure  sl  truism^  pliysiciaiis  li3.vc  dcmaiKled 
control  of  that  area  as  wcIL  However,  inasmuch  as  prevention  is  hardly  as 
attractive  or  as  exciting  as  rare  and  h<^peless  diseases^  or  as  lucrative  as 
acute  and  chrcmic  i]ln^.^j*es,  physicians  pay  little  attention  to  it,  and 
preventive  services  fattgiwch 

While  the  literacure  reveals  the  failure  of  progr^JXkSy  the  persistence  of 
needs,  and  the  continuing  disadvantage  of  poor  and  minority  children,  the 
policy  implications  of  the  deficiencies  are  barely  discussed.  Consequently, 
the  potential  for  solution — whether  repair,  reform,  or  reconstruction — is 
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difiRcult  to  establish.  Arden  Miller  points  to  the  possibili^  of  new 
initiatives  in  local  health  departments  (i46>.  Health  departments^  how- 
ever, will  have  to  go  a  long  way  to  overcome  their  attachment  to  concepts 
and  resolves  developed  during  the  sanitary  revolution  of  a  century  stgp 
(out  of  which  such  departments  were  bom)  if  they  are  to  meet  the  needs  of 
the  21st  Century. 

Therefore,  a  number  of  topics  merit  thoughtful  consideration  but  are 
barely  touched  on  in  the  literature  reviewed-  What  shall  be  the  future  role 
of  State  and  local  health  departments?  It  has  been  suggested  that  States 
become  the  vehicle  for  a  radically  reorganized  approach  to  child  health 
care  with  the  emphasis  on  preventive  services  (.147).  In  the  Steward  and 
Crafton  book,  DcHvcry  of  Health  Services  to  the  Poor,  the  usual 
recommendations  are  made,  based  tipon  maintaining  the  traditional  child 
health  care  system  048),  However,  their  discussion  makes  it  clear  that 
they  know  the  system  will  not  respond  sufficiently  to  promote  preventive 
needs.  **The  current  pattern  of  medical  services  in  the  U.S.  is  oriented 
toward  the  treatment  of  acute  and  chronic  diseases  rather  than  through 
the  provision  of  comprehensive  preventive  health  care  services.  The 
findings  from  the  literature  review  suggest  that  a  full  scale  implementation 
of  a  program  of  preventive  health  care  services  would  require  far  reaching 
changes  in  the  context  of  education  for  health  professionals  —  and  the 
organizational  and  financing  mechanisms  used  to  deliver  medical  services 
to  the  general  population."  These  sentiments  are  echoed  in  the  article  by 
Sundell  and  Homan  (73).  Not  just  a  new  deal,  but  a  new  deck  to  play  with 
may  be  required  in  this  game. 

Schaefer  proposes  that  not  only  health  ^fstem  change  is  required,  but  a 
full  scale  "Child  Development  Program,"  with  a  sufficiently  wide  range  to 
include  parent  education  and  many  different  types  of  workers  (/49).  The 
failures  of  EPSDT  and  the  recognition  of  the  need  for  many  more  highly 
specialized  assessment  centers  as  followup  for  screening  procedures  are 
underiined  in  the  requirements  of  the  recently  mandated  program  for 
education  of  the  handicapped.  Public  Law  94-142,  with  its  requirement 
that  appropriate  educatiooial  opportunities  be  provided  for  handicapped 
children,  demands  that  appropriate  screening  and  assessment  be  done  to 
ensure  that  every  child  in  need  of  services  is  appropriately  handled.  A 
great  deal  more  will  have  to  be  done  than  we  are  now  doing  to  meet  this 
obligation  ( 150).  The  old  fragmented  ways  will  not  do. 

Attention  has  been  paid  to  social  and  psychological  factors  that 
influence  children's  health,  families*  attitudes,  and  treatment  of  children, 
as  well  as  how  they  affect  access  to  care.  However,  something  also  must  be 
said  about  newly  recognized  environmental  factors  that  may  have  a 
baleful  influence  on  the  child's  health  and  future  life— environmental 
contamination.  This  contamination  extends  to  considerations  not  only  of 
lead,  for  example,  but  also  of  parents'  working  environment,  from  where 
carcinogens  or  other  toxins  may  be  brought  home,  and  whether  such  toxic 
agents  in  the  workplace  may  influence  the  genetic  substance  of  mothers  or 
fathers  (/5/, /52). 

A  good  deal  of  investigation  will  also  have  to  be  done  to  determine  what 
preventive  and  therapeutic  services  children  will  be  entitled  to  even  before 
the  improved  system  for  child  health  services  can  be  designed. 
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•  What  dements  in  the  social  and  p^chological  makeup  of  the 
family  (what  makes  them  ^Nulnerable^**  for  eTuunple)  can  be 
clearfy  identified? 

•  Which  environmental  factors  need  to  be  avoided  during  pregnan- 
cy^  in  child  care,  and  even  earlier,  if  the  genetic  material  itself  is  at 
risk? 

•  How  can  the  rise  in  teenage  suicide  be  accounted  for? 

•  What  social  programs  such  as  nutrition  and  family  grant  support 
are  most  critical  and  might  be  most  useful  for  community 
experiments? 

m  What  economic  studies  can  establish  costs  for  various  modifica- 
tions of  child  health  service  programs?  Showstack  et  al.  (,153) 
review  fee-fbr-service  rexmhursement  and  come  to  the  conclusion 
that  we  must  ^create  a  more  uniform,  rational,  and  efficient 
system  of  paying  for  ph3rsician  services  that  will  be  based  on  the 
goals  of  high  quality,  accessibly,  and  efficiently  delivered  health 
care*** 


SUGGESTIONS  FOR  RESEARCH  AIVr>  FOLLOWUP 

The  fact  that  the  bulk  of  papex^  presented  since  1975  and  books 
published  in  regard  to  child  health  simply  shore  up  earlier  descriptions 
and  analyses  rather  than  provide  new  views,  concepts^  or  proposals  is  a 
significant  finding  in  itself.  It  suggests  that  we  already  have  as  much 
information  as — and  peiiiaps  mere  than — we  can  effectively  process 
regarding  the  problems  and  need5;  in  the  area  of  children's  health.  The 
poverty  of  imagination,  or  lack  cf  variation  on  earlier  responses  to  the 
problems,  suggests  that  the  difficulty  in  implementing  improved  child 
health  services  and  remedying  the  deficiencies  in  child  health  in  the 
United  States  do  not  arise  from  lack  of  information  as  to  what  needs  to  be 
done  or  what  can  be  done.  The  difficulty  lies  with  social  policy,  attitudes 
toward  ctirtdrcn,  and  innate  defects  in  the  structure  of  the  medical  care 
and  health      vdces  system. 

Foh^  stiidies  of  cdiild  health  services  are  relatively  rare.  Except  for  the 
publications  from  the  Yale  Health  Policy  Project,  occasional  pieces  in  the 
Harvard  Child  Health  Project^  or  such  conunentaries  as  the  Wewberger  et 
aL  essay ^  no  one  has  challenged  the  status  quo  of  child  health  service 
programming.  Sir  Oliver  Lodge  once  noted  that  the  last  thing  a  deep  sea 
fish  would  discover  would  be  water.  The  basic  beliefs  upon  which  existing 
child  health  service  programs  are  founded  and  proposals  for  improvement 
or  modification  based  on  those  beliefs  need  to  be  examined.  The  primary 
research  effort  should  address  (a)  universal  child  health  programming 
versus  a  universal  health  program  as  a  national  policy,  (b)  within  that, 
exploration  of  social  attitudes  toward  children  that  obstruct  or  might 
facilitate  effective  programming,  and  (c)  political  factors  that  influence 
change  with  partzct^ar  reference  to  children's  services. 

A  series  of  topics  suggest  themselves  as  fltdng  into  the  rubric  of  policy 
studies: 

m  The  economic  value  of  prevention  in  childhood  and  the  Iong*term 
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effects  of  preventive  services  on  children  and  the  adults  they 
become. 

•  The  suggested  preventive  measures  and  their  effectiveness,  includ- 
ing outreach,  family  guidance,  special  attention  to  vulnerable 
families,  and  school  health  education  procedures, 

•  Sociological  attitudes  toward  childr'*^  and  sources  of  difficulties 
in  developing  national  advocacy  tions  and  measures  for 
children. 

m  Professional  sacred  cows  such  as  -    U  and  cost  effectiveness 

of  a  luufied  preventive-curative  sc.  crsus  separate  preventive 

and  curative  service.  Are  physicians  necessary  in  a  preventive 
program  for  children?  What  about  pilot  home  birth  programs  to 
be  assessed? 

•  Recognizing  that  collective  services  are  administered  better  than 
individualized  provision  of  services,  what  should  be  the  nature  of 
the  group  structure  and  how  large  should  it  be?  What  is  the 
optimal  composition?  What  kinds  of  training  within  disciplines 
lead  to  greater  cooperation  among  disciplines? 

m  What  kinds  of  cost  estimates  can  be  made  of  the  operation  of 
various  pwograms?  What  sources  of  funding  should  be  tapped? 
How  can  public  and  private  tesouxces  be  combined  to  guarantee 
fiscal  solver*-^? 

•  Public  roles  and  the  structuring  and  restructuring  of  health 
department  activities,  including  the  roles  of  nurses,  doctors, 
midwives,  and  others. 

•  Private  roles  including  considerations  of  a  voluntary  agency 
structure  for  child  health.  Nonprofit  or  profit?  Community  based, 
indepedent  self-forming  groups,  standards  for  charter  or  licensing? 

•  National,  State,  and  local  organization  and  control  including 
consideration  of  a  national  organization  with  regional,  artificial 
geographic  limits? 

•  Considerations  of  ethnic  and  cultural  diversity  in  planning  and 
implementing  programs:  pluralism  in  program  design  or  uniformi- 
tv  of  design  and  pluralism  in  staffing  and  operations? 

The  White  Report  concludes  with  a  series  of  recommendations  that 
derive  fiom  the  overall  interest  of  the  investigators  as  much  in  child 
developmeu*  as  child  health,  but  the  recommendations  are  not  very 
different  froj-  "^t-vc.  Social  factors  have  an  impact  on  child  health 

that  is  not  .  --^  ondcrstood.  Some  of  the  needs,  for  instance  those 
related  to  mtion,  would  not  exist  as  medical  problems  if  effective 

social  actioii  cn..  .*red  proper  feeding  of  all  children.  Should  such  action  be 
financial  (fam51y  allowances),  nutritional  (feeding  programs  for  children 
plxis  nutritional  education  in  the  schools),  or  a  combination?  Will  this  in 
turn  reduce  morbidity  and  mortality  from  infectious  disease,  r^ardless  of 
whether  there  is  (a)  added  impetus  to  an  immunization  program,  or  (b)  a 
comprehensive  program  of  child  medical  care  services  to  ensure  immuni- 
zatfci;  as  well  as  treatment  once  a  child  is  sick?  We  can  only  know  by 
trying  lo  contrci  the  results  in  field  trials  of  great  magnitude.  Perhaps  an 
existential  approach  is  better.  Can  we  get  sufficient  commiuaen'  and 
action  to  provide  social  programs  that  would  guarantee  a  nutridonal 
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result?  Doubtful.  A  large  scale  ipiiot  program?  Possible.  We  sh<>uid  try. 
Can  we  refcmn  the  medk-^  cstsre  fervice  system  for  children  to  accomplish 
as  much  as  that  system  cnn  provide?  Possible.  Let^s  try. 

White  et  al,  note  basic  characteristic  of  this  field:  the  inseparability' 
of  proUems  from  the  services  designed  to  solve  them.**  Therefore^  their 
recommendations  include  questions  to  be  resolved  on  coordination  of 
health  services  with  other  services  such  as  education  and  day  care.  They 
would  like  to  see  research  directed  at  priorities  if  choices  have  to  be  made. 
What  areas  of  intervention  are  crucial^  and  should  be  attacked  first? 
(prenatal  care?  preschool?  medical  care?)  If  choices  nwst  be  made»  are 
there  groups  of  chskfren  who  should  have  priori^?  The  poor?  The 
minorities?  The  handicapped?  Can  the  system  be  better  changed  by 
influencing  the  larger  medical  care  system  than  by  focusing  on  children's 
services?  (financing?  Manpower?  Cbmmunity  involvement?)  It  does  not 
resolve  the  dilemma  of  universal  versus  targeted  action.  However, 
experience  with  t^geted  proMems  suggests  that  two  classes  of  care 
eventually  result. 

Their  recommendations  therefcre  aim  at  several  tiers:  improve  and 
increase  nutritional  programs,  improve  and  extend  existing  child  health 
programs,  dcvel<^  comprehensive  medical  care  programs,  and  diversify 
pediatric  manpower. 

Oearly,  the  White  Report  aims  at  station.  It  does  not  ask  for  more  study 
or  more  research.  The  same  is  true  of  the  Children's  I>efense  Fund 
Report.  It  takes  for  granted  that  the  deficiencies  most  seriously  affect  the 
p>oor^  the  minorities^  the  rural  isolated  children.  It  reconunends  changes  in 
financing  to  ensure  universal  eligibility^  comprehensive  benefits,  incen- 
tives to  use  the  most  suitable  care^  outreach  and  support  services,  and 
^>ecial  assistance  for  hard*to-serve  areas. 

The  Newberger  et  aL  essay  poses  a  few  questions  that  wo^ild  benefit 
from  researdi,  such  as,  ^o  what  extent  will  efforts  to  improve  the  health 
and  quality  of  the  life  of  our  nation*s  ^uldren  succeed  in  making  their 
lives  more  productive  and  l.^opyT*  However,  the  essay  also  is  a  ^how  to** 
exercise.  Enough  is  known,  ii  is  time  to  act.  ^HThe  evidence  is  unequivocal 
that  poverty  and/or  membership  in  a  racial  minority  not  only  increase  the 
likelihood  of  a  serious  or  fatal  physical  or  mental  health  problem,  but 
appear  also  to  compound  the  negative  effects  of  virtually  all  the 
conditions  which  predi^>ose  a  child  to  further  risk.^  Furthermore, 
^Children^s  health  and  productive  functioning  are  embedded  in  a  social 
and  economic  context  which  can  support  or  inhibit  the  development  and 
the  expression  of  their  innate  potential.^ 

In  short,  previous  collectors  and  assemblers  of  the  literature  regarding 
child  health  needs  have  reached  similar  conclusions:  Social  commitment 
to  children  is  lacking  in  terms  of  financial  and  nutritional  support  and  the 
like.  The  literature  pleads  for  equi^  in  the  provision  of  and  access  to 
health  and  medical  care  services  for  all  children.  Such  proposals  do  not 
usually  deal  with  critical  judgment  of  traditional  solutions,  but  recom- 
mend more— =- more  money,  more  staffs  more  distribution  of  existing  plans 
and  programs,  more  organic  tion,  more  of  the  same. 

Leonard  Bltmiberg,  in  ^  casual  comment  as  part  o2  l^ook  review  (/54) 
struck  a  chord:  "The  changes  that  social  reformers  seek  might  be 
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fundamental  if  they  were  instituted  all  at  once,  but  they  are  committed  to 
incrementalism;  they  argue  that  they  rre  defending  the  highest  values  of 
the  society.  In  short,  they  are  moderates  parading  in  radical  clothing/" 
The  above  reconuncndations  for  research  also  reflect  recognition  of  the 
long-standing  character  of  the  findings— that  poverty  and  minority  status 
stand  m  the  way  of  good  health  and  of  good  care  when  health  breaks 
down  and  that  maldistribution  of  resources  impedes  solution.  Given  the 
bits  of  evidence  from  the  few  policy  studies  that  have  been  made,  the 
solution  will  not  be  found  in  **more/'  However,  to  determine  whether 
more  of  something  is  in  order,  and  what  else  might  be  done  or  in  what 
way,  these  research  suggestions  have  been  made,  A  proposal  is  made  for 
testing  different  structural  solutions  as  well. 
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NATIONAL  INFORMATION 
NEEDS  IN  MATERNAL 
AND  CHILD  HEALTH 


by 

Nicholas  Zill  and  Robin  Mount* 


BSTRODUCnON 

How  Heahiiy  Are  Odidren  In  The  United  States? 

To  answer  the  question  **What  would  we  like  to  know  about  child 
health  in  the  United  States?**  it  is  necessaiy  to  know  first  how  healthy 
American  children  dure  and  how  their  health  status  has  changed  over  time. 
This  seems  single  to  answer,  but  the  progress  that  has  been  made  in 
improving  child  health  has  made  this  more  difHcult  to  determine.  When 
many  children  died  in  infazicy  or  childhood  and  even  more  contracted 
serious  infections  diseases  or  were  malnourished,  health  could  be  simply 
defined  as  the  absence     disease  or  illness. 

Today,  most  of  the  children  who  are  bom  in  the  United  States  survive 
infan^  and  childhood  and  ndatively  few  devek^  any  serious  disease.  As 
these  changes  have  occurred,  definitions  and  concerns  about  health  have 
broadened  to  include  more  than  mere  survival  and  extend  to  questions 
regarding  normal  growth  and  devel<^>ment,  school  performance,  mental 
health,  and  the  pro^>ects  for  a  child's  becoming  a  positive  and  productive 
member  of  society. 

In  addition  to  information  concerning  the  health  status  of  American 
children  as  a  whole,  a  growing  interest  has  developed  concerning  social, 
economic,  and  geogr^hic  differences  in  health  status.  Health  difTerences 
between  children  from  affluent  and  educated  families  as  op^xKcd  to  those 
from  families  with  little  education  or  income  are  of  interest  as  well  as  how 
the  health  of  black  and  Hispanic  children  compares  with  that  of 
noomtnority  children.  Furthermore,  how  child  health  measures  vary 
within  and  among  cities  and  States  is  also  of  interest. 

Several  reasons  have  led  to  the  interest  in  group  and  geographical 
differences.  The  fiirt  reason  is  a  concern  with  social  equity.  The  United 


'CHIU>  TRENDS.  n*Z^  1990  M  Street.  N.W.  «70a  Wuhingum,  D.C.  20036:  Telephooe  (202)  223- 


ERIC 


S6S 


States  as  a  society  has  made  a  commitment  to  the  effect  that  the  color  of  a 
child's  skin  or  the  income  level  of  the  child's  family  should  not  in 
themselves  be  barriers  to  a  childhood  free  from  physical  pain  and 
disability.  Child  health  can  be  employed  as  an  indicator  o  learn  about  the 
progress — or  lack  of  progress — in  achieving  these  goals.  A  second  reason 
for  the  interest  in  group  difFerenccs  is  that  they  may  help  to  clarify  why 
some  children  remain  healthy  and  others  develop  diseases  or  handicaps. 
The  question  of  causality  in  disease  is  usually  more  complex  than  the 
simple  description  of  how  one  group  differs  from  the  other  or  how  health 
statistics  change  from  one  year  to  the  next. 

The  interest  in  geographical  differences  in  child  health  stems  from  the 
fact  that  much  of  the  political  decisionmaking  and  administration  of 
health  care  resides  at  the  State  and  local  levels.  Governors,  mayors.  State 
legislators,  county  executives,  local  health  ofTicirUs,  and  citizens  want  to 
know  how  healthy  children  arc  in  their  jurisdictions,  especially  in 
comparison  to  other,  similar  jurisdictions.  Environmental  issues— such  as 
air  and  water  pollution,  nuclear  and  chemical  contamination  and  the 
like — have  also  spurred  the  interest  in  local  health  statistics. 


What  Kind  of  Care  Do  They  Receive? 

The  second  major  type  of  information  about  child  health  concerns 
access  to  and  use  of  health  services.  How  often  do  children  require 
medical  care  and  for  what  reasons?  Who  gets  care  and  who  docs  not? 
How  do  the  -ualitati  e  characteristics  of  care  vary?  And,  how  much  do 
services  cost  and  who  pays  for  them?  In  addition  to  national  health  care 
statistics,  a  great  interest  has  arisen  in  socioeconomic  and  ethnic 
differences  in  relation  to  the  access  to  care  and  in  how  medical  care  varies 
across  geographic  areas  and  political  jurisdictions. 


Do  Health  Programs  Make  Any 
EHffereoce? 

For  policy  decisions  and  program  evaluation  the  most  useful  informa- 
tion IS  that  which  combines  child  health  care  data  with  child  health  status 
data.  Supporters  of  Federal  or  State  child  health  programs  attempt  to 
measure  program  impact  primarily  in  terms  of  reduction  in  human 
suffering.  Economists  and  cost  accountants  are  more  interested  in 
measures  of  benefits  relative  to  cost,  and  many  critics,  seeking  to 
demonstrate  that  the  programs  are  inefficient,  focus  their  attention  on 
management  and  administrative  data.  Information  about  the  effectiveness 
and  efficiency  of  child  health  programs  is  more  difficuit  and  expensive  to 
obtain  as  well  as  more  ^pen  to  dispute  than  is  information  on  simple 
differences  over  time  or  by  geographic  areas.  At  the  same  time  the  former 
type  of  information  is  in  higher  demand. 


THE  ABSENCE  OF  ACCURATE  INFORMATION 
FOR  MANY  HEALTH  ISSUES 


Many  constraints,  limits,  and  problems  are  associated  with  collecting 
valid  health  information.  Data  are  often  requested  regarding  new  and 
controversial  issues.  For  new  areas,  however,  accurate  data  can  oAen  be 
dilHcult  to  acquire  because  a  basic  understanding  of  health  principles  is 
lacking. 

Determining  the  appropriate  methodology  and  analysis  for  gathering 
data  can  be  challenging.  If  a  well-designed  methodology  is  not  thoroughly 
adhered  to.  information  will  be  inaccurate  and  can  lead  to  false 
conclusions.  Numerous  examples  of  past  data  collections  can  be  cited  that 
show  poor  design  and  administration,  which  ultimately  yielded  results 
with  limited  usefulness  and  accuracy. 


Controlliiig  for  Social  and  Environmental  Variables 

Although  medical  knowledge  and  technology  have  increased  enormous- 
ly in  the  last  30  or  so  years,  development  in  the  biological  sciences  has 
been  insufficient  to  answer  many  basic  questi.  j»f  such  as  those  relating  to 
the  etiology  of  disease  in  individuals  and  pc^  ^*Ujns.  This  makes  it  more 
difficult  to  specify  the  kinds  of  mea^^ures  and  c       most  needed. 

Data  for  some  studies,  such  as  the  effects  of  nutrition  and  preventive 
practices,  are  best  collected  through  prospective  experimental  studies  that 
attempt  to  unravel  the  influence  of  the  environment,  genetic  composition, 
and  individual  behavior  on  health  status.  The  interactional  nature  of 
health  makes  i:>oiating  the  variables  associated  with  a  health  problem 
extremely  difficult.  Only  carefully  designed  research  that  controls  for 
impinging  background  variables  is  able  to  produce  valid  data. 

Employing  an  experimental  design  is  not  always  feasible,  however, 
because  of  ethical  or  practical  problems.  Such  studies  are  also  time 
consuming  and  expensive.  Where  data  cannot  be  experimentally  collected, 
it  is  sometimes  possible  to  substitute  other  methods  which  provide  some, 
though  weaker,  evidence  for  causal  relationships.  For  example,  statistical 
techniques  allow  inferences  to  be  made  about  possible  cause  and  effect 
from  retrospective  and  concurrent  studies. 


Lack  of  an  Adequate  Classification  System 

Diagnostic  tests  and  uniform  classification  systems  have  not  been 
developed  for  many  new  health  issues,  which  further  deters  accurate  data 
collection.  This  is  especially  so  for  "new  morbidity"  (  /  )  conditions  in  child 
health,  such  as  hyperactivity,  dyslexia,  or  allergies.  A  lack  of  standardized 
definitions  or  systems  of  classification  creates  difficulties  for  the  collection 
of  reliable  data  on  the  prevalence  of  new  morbidity  conditions.  Even  when 
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diMbility.  Child  health  can  be  employed  as  indicators  to  learn  about  the 
prevalence  reflect  an  actual  increase  in  incidence  and  not  an  increase  in 
the  awareness  of  the  condition  or  problem.  For  example,  the  recent 
increase  in  the  number  of  reported  cases  of  child  abuse  may  reflect  an 
ixkcreased  awareness  of  the  phenomenon  rather  than  an  increase  in  actual 
child  abuse  incidents. 


FragmentatioD  of  Data 

Data  from  gov«-*mment  health  care  programs  arc  often  incomplete 
because  of  thr  fv^^^entation  of  health  care  services  and  the  fact  that  the 
same  program  miiy  vary  across  different  States  or  regions  in  ways  which 
preclude  Statc-by-State  or  rcgion-by-region  comparisons.  One  way  to 
overcome  fragmentation  is  to  base  data  on  a  standard  xmit  of  analysis  that 
would  remain  constant  in  varying  circumstances.  For  example,  using  the 
individual  child  as  a  unit  for  analysis  would  make  comparisons  of 
programs  easier. 

Small  scale  studies  using  a  mixture  of  concepts,  methods,  and  samples 
will  not  provide  the  basis  for  describing  child  health  or  evaluating 
program  effectiveness-  If  real  progress  is  to  be  made  in  tackling  complex, 
multxfaceted  questions,  large-scale  collaborative  research  is  needed  that 
makes  »ase  of  standard  terms  and  definitions,  comparable  methods,  and 
suitable  techniques  of  analysis. 


METHODS  USED  TO  PROVIDE  HEALTH 
DATA  FOR  CHILDREN 

Several  widely  used  methods  exist  for  collecting  data  on  the  prevalence 
of  health  conditions,  the  need  for  and  use  of  services,  the  effects  of 
treatments,  and  changes  in  health  status  over  time.  The  methods  include 
self-reporting  or  parents'  evaluation  for  children,  doctors'  reports,  admin- 
istrative records,  laboratory  tests,  and  reports  of  observed  behavior.  All 
these  methods  produce  data  that  have  some  value,  although  each  method 
has  its  limitations.  Most  of  the  methods  depend  on  the  reporting  of 
conditions  classified  into  categories  and  given  specific  labels.  The  better 
the  classification  system  and  the  wider  its  acceptance,  the  better  the 
quaH^  of  the  information. 

Laboratory  testing  is  the  most  highly  developed  tool  for  measuring 
some  aspects  of  health  status.  Unfortunately,  for  many  important 
conditions,  adequate  tests  are  not  available.  Laboratory  tests  are  also 
limited  even  in  the  kinds  of  information  they  provide.  For  example,  they 
do  not  provide  knowledge  about  the  level  of  discomfort  a  condition  causes 
or  the  d^ree  to  which  the  patient  experienced  disruptions  in  his  or  her 

regular  activities.  j      i  «j 

In  incidents  where  adequate  diagnostic  tests  have  not  been  developed 
for  health  conditions  or  problems,  clinical  judgment  is  the  best  method 
far  determining  the  presence  of  the  conditions.  Trained  observers  can 
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more  accurately  assess  heaith  conditions  than  can  children  or  parents 
reporting  for  themselves.  Such  observations*  repeated  over  time,  can  also 
be  used  to  determine  long-term  trends  in  health  status*  as  long  as  no 
change  occurs  in  the  clinical  criteria  employed. 

Observation  techniques  employed  over  time  can  be  used  to  develop 
knowledge  about  health  status  changes  and  how  health  conditions  affect 
children  at  different  developmental  levels.  This  is  necessary  because 
general  health  and  environmental  conditions  can  change  rapidly  during 
childhood  and  adolescence.  Starfleld  (2)  has  shown  in  an  anaJysis  of  data 
collected  over  a  10-year  period  that  many  children  with  high  use  of 
services  recovered  from  serious  conditions  and  no  longer  needed  services,  - 
whereas  other  high  users  remained  ill  and  continued  to  be  high  users  of 
medical  care.  Those  children  recovering  from  conditions  passed  through 
various  stages  of  health  care  needs.  For  children  remaining  ill,  however, 
their  own  maturation  processes  meant  that  their  health  needs  were  also 
changing  over  time. 

The  information  reported  by  doctors  can  be  useful  for  determining  the 
prevalence  of  some  conditions  but  is  imreliable  for  others.  Studies  of  the 
diagnosis  of  children's  psychiatric  disorders,  for  example,  show  that 
among  different  psychiatrists,  low  levels  of  agreement  occur  even  when 
they  applied  the  same  classification  system  (3). 

The  limitations  of  patient  record  systems  also  introduce  problems  of 
validity  in  measuring  health  conditions.  In  a  recent  study  of  Medicare 
records,  only  57  percent  of  the  claim  forms  contained  the  correct  principal 
diagncKsis  (4).  Such  low  validity  suggests  that  this  method  of  data 
coUection  would  lead  to  inaccurate  knowledge  about  the  frequency  of 
various  health  problems  in  the  population. 

Another  source  of  discrepancies  in  doctor  reports  is  that  doctors  rely,  in 
part,  on  the  ability  of  parents  to  accurately  describe  symptoms.  Because 
patients  vary  in  ability  to  articulate  their  health  problems,  a  doctor's 
ability  to  elicit  this  information  may  also  be  a  factor  affecting  diagnosis. 

Evidence  suggests  that  physician  reports  of  some  conditions  increase  as 
the  income  and  education  levels  of  patients  increase.  In  a  reanalysis  of 
data  from  the  Health  Examination  Survey  of  children  6—11  years  of  age 
collected  in  1963-65,  Grossman  et  al.  (5)  found  a  positive  association 
between  family  income  and  the  number  of  physician  recorded  health 
conditions  for  certain  health  problems  such  as  allergies.  However,  these 
data  were  derived  from  the  health  history  segment,  which  relied  on  the 
parents'  r^>orts  to  the  doctor  and  not  the  actual  physical  examination 
itself.  Possibly,  parents  with  higher  incomes  were  either  more  aware  of  or 
better  able  to  report  these  health  conditions.  In  actuality,  the  upper- 
income  children,  based  on  physical  examination,  were  not  less  healthy  as  a 
whole,  and,  in  fact,  low-income  children  displayed  significantly  more 
abnormal  coxkditions  when  examined  (6). 

If  doctor  reports  are  subject  to  biases,  then  self-reported  data  are  even 
more  affected  by  individual  perceptions  and  awareness.  Individuals  more 
knowledgeable  about  health  problems,  symptoms,  and  early  stages  of 
health  conditions  are  likely  to  report  a  higher  incidence  of  conditions  in 
themselves  or  their  children.  Reports  by  individuals  are  also  affected  by 
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the  amount  of  information  received  from  the  doctor.  Those  who  have  not 
seen  a  doctor  will  in  most  cases  be  less  able  to  put  a  medical  label  on 

symptoms.  j  r-  ■ 

The  degree  to  which  specific  terminology  and  standard  defimtions  are 
universally  accepted  affects  the  reliability  of  self-reported  and  doctor 
reported  data.  Common  terminology  is  partly  developed  through  commu- 
nication between  the  individual  preforming  the  diagnosis  and  the  person 
being  diagnosed.  A  recent  study  conducted  by  the  Foundation  for  Child 
Development  (7)  demonstrates  that  in  the  area  of  child  health  a  wide 
variety  of  labels  are  used.  Data  reported  by  teachers  and  parents  on 
limiting  conditions  in  children  showed  only  a  22-percent  agreement.  Even 
for  mental  retardation,  a  child  health  concern  for  many  years,  agreement 
between  parents  and  teachers  as  to  which  children  were  mentally  retarded 
was  so  low  that  teachers  reported  over  four  times  as  many  such  children  as 

<?id  parents.  _ 

Parent  education  level  and  ethnic  background  appear  to  be  factors  that 
affect  the  degree  of  agreement.  Parents  with  less  than  a  high  school 
diploma  agreed  with  teachers  13  percent  of  the  time  whereas  parents  with 
some  college  education  agreed  with  the  teacher  27  percent  of  the  time.  For 
black  children,  parents  and  teachers  agreed  only  9  percent  of  the  time. 
The  report  stat*;s  that,  "As  far  as  black  children  with  limiting  conditions 
were  cor»cemed,  the  parent  and  teacher  responses  to  the  same  questions 
concerning  the  same  children  weic  essentially  unrelated"  (S). 

These  results  demonstrate  the  problems  associated  with  self-reported 
data  when  stana'  idized  definitions  neither  exist  nor  are  umversally 
accepted.  Gnder  :iiese  circumstances,  the  use  of  self-reported  or  parent 
reported  data  can  lead  to  mialead^ng  conclusions.  An  analysis  of  data 
gathered  in  the  1976  Survey  on  Income  and  Education  showed  that  poor 
black  parents  reported  fewer  chronic  conditions  for  their  children  than 
poor  white  parents  (9).  From  these  data  it  was  concluded  that  poor  blacks 
were  healthier  than  their  white  counterparts  and  the  report  stated,  "The 
results  of  this  study  could  have  major  program  implications  for  Medicaid, 
Aid  to  Families  with  Dependent  Children  and  local  health  programs" 

A  reexamination  of  these  data  indicates  that  other  factors  may  influence 
the  abUity  cf  parents  to  accurately  report  the  health  conditions  of  their 
children  (/i).  For  instance,  large  differences  existed  in  the  numb^  of 
chronic  conditions  reported  in  different  regions  of  the  country.  These 
regional  variations,  in  turn,  were  strongly  related  to  the  number  of  aoctors 
practicing  'n  each  region.  Where  the  ratio  of  doctors  to  population  was 
low  parents  reported  fewer  illnesses  for  their- children.  Also,  as  the  ratio  of 
doctors  to  people  declined,  the  disparity  in  the  rates  of  reported  health 
conditions  between  blacks  and  whites  increased.  The  large  differences  in 
chronic  conditions  for  children  by  various  ethnic  and  regional  groups 
appeared  too  dramatic  to  be  r  .turally  occurring  variations  in  health, 
especially  considering  the  fact  ...at  each  group  of  children  was  living  in 
conditions  of  poverty. 

The  observed  relationship  between  the  number  of  doctors  and  the 
number  of  reported  conditions  may  reflect  either  the  access  to  or  the 
utilization  of  care.  Therefore,  the  use  of  self-reported  data  for  detenmmng 
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the  prevalence  of  chronic  conditions  may  be  misleading  and  biased.  If,  as 
the  data  suggest,  those  receiving  the  least  amount  of  care  are  unaware  of 
specific  names  or  labels  for  health  problems  aad  therefore  are  unable  to 
report  them  accurately,  then  the  conclusion  tiiat  those  reporting  fewer 
conditions  are  healthier  is  probably  incorrect*  This  illustrates  the  errors 
that  may  result  when  conclusions  are  drawn  from  scollected  data  that  were 
based  on  an  unreliable  methodology. 

The  method  of  self-reporting,  however,  is  not  an  inaccurate  means  of 
collecting  some  kinds  of  health  data.  Knowledge  about  health  attitudes 
and  behaviors,  utilization  of  services,  feelings  of  discomfort,  and  percep- 
tions health  status  are  all  important  and  best  reported  by  people 
themselves.  Though  the  reporting  of  a  condition  like  pain  is  subjective,  the 
level  of  perceived  discomfort  is  a  fact  of  real  importance  in  defining  health 
status  and  explaining  health  related  behavior  (/2). 

In  summary,  a  variety  of  methods  may  be  used  to  provide  health  data 
on  children.  Each  method  is  best  suited  to  certain  research  questions  or 
topics.  A  combination  of  methods  is  required  to  provide  a  comprehensive 
picture  of  children's  health  and  medical  care. 


HEALTH  PROGRAM  EVALUATION  DATA 

Government  policymakers  and  planners  often  seek  information  on  the 
effectiveness  of  health  programs.  The  usual  method  requires  program 
administrators  to  report  certain  data  to  the  relevant  government  office, 
which  then  performs  the  analysis.  The  need  for  information  about  many 
aspects  of  health  care  programs  has  resulted  in  an  increase  in  the  amount 
of  rei>orting  required*  Often  legislators  and  policymakers  have  little  idea 
of  the  feasibility  of  accurately  obtaining  the  information  that  they  request. 
As  a  consequence,  a  large  amount  of  useless  information  is  collected  and 
policymakers  are  frustrated  because  these  data  do  not  provide  the  basis 
for  answers  to  their  questions.  John  Keam,  of  the  Senate  Finance 
Committee  staff,  voiced  a  common  complaint  among  congressional  staff 
members:  **With  the  vast  amounts  of  information  collected,  we  still  do  not 
know  anything  about  the  management  of  programs — such  as  how  many 
children  we  are  serving  and  how  many  we  are  serving  twice/'^ 

The  principal  reasons  why  vast  amounts  of  data  faU  to  provide  useful 
answers  are  the  large  degree  of  autonomy  granted  to  States  and  program 
sites  and  the  large  overlap  in  services  provided  by  various  programs.  Such 
variation  and  overlap  make  it  difficult  to  find  a  common  denominator 
that  can  be  used  for  comparisons  between  or  summations  across  program 
sites.  For  this  reason,  data  concerning  any  given  national  program  are 
often  limited  to  the  total  doUaiS  ^>ent  without  details  on  what  services 
were  provided  or  how  many  children  were  served. 

Data  can  sometimes  be  collected  on  what  services  a  State,  region,  or 
county  provided  regardless  of  which  program  funded  the  service.  Under 
these  circumstances,  similar  services  can  be  added  to  produce  a  broader 
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picture  of  health  services  delivered  to  children.  Such  data  can  provide  a 
basis  for  State  comparisons  and  answer  some  additional  questions 
concerning  what  services  children  are  receiving  for  the  total  amount  of 
money  being  spent. 

Even  data  on  services,  however,  are  limited  in  their  iisefulness.  For 
example,  such  data  do  not  distinguish  between  one  child  using  health 
sources  five  times  and  five  children  using  them  once.  Because  this  kind  of 
information  is  important  for  determining  program  effectiveness  in  terms 
of  the  population  served  and  for  comparing  programs  across  the  country, 
data  should  be  collected  for  the  individual  child.  Then  questions  could  be 
answered  about  the  number  of  children  being  served,  the  cost  of 
individual  treatment,  and  the  number  of  visits  made  by  each  child 
enrolled  in  a  program.  _  ^     ^  , 

Children  receive  care  from  programs  funded  by  State,  Federal,  and 
private  sources,  with  each  source  maintaining  separate  records.  Therefore, 
trying  to  obtain  a  comprehensive  picture  of  a  child's  hesilth  care  is 
practically  impossible  with  presently  available  data.  If  programs  them- 
selves overlap,  provide  fragmented  services,  and  have  varying  eligibility 
requirements,  reported  data  will  refiect  this.  Only  by  identifying  the 
individual  child  and  following  the  child  through  the  health  care  system  is 
it  possible  to  know  all  the  various  programs  and  services  that  he  or  she  is 
utilizing.  For  this  reason,  health  records  for  individual  children  in 
government  health  care  programs  should  be  coded  by  health  ID  numbers- 
Such  a  system  would  allow  for  linking  of  records  across  programs, 
constructing  longitudinal  data  on  individual  cases,  and  determining  the 
frequency  of  appropriate  foUowup  care.  However,  because  such  a  system 
would  focus  primsirily  on  low-income  families,  opposition  to  the  proposal 
has  arisen  for  ethical  and  legal  reasons.  As  long  as  extensive  program 
fragmentation  continues  and  no  acceptable  system  for  identifying  individ- 
uals is  present,  child  health  data  collected  through  program  reporting  will 
not  provide  a  comprehensive  picture  of  child  health  services. 

The  limited  usefulness  of  program  data  has  caused  frustration  and  led 
to  misguided  demands  for  the  collection  of  more  information  rather  than 
less.  Burgeoning  reporting  requirements  for  programs  not  only  fail  to 
provide  useful  data,  but  indirectly  threaten  program  success.  The 
estimated  yearly  cost  of  reporting  Medicaid  service  and  eligibility  record 
data  is  $300  million  In  addition,  some  doctors  refuse  to  treat 

Medicaid  and  other  service  program  patients  because  of  the  time  and 
money  involved  in  processing  required  forms  for  such  patients.  Dr.  John 
P.  Connell}'  of  the  American  A^iademy  of  Pediatrics  reports  that  because 
of  these  costs,  some  doctors  have  abandoned  their  inner  city  practices 
after  many  years  of  work.^ 

Because  these  reporting  systems  have  been  legislated  by  the  Congress, 
modifications  in  data  collecting  and  reporting  will  not  be  accomplished 
quickly.  However,  some  legislators  are  aware  of  the  problem.  David 
Schaffer,  health  specialist  for  Senator  Ribicoff,  has  suggested  that 
reporting  systems  be  periodically  reviewed  and  evaluated  so  that  the 
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collection  of  data  judged  invalid  or  not  useful  could  be  eliminated.'*  This 
would  streamline  legislative  requirements,  reduce  the  burden  on  respon- 
dents, and  allow  flexibility  for  developing  new  and  more  useful  forms  of 
data  collection.  AH  present,  legislators  are  constrained  in  their  attempts  to 
request  the  collection  of  better  information  because  respondents  are 
already  overburdened  with  paperwork. 


ADVANTAGES  ANI>  DISADVANTAGES  OF 
CURRENT  CHILO  AND  MATERNAL 
HEALTH  INFORMATION  SYSTEMS 

A  number  of  Federal  data  systems  have  been  developed  for  regular 
collection  and  reposting  on  health  statistics  It  is  important  to  be 

aware  of  the  strengths  and  limitations  of  such  health  information  systems 
for  providing  information  on  the  status  of  child  health. 


Birth  and  Des^  Certificates 

The  vital  statistics  system,  which  compUes  and  analyzes  information 
from  birth  and  death  certificates,  is  a  main  source  of  information 
concerning  child  health.  Certificates  are  issued  locally  and  the  information 
is  forwarded  to  State  statistical  agencies  and  from  them  to  the  Vital 
Statistics  Office  at  the  National  Center  for  Health  Statistics.  The 
usefulness  of  the  system  depends  upon  the  availabihty  of  comparable 
information  from  the  various  States.  Whereas  substantial  variations  still 
exist,  some  important  information  is  now  available  in  standardized  form 
from  all  States. 

Examples  of  child  health  indicators  that  are  derived  from  birth 
certificates  include: 

•  The  number  and  proportion  of  low-birth-weight  infants  in  the 
j>opulation 

•  The  number  and  percentage  of  children  bom  to  teenage  mothers, 
and 

•  proportion  of  babies  whose  mothers  receive  no  prenatal  care 
until  late  in  the  pregnancy 

Indicators  based  on  the  vital  statistics  system  have  important  advan- 
tages. First,  the  data  come  from  all  localities  and  areas  in  the  United 
States.  They  allow  comparisons  to  be  made  about  health  conditions  at  the 
local.  State,  and  national  levels.  Also,  these  data  have  been  compiled  for 
many  decades  and  are  the  best  source  of  information  on  long-term  trends 
in  child  health.  However,  vital  statistics  also  have  a  number  of  limitations. 
Obviously,  they  depend  upon  the  extent,  completeness,  and  accuracy  of 
the  information  that  is  entered  on  the  certificates.  Analysis  according  to 
family  income  is  not  pK>ssible,  for  example,  because  no  income  informa- 
tion is  recorded  on  the  certificates.  Ethnic  breakdowns  are  difiicult 
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because  some  ethnic  categories  have  changed  over  the  years.  Before  1979, 
Hispanic  individuals  were  hard  to  identify  from  birth  or  death  certificate 
infonnation.  Since  1979.  data  regarding  Hispanic  origin  is  available  in  the 
19  States  that  have  substantial  Hispanic  populations.  ,  ^ 

Moreover,  birth  and  death  certificates  reflect  only  the  birtlis  and  deaths 
of  chUdren  in  a  given  time  period.  Is  it  safe  to  "se  such  data  to  inaJce 
generalizations  about  the  condition  of  most  children  m  a  ^ven  place  at  a 
liven  time?  In  the  past,  at  least,  the  infant  mortality  rate  has  served  as  a 
useful  indicator  of  general  public  health  conditions  m  an  area.  As  the 

infan*  mortality  picture  has  improved,  J^'^^^^^'  ^\^,V^!*^'i^Ji^.%^t1o^^^ 
less  useful,  infant  mortality  rates  have  been  well  pubhcized  and  regional 
and  international  comparisons  are  used  to  indicate  living  conditions.  With 
this  in  mind,  a  danger  exists  that  over  reliance  on  tins  one  indicator  can 
lead  to  policies  that  may  improve  the  survival  of  mf ants  bom  at  nsk  but 
do  little  to  improve  their  quaUty  of  Ufe  or  the  health  of  other  children 
Nonetheless,  the  vital  statistics  system  is  the  backbone  of  the  child 
health  information  system  and  continues  to  provide  much  useful  informa- 
tion about  changes  in  the  health  status  of  children. 

Kpidemiolog^cal  Studies 

Another  traditional  source  of  information  on  child  health  is  the 
reporting  of  selected  childhood  diseases  to  city  or  State  health  authorities 
or  to  the  National  Center  for  Disease  Control  in  Atlanta.  This  information 
is  used  to  either  look  for  the  cause  of,  chart  Uie  course  of.  or  attempt  to 
control  "epidemic"  disease.  Over  the  years,  the  dramatic  declines  in  the 
rates  of  a  number  of  childhood  diseases  such  as  dipthena,  typhoid  fever, 
tuberculosis,  and  polio  have  been  well  documented  by  these  data.  A 
fundamental  problem  with  the  system  as  a  source  of  childhood  indicators, 
however,  is  the  great  variation  in  completeness  of  reporting,  because 
reporting  to  the  National  Center  for  Disease  Control  is  voluntary  For 
example?  of  all  cases  of  measles  that  occur  in  the  United  States,  only  an 
estimated  10-15  percent  are  reported  to  the  center  (/5). 

Household  Interview  Surveys 

Another  method  for  collecting  information  on  child  health  is  the  use  of 
personal  interviews  based  on  probability  samples  of  the  population 
Whereas  sample  surveys  have  been  done  at  the  State  and  city  levels,  the 
most  frequent  type  of  survey  is  nationwide.  The  National  Health 
Interview  Survey  is  a  continuing  nationwide  sample  s^f7«yj^^^"^*=^^ 
data  yearly  concerning  approximately  116,000  persons  in  40  000  house- 
holds Approximately  35,000  of  these  persons  are  children  under  18  years 

^^-rlis  survey  is  especially  useful  as  it  includes  descriptive  demographic 
information  such  as  sex,  age,  years  of  education,  family  income,  ethmc 
group  etc.  Data  are  gathered  about  illnesses,  injuries,  chrome  conditions 
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and  impairments,  use  of  health  services,  and  other  hsalth  topics.  These 
data  permit  detailed  tabulations  of  health  status  and  analyses  of  the 
relationships  between  health  and  social  and  economic  factors. 

Despite  the  use  of  large  samples,  the  Health  Interview  Survey  does  not 
produce  statistics  at  the  State  or  city  level.  Some  States  have  done 
interview  surveys  of  their  own,  and  others  are  moving  in  this  direction; 
this  is  a  relatively  recent  development  and  thus  far  has  been  limited  to  a 
handful  of  States  (16). 

The  accuracy  of  data  from  such  surveys  is  dependent,  of  course,  upon 
the  accuracy  of  respondent  reports.  The  National  Center  for  Health 
Statistics  has  done  extensive  studies  to  improve  the  accuracy  and 
reliability  of  such  reporting.  For  example,  the  center  found  that  respon- 
dents remember  and  report  such  events  as  doctor  visits  or  days  lost  from 
work  because  of  illness  more  accurately  if  the  recall  period  is  limited  to  2 
weeks  prior  to  the  interview.  The  accuracy  of  parental  reports  of  child 
illness  appears  to  be  related  to  such  variables  as  the  parent's  education 
level.  Differences  in  reporting  have  also  been  found  between  mothers  and 
fitJhers  and  between  black  and  white  respondents. 

Other  limitations  with  the  Health  Interview  Survey  pertain  to  the 
measures  and  questionnaire  content.  The  survey  uses  "limitation  of 
activity"  as  a  measurement  of  disability.  This  measure  is  less  applicable  to 
younger  children  because  they  neither  work  nor  go  to  school,  and  no 
routine  activity  is  present  to  be  limited.  Whereas  the  Health  Interview 
Survey  hr-s  collected  information  about  disability,  it  has  devoted  few 
questions  to  the  measurement  of  another  fundamental  aspect  of  health, 
namely  discomfort.  The  household  survey  would  seem  the  logical  place  to 
gather  information  about  health  problems  that  cause  pain,  irritation, 
worry,  or  other  distress,  but  the  National  Center  for  Health  Statistics  has 
shied  away  from  these  topics,  probably  because  of  their  subjective  nature. 


Health  Examination  Surveys 

The  Health  Examination  Surveys  combine  interviews  with  physical 
examinations  that  are  conducted  at  mobile  examination  centers.  Because 
of  the  need  for  these  mobile  facilities  and  specially  trained  staff,  the 
Health  Examination  Surveys  are  costly  and  time  consuming.  Yet  they 
provide  information  that  is  not  available  through  any  other  method. 

Two  major  examination  surveys  of  children  and  youth  were  conducted 
during  the  1960's-  In  1971,  the  Health  Examination  Survey  was  renamed 
the  Health  and  Nutrition  Examination  Survey  (HANES),  reflecting  a  new 
emphasis  on  collecting  diet  information  that  includes  biochemical 
assessments  of  nutrition.  Although  the  Federal  ref>orts  from  such 
examinations  have  been  released  slowly,  they  have  provided  an  extremely 
rich  source  of  information  concerning  the  health  of  children  and  youths. 
Furthermore,  raw  data  from  the  examination  surveys  of  the  1960's  have 
undergone  secondary  analyses  focused  on  a  variety  of  specific  issues.  The 
examination  mechanism  allows  for  objective  and  reliable  measurement  of 
height,  weight,  blood  pressure,  skin  fold  thickness,  number  of  decayed  or 
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missing  teeth,  and  other  health  i7/.4irators.  It  also  aUows  for  the  detection 
of  physiological  abnormaliaes  and  disease  conditions  of  which  the  child 
and  family  may  be  unaware.  t    ^  •  i 

Whereas  the  standardized  examination  is  more  reliable  than  the  typicfU 
physical  checkup  in  a  private  physician's  office,  its  reUability  is  far  from 
perfect.  During  the  Health  Examination  Survey  of  youths  done  in 
1966-70,  about  5  percent  of  the  older  children  were  given  duplicate 
physical  examinations.  The  National  Center  for  Health  Statistics  reported 
the  following: 

Comparison  of  the  diagnostic  impressions  from  these  two  exanuna- 
tions  by  the  same  or  different  examiners  showed  a  high  level  of 
agreement  for  such  assessments— 69  percent  considered  essentiaUy 
normal  on  both  examinations,  15  percent  abnormal  (significantly) 
on  both,  7  percent  abnormal  only  on  the  original  examination,  and  9 
percent  only  on  the  reexamination  (17). 
This  impUes,  however,  that  of  those  children  who  were  found  to  be 
abnormal  on  either  examination,  only  50  percent  were  foimd  to  be 
abnormal  on  both  examinations.  Thus,  the  physical  exanunation  is  not 
perfectly  reliable  for  assessments  of  child  (or  adult)  health  even  when  such 
examinations  are  tighdy  controlled  and  standardized. 


Sample  Surveys  of  Health 
Care  Providers 

The  National  Ambulatory  Medical  Care  Sm^ey  (NAMCS)  is  a  sample 
of  office-based  patient  care  physicians  who  voluntarily  fill  out  a  short 
form  describing  each  patient  visit  occurring  during  a  randomly  selected 
week  of  the  year.  It  does  not  provide  a  comprehensive  picture  of  child 
health  care  because  it  excludes  hospital-based  physicians  and  clinics,  but 
it  has  provided  much  useful  information  about  general  patient  care  in  this 
countn^.  For  example,  the  1975  survey  showed  that  nearly  41  percent  of 
the  doctor  visits  of  children  in  the  first  2  years  of  life  were  for  well-child 
examinations.  At  2-5  years  of  age  the  number  of  office  visits  per  chdd  per 
year  was  approximately  one-half  the  rate  for  children  under  2  and  well- 
chDd  examinations  constituted  only  about  17  percent  of  those  visits  (iS). 
The  surveys  also  include  data  on  the  presenting  symptoms,  the  physician  s 
diagnosis,  and  the  nature  of  the  treatment  received. 

The  NAMCS  has  several  hmitations.  First,  the  unit  of  measurement  is 
the  patient  visit  rather  than  the  patient  and  tiius  (nany  of  the  same 
problems  occur  as  with  other  reports  that  use  visits  rather  .^iian  individuals 
as  the  unit  of  measurement.  Second,  all  the  information  collected  is  from 
the  provider  perspective.  No  information  is  recorded  from  the  chent 
perspective  concerning  how  many  other  physicians  have  been  seen  for  the 
same  problem,  how  long  die  patient  had  to  wait  for  die  service,  how 
satisfied  he  or  she  was  with  the  encounter,  or  what  it  cost  nor  is  any 
foUowup  made  tiiat  would  provide  information  on  die  outcomes,  ^jnal^y, 
the  NAMCS  provides  no  information  on  children  and  families  with  health 
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proMems  who  do  not  seek  care  for  those  problems.  The  only  way  to  get 
information  on  this  population  :s  through  household  survey  methods. 

In  addition,  several  surveys  of  hospitals  and  other  institutions  offer 
inpatient  care  including  the  Hospital  Discharge  Survey,  which  is  a 
continuing  nationwide  survey  of  short-stay  hospitals  in  the  United  States. 
The  National  Institute  of  Mental  Health  conducts  severed  surveys  of 
mental  health  faciUties,  including  State,  county  and  private  mental 
hospitals,  outpatient  psychiatric  services,  and  general  hospital  inpatient 
psychiatric  units. 


Patient  Care  Records 

Another  potential  source  of  information  about  child  health  and  health 
services  is  the  patient  care  records  of  various  clinics  and  other  service 
providere.  These  records  may  be  kept  for  internal  administrative  purposes 
or  for  reimbursement  or  for  both  as  well  as  for  accotintability  purposes  as 
required  by  State  or  Federal  regulations.  They  include  information  about 
the  number  of  children  seen,  the  type  of  service  provided  to  each  child, 
and  the  type  of  condition  or  health  problem  found  in  screening 
examinations  along  with  some  descriptive  information  about  the  child. 
Summaries  of  these  records  are  sent  to  the  relevant  State  agencies  which  in 
turn  report  them  to  the  Federal  Government. 

These  recordkeeping  systems  have  proven  to  be  of  little  value.  First  of 
all,  the  summary  records  as  a  rule  differentiate  between  visits  rather  than 
children.  Although  standard  Federal  reporting  forms  have  h^ien  devel- 
oped, some  question  have  arisen  as  to  whether  the  information  on  these 
forms  is  really  comparable  from  State  to  State  because  of  varying 
characteristics  of  the  programs  and  the  recordkeeping  systems  in  different 
clinics.  Also,  questions  as  to  whether  diagnostic  labels  and  treatment 
procedures  mean  the  same  thing  in  each  clinic  have  been  noted. 

Meaningful  information  has  been  derived  from  analysis  of  patient 
records  within  large  individual  clinics  or  prepaid  health  plans.  However, 
the  ability  to  generalize  these  studies  is  limited  because  the  populations 
served  by  these  clinics  are  not  representative  of  the  eniire  child  population 
in  any  given  area. 

In  summary,  whereas  these  sources  of  information  convey  .t.  great  deal 
about  the  condition  of  child  health  in  the  Untied  States  and  the 
characteristics  of  health  care  received  by  children,  the  overall  picture  they 
provide  is  by  no  means  complete  nor  is  it  £s  useful  as  it  might  be  for 
research,  policy  planning,  or  program  evaluation.  The  major  shortcoming 
of  these  data  sources  for  developing  a  complete  picture  of  child  health  is 
that  much  of  the  information  is  not  chUd  based.  To  illustrate,  both  the 
HIS  and  the  NAMCS  provide  estimates  of  the  average  number  of  doctor 
visits  made  by  children  in  a  given  year  rather  than  the  distribution  of  visits 
among  individual  children.  Yet  for  program  planning  purposes,  the 
distribution  of  health  care  use  and  the  characteristics  of  high  and  low 
users  are  as  important  as  the  average  rate  of  use. 


CURKKNT  NEEDS 
The  Need  for  More  Basic  Knowledge 

To  determine  what  health  programs  are  needed,  which  Ueatments  are 
successful,  and  what  care  is  appropriate  for  children,  a  need  exists  for 
more  basic  knowledge.  Examples  of  areas  needing  more  research  are: 

•  Tbe  impact  of  prenatal  and  postnatal  conditions  on  infancy  and 
development 

•  The  association  between  organic  problems  and  poor  learning  or 
achievement,  and 

•  The  health  risks  associated  with  particular  pop  ulations  and 

environments.  .  . 

Another  challenge  posed  to  the  data  collection  and  analysis  process  is 
to  determine  the  relative  impact  of  various  diseases  and  conditions  on 
different  aspects  of  child  health  status.  These  aspects  include  mortality, 
morbidity,  discomfort,  disability,  and  use  of  services.  The  problem  is  that 
the  impact  of  a  specific  type  of  disease  is  not  xmiform  across  all  these 
aspects.  For  example,  allergies  cause  few  deaths  in  childhood  but  take  a 
heavy  toll  in  discomfort  and  need  for  medical  services.  Furthermore,  the 
distribution  of  impact  varies  frcm  disease  to  disease.  Therefore,  calculat- 
ing the  total  social  and  personal  cost  of  any  given  disease  is  difficult.  Such 
calculations  would  be  useful  for  planning  the  distribution  of  resources  for 
research  ajid  medical  care. 

The  current  trend  away  from  the  traditional  clinical  and  disease 
oriei?t«d  medical  model  to  a  holistic  and  preventive  approach  to  medical 
care  requires  data  that  will  help  guide  these  developments.  Data  are 
needed  to  persuade  insurance  companies,  government,  and  labor  officials 
that  disease  prevention  services,  such  as  health  counseling  and  education, 
are  cost  effective  in  the  long  run.  Data  documenting  the  effectiveness  of 
alternate  forms  of  treatment  are  also  necessary  as  are  data  on  the  effects  of 
various  forms  of  treatment  that  can  help  to  improve  the  quality  of  care  by 
updating  treatment  procedures.  The  bsisic  knowledge  required  by  doctors 
is  also  needed  by  policymakers  and  planners  to  decide  how  funds  shoxxld 
be  allocated  among  services  and  subpopulations. 


Tbe  Need  for  Health  Information  for 
Particular  Subgroups  of  the  Peculation 

State  and  local  planners  need  data  that  describe  the  health  characteris- 
tics of  their  populations  and  constituents  because  the  present  health  care 
delivery  arrangement  places  the  locus  of  responsibility  for  planning  at  the 
State  rather  than  Federal  level-  For  this  reason,  acquiring  State  level  data 
for  planning  is  important.  A  number  of  State  planning  officials  have 
suggested  that  the  Federal  Government  provide  leadership  to  help  States 
with  their  own  data  collection  procedures 

Decisions  regarding  health  care  poUcy  and  procedures  should  be  more 
respopiiive  to  the  views  and  evaluations  of  the  public.  Therefore,  data  are 
needed  on  constituent  perceptions  of  health  care  deUvery  systems.  The 
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la«3k  of  information,  concerning  client  attitudes  zuid  perceived  needs  make 
it  difficult  for  planners  to  address  constituent  concerns. 

A  need  also  exists  for  improved  health  data  on  children  of  different 
ethnic  groups.  The  lack  of  such  data  precludes  determining  whether 
adequate  programs  exist  to  meet  the  needs  of  these  groups.  Even  where 
ethnic  breakdowns  of  data,  do  exist  (such  as  in  mortality  or  prevalence  of 
disease  statistics),  the  lack  of  other  health  related  background  information 
makes  it  difficult  to  understand  why  racial  differences  exist. 

Policymakers  and  planners  also  require  information  for  a  variety  of 
other  subgroups  of  chUdren  such  as: 

•  Chronically  handicapped  c  hildren 

•  Children  with  emotional  and  behavioral  problems 

•  Institutionalized  children 

•  Children  in  foster  care 

•  Sj>ecific  age  groups  such  sui  adolescents 

•  Children  of  illegal  aliens  and 

•  Children  of  low  financial  sudsidy 

In  general,  current  methods  of  collecting  and  aggregating  data  make  it 
difficult  to  pull  out  information  for  specific  groups  such  as  these. 

Information  about  children  "at  risk"  makes  it  possible  to  direct  services 
and  programs  toward  the  most  needy.  Defining  those  at  risk  is,  however, 
a  difficult  task.  For  instance,  10-15  percent  of  all  children  reportedly  have 
psychosocial  problems  and  10-15  percent  overuse  health  services.  Wheth- 
er or  not  these  figures  represent  the  same  10-15  percent  of  children  is  not 
determinable  at  present  (iP).  In  addition,  the  concept  of  "high  risk"  may 
not  be  defined  adequately  enough  to  determine  who  are  the  children  at 
risk.  In  an  analysis  of  data  collected  in  Britain's  National  Sim^ey  of 
Health  and  Development,  researchers  found  that  60  percent  of  the 
population  could  be  described  as  "at  risk"  in  some  way.  Although  these 
results  are  based  on  a  broad  definition  of  risk,  more  restrictive  criteria 
were  found  to  be  inadequate  for  predicting  illness  (20).  Labeling 
individual  children  as  "at  risk"  may  be  counterproductive  if  more 
attention  is  paid  to  the  process  of  labeling  than  to  imderstanding  and 
treating  the  problem-  Current  definitions  of  handicap  and  risk  are  so 
ambiguous  that  Wadsworth  and  Morris  recommend  that  "at  risk"  groups 
be  identified  at  the  local  level  by  those  providing  the  care  rather  than  by 
more  structured  information  systems  (20).  


The  Need  for  Better  Data  on 
the  Effectiveness  of  Child  Health  Programs 

Information  on  the  implementation,  success,  and  quality  of  health 
programs  for  children  is  useful  to  policymakers  for  guiding  their  decisions 
about  program  changes  and  additions.  Child  advocacy  groups  need  such 
information  to  monitor  program  compliance  with  legislated  requirements. 
Current  data  are  inadequate  for  the  needs  of  both  of  these  groups. 

To  evaluate  health  programs,  it  may  be  necessary  to  utilize  data  from 
sources  other  than  the  programs  themselves.  The  best  current  example  of 
the  kind  of  effort  that  is  required  is  the  Health  Insurance  Study  being 
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conducted  by  the  Rand  Corporation  (2i).  This  is  a  social  experiment 
being  conducted  in  six  sites  across  the  United  States  to  investigate  the 
effects  of  different  health  care  financing  arrangeinents.  Health  status  is 
assessed  for  each  person  on  entering  the  exi>eriment,  annually  during  the 
experiment,  and  on  leaving  after  3  or  5  years. 


RECOMMENnDATIONS 

Changes  in  EMsting  Systems 

The  programs  of  the  National  Center  for  Health  Statistics  (NCHS)  and 
related  Federal  statistical  activities  tioUect  a  great  deal  of  worthwhile 
information  concerning  the  health  status  of  American  children  and  the  use 
of  health  care  services  by  children  and  their  families.  These  data  could  be 
made  more  useful  if  a  few  relatively  simple  changes  were  made  in  existing 
procedures. 

(1)  Reporting  of  Child  Health  Data  by  Single  Yea^s^of  Age 

As  noted  above,  the  health  of  children  and  their  use  of  medical  services 
changes  with  age.  Much  of  this  change  is  obscured  when  child  health  data 
are  tabulated  and  reported  for  broad  age  categories.  In  addition,  age 
groupings  are  often  different  for  different  data  sets. 

However,  the  development  of  a  standard  set  of  age  categories  is  not  one 
recommendation.  The  varied  missions  of  basic  researchers  and  health 
policy  analysts  are  not  compatible  with  a  single  uniform  set  of  categories. 
Rather,  wherever  possible,  child  health  data  should  be  tabulated  and 
reported  for  single  years  of  age.  This  would  enable  individual  analysts  to 
regroup  the  data  according  to  their  own  interests  and  needs. 

(2>  Oeveflopment  of  Consistent  Ethnic  Categories 

Implementation  of  a  standard  set  of  categories  and  coding  procedures  is 
needed  for  identifying  children  and  families  of  different  ethnic  groups. 
Some  progress  has  been  made  toward  this  goal  because  a  number  of  large- 
scale  health  surveys  are  conducted  by  the  Bureau  of  the  Census  and 
therefore  make  use  of  the  Bureau's  ethnic  questions  and  coding  proce- 
dures. However,  other  programs  such  as  the  Vital  Statistics  System  and 
the  National  Ambulatory  Medical  Gare  Survey  are  not  as  compatible  as 
they  might  be  with  the  census  procedures. 

(3)  Better  Coordination  Among  Different  Health  Survey  Programs  on 
MetlMMis  of  Data  Collection  and  Analysis 

Considerable  incompatibility  occurs  in  the  wording  of  survey  questions 
and  coding  procedures  among  the  different  data  collection  programs 
within  the  NCHS.  In  fact,  many  instances  occur  where  for  the  same  health 
topic,  the  Health  Interview  Survey  asks  the  question  one  way,  the  Health 
and  Nutrition  Examination  Survey  another,  and  the  Ambulatory  and 
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Medical  Care  Survey  asks  it  still  a  third  way.  A  synthesis  of  these  data 
programs  could  be  achieved  by  instituting  compatible  procedures  wherev- 
er possible. 


(4)  More  Funds  for  Analysis  and  Reporting  of  Maternal  and  ChUd 
Health  Data 

Much  of  the  massive  data  collection  described  above  suffers  from 
inaaequate  analysis  and  reporting.  The  staffs  of  NCHS  and  other  health 
agencies  are  not  large  enough  to  do  justice  to  these  data  given  the 
continual  pressures  for  the  generation  of  new  information.  Therefore,  new 
funds  should  be  allocated  for  the  support  of  research,  analysis,  and 
reporting  by  scholars  and  analysts  in  imiversities  and  private  research 
institutions  throughout  the  country.  These  funds — which  would  represent 
only  a  fraction  of  the  fimds  required  to  generate  the  data  in  the  first 
place — could  be  awarded  on  a  competitive  basis  with  the  stipulation  that 
the  research  would  involve  no  new  data  collection  but  only  further 
analysis  and  synthesis  of  existing  data  sets. 

(5)  More  Multivariate  Analysis  in  Federal  Statistical  Reports 

NCHS  reports  rarely  present  a  full  multivariate  analysis  of  child  and 
maternal  health  data.  Therefore,  to  evaluate  the  relative  importance  of 
different  socioeconomic  and  demographic  variables  is  impossible  unless 
the  user  has  access  to  the  raw  data  tapes  and  performs  his  or  her  own 
analysis.  Multivariate  analyses  should  be  included  as  a  routine  feature  of 
NCHS  data  reports. 

(6)  A  Review  of  Recordkeeping  and  Reporting  Requirements  of  Child 
Health  Programs 

Existing  State  and  Federal  recordkeeping  and  reporting  requirements  in 
the  maternal  and  child  health  areas  should  be  reviewed  and  assessed  and 
only  those  routine  forms  of  data  be  retained  that  have  demonstrated  their 
usefulness.  Wherever  possible,  random  sampling  and  auditing  of  existing 
records  should  be  substituted  for  the  collection  of  new  and  comprehensive 
data  for  whole  populations.  This  review  would  best  be  conducted  at  the 
congressional  level.  If  such  a  review  is  not  conducted  and  data  collection 
^sterns  are  not  modified,  excessive  reporting  demands  may  jeopardize  the 
delivery  of  health  services  to  children  and  the  conduct  of  meaningful 
research  in  child  health. 

(7)  The  Need  for  I>ata  on  Normal  Growth  and  Develt^ment  as  well 
as  an  Disease  and  Illness 

In  the  past,  the  National  Center  for  Health  Statistics  has  collected  and 
reported  considerable  information  about  the  normal  growth  and  develop- 
ment of  American  children.  Analyses  of  physical  growth  patterns  using 
data  from  the  HES  and  HANES  are  an  example.  More  recently,  the 
mission  of  the  NCHS  has  been  interpreted  more  narrowly  to  focus  on 

o  S'yy  SSI 

ERIC  ^  *  ^ 


measurements  of  disease  and  disability.  Yet  pediatrics  practice  and  child 
health  research  have  been  placing  a  greater  emphasis  on  the  development 
of  the  whole  child  and  on  psychosocial  disorders  that  do  not  fit  easily  into 
the  traditional  framework  of  infectious  disease  and  injury.  Therefore,  the 
National  Center  for  Health  Statistics  should  continue  to  expand  its  data 
collection  and  analysis  concerning  the  physical,  motor,  intellectual,  social, 
and  emotional  development  of  normal  children.  This  is  particularly 
important  because  the  health  status  of  young  children  is  poorly  defined  by 
existing  methods  of  measuring  disability  in  terms  of  the  limitation  or 
restriction  of  "usual  activity." 


Development  of  New  Information  Systems 

(1)  Better  Data  on  Handicapping  Conditions  in  Childhood 

Data  from  a  number  of  child  surveys  demonstrate  a  serious  lack  of 
agreement  among  parents,  teachers,  arid  physicians  in  the  identification 
and  labeling  of  handicapped  children.  Basic  research  is  required  to 
develop  better  definitions  and  the  understanding  of  chronic  and  handicap- 
ping conditions  among  children,  particularly  of  "new  morbidity"  condi- 
tions. Efforts  should  be  made  to  develop  and  promulgate  standard 
diagnostic  procedures  that  will  allow  for  more  objective  information  about 
how  many  handicapped  children  actually  exist  and  the  kinds  of  assistance 
they  are  receiving.  Basic  research  on  the  causes  and  treatment  of  these 
conditions  is  also  needed. 

(2)  Federal  Assistance  for  State  and  Local  Information  Systems 

No  easy  or  inexpensive  solution  is  known  concerning  the  need  at  State 
and  local  levels  for  more  efficient  data  collecting  and  compiling  of 
maternal  and  child  health  statistics.  However,  Federal  agencies  should 
assist  State  and  local  agencies  that  wish  to  expand  their  data  collection 
through  the  provision  of  standard  questionnaires  and  data  collection 
procedures.  Funds  should  also  be  available  to  encourage  experimentation 
and  innovation  with  new  data  collection  procedures  at  the  State  and  local 
level. 

(3)  Child  Health  Identification  Numbers  and  the  Use  of  Electronic 
Data  Processing 

Too  many  unresolved  questions  and  issues  still  exist  concerning  the  use 
of  health  identification  numbers  and  computer  based  health  information 
systems  to  make  any  sweeping  recommendations  in  this  area.  A  real 
concern  is  that  such  systems  will  come  into  existence  through  the  growth 
of  computerized  records  kept  by  insurance  organizations  without  exphcit 
planning.  Therefore,  developments  in  this  area  should  be  carefully 
monitored  so  that  potential  advantages  can  be  realized  and  possible 
abuses  or  dangers  avoided. 
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(4)  The  Need  for  a  L^ngitudiiial  Research  Program  on  Child  Health 
and  Development  in  the  United  States 

Lx>ngitudinal  research  studies  should  most  definitely  be  designed  and 
implemented  in  the  near  future  using  national  samples  of  Amerirr^n 
children.  The  program  could  evolve  naturally  through  several  existing 
survey  programs  of  the  NCHS.  Specifically,  a  Natality  Follow-Back 
Survey  is  now  in  existence  and  periodically  takes  random  samples  of  all 
births  in  the  United  States  in  a  given  year  and  gathers  supplementary 
information  from  the  parents,  attending  physicians,  and  hospital  records. 
This  program  should  be  continued  on  a  reguliu-  basis.  In  addition,  the 
children  in  the  sample  should  be  revisited  in  middle  childhood  and 
adolescence  through  the  Health  and  Nutrition  Examination  Survey.  This 
would  link  detailed  and  valid  information  concerning  prenatal  care,  the 
circumstances  of  birth  and  health  problems  in  infancy  to  the  later  growth, 
and  development  and  health  status  of  the  child.  Furthermore,  the  use  of 
examination  procedures  would  allow  for  objective  measurement  of  a 
variety  of  health  and  developmental  variables.  The  data  collection  should 
include  reports  from  parents  and  teachers  to  provide  multiple  perspectives 
on  the  child's  social  adjustment  and  functioning  in  home  and  school 
environments. 

Several  advantages  would  be  gained  by  incorporating  a  continuing 
program  of  longitudinal  research  into  the  statistical  -programs  of  the 
National  Center  for  Health  Statistics.  First,  it  would  be  less  expensive 
than  designing  a  massive  longitudinal  study  from  scratch.  Second,  it 
would  help  ensure  that  the  resulting  data  woiUd  be  made  available  to  the 
entire  child  health  research  community  rather  than  being  the  property  of  a 
limited  number  of  investigators.  Third,  such  a  mechanism  would  provide 
for  the  flexibility  to  focus  on  particiilar  issues  at  different  points  in  time. 
For  example,  one  "wave"  of  the  study  could  focus  on  environmental 
determinants  of  child  health;  another  could  gather  information  on  health 
habits  and  preventive  measures;  and  a  third  could  focus  on  the  health 
status  of  particular  subpopulations,  such  as  the  children  of  recent 
immigrants  to  the  United  States. 

It  would  be  especially  useful  to  oversample  children  who  participate  in 
federally  funded  health  care  programs  to  evaluate  whether  or  not  the 
health  history  or  current  status  of  these  children  is  notably  better  than  that 
of  children  from  the  same  social  and  economic  groups  who  have  not 
participated  in  these  programs.  Finally,  by  applying  a  standard  set  of 
measures  to  successive  cohorts  of  children  it  woi^d  be  possible  to  get  a 
comprehensive  picture  of  how  child  health  and  health  services  are 
changing  over  time  in  the  United  States. 
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II 


SELECT  PAINEL  FOR  THE 
PROMOTION  OF  CHILD 
HEALTH  WORKSHOP  ON 
ORGANIZATION  OF 
HEALTH  SERVICES 
FEBRUARY  21—22^  1980 


SUMMARY  AISn>  THEMES 

by 

VicKi  Weisfeld.  M.P.H. 


INTRODUCTION 

The  following  summary  of  the  Select  Panel  for  the  Promotion  of  Child 
Health's  Workshop  on  Organization  of  Health  Services,  held  February 
21-22,  1980,  generally  follows  the  meeting's  agenda.*  Thus  the  first  major 
section  is  on  organizational  mechanisc:>s,  the  second  on  soiirces  of 
support,  and  the  third  on  mechanisms  to  ensure  funds  are  sp>ent 
effectively.  Statements  from  the  opening  presentation  by  Dr.  Robert 
Haggerty  and  the  special  presentation  by  Dr.  C.  Arden  Miller  have  been 
interwoven  in  the  text,  where  appropriate.  The  fourth  section  of  the  paper. 
Workshop  Themes,  includes  topics  covered  during  the  2-day  discussion 
that  apply  broadly,  or  for  other  reasons  appear  to  deserve  special 
attention. 


ORGANIZATIONAL  MECHANISMS 

The  following  are  summaries  of  the  six  organizational  mechanisms  for 
reaching  a  greater  number  of  infants,  children,  and  pregnant  women*  with 
needed  health  services  that  were  presented  and  discussed  at  the  workshop. 
The  summaries  are  structured  according  to  the  following  questions  that 
were  posed  to  the  panelists  in  advance: 

•  Description 

— Who  is  served 

— Access 

— Effectiveness 

•  What  expansion-changes  are  needed  in  the  program? 

•  Implications  of  changes  in  the  present  program 

•  Federal-State-local  leverage  points  for  change 

•  Comparisons  with  alternative  investments 

Two  additional  categories  also  seemed  useful  as  the  summaries  were 
prepared: 

•  Research  and  data  requirements 

•  Workshop  participants*  assessments  of  this  program 


'The  agenda  aad  a  tut  of  partic^iuts  are  appendix  A. 
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Not  every  person  describing  an  organizational  mechanism  addressed  all 
of  the  above  issues.  In  some  cases,  supporting  statements  from  back- 
ground papers  provided  to  the  workshop  group  are  cited,  but  unless 
otherwise  noted,  descriptive  statements  about  the  programs  discussed 
came  from  presenters.  Therefore,  these  descriptions  are  not  necessarily 
objective. 

Publicly  Financed  Organized  Care  Settings 

(B«  Lefkoviitz) 

Description 

In  her  discussion  of  Federal  primary  care  programs  for  the  underserved, 
Bonnie  Lefkowitz  primarily  considered  the  kind  of  program  offered  in  the 
Community  Health  Centers  (CHCs)  and  ^'downstream"  Migrant  Health 
Centers;  most  Children  and  Youth  (C&Y)  projects;  some  Maternity  and 
Infant  Care  (M&I)  projects;  and  some  federally  sponsored  public  health 
department  clinics,  hospital  outpatient  departments,  and  rural  primary 
care  centers.^  These  programs  continue  to  expand,  due  to  a  sustained 
Federal  conmiitment. 

The  programs  provide  a  required  set  of  primary  care  services,  often 
provide  "high  priority"  supplemental  services,  and  usually  provide  social 
services,  mental  health  services,  and  some  support  services;  they  employ 
their  physicians  and  nurse  practitioners  and  can  use  midlevel  practitioners 
effectively;  sometimes  they  provide  environmental  interventions;  and  they 
have  a  commitment  to  conmiunity  participation. 

Who  is  Served? 

Approximately  20  million  people  are  in  high-poverty,  medically 
underserved  areas  of  the  United  States,  and  an  additional  6-7  million  are 
in  isolated  rural  areas  that  are  not  necessarily  poon  About  30  percent  of 
the  former  group  receive  federally  funded  primary  care,^  and  15—20 
percent  of  the  latter  group's  needs  are  met  by  various  Federal  programs. 
About  half  of  those  served  are  children.  According  to  a  table  provided  to 
the  workshop  group,  in  1974,  neighborhood  health  centers  were  the  source 
of  care  in  1.4  percent  of  health  visits  for  children  under  18  years  of  age; 


variation  on  these  programs  was  suggested  in  another  participant's  description  of  a  Robert  Wood 
Johnson  Foundation  project  being  conducted  under  the  Urban  Health  Initiative*  The  plan  is  to  produce  a 
network  oF  primary  care  centers  in  12  urban  areas,  each  to  serve  at  least  15,000  people.  The  programs  will 
identify  all  the  health  resources — Federal,  SUte»  and  local  government  programs  and  private  practition- 
ers— serving  a  defined  population  and  try  to  catalyze  a  collaboration  among  them.  The  program  will  be 
sponsored  by  large  teaching  hospitals  or  medical  schools,  with  the  foundation  providing  developmen*.  and 
management  support.  The  impact  of  this  coordinated  program  will  be  assessed  through  comparisons  with 
areas  where  only  Medicaid  is  available  and  with  areas  where  both  Medicaid  and  a  freestanding  center  are 
present.  The  study  will  also  evaluate  the  feasibility  of  involving  academic  medical  centers,  looking  for 
dinerences  such  involvement  makes  in  attracting  physicians,  services  offered,  utilization  patterns, 
community  involvemc*)t,  and  so  on. 

^At  another  point  in  her  presentation.  Ms.  Lefkowitz  indicated  that  4.8  million  people  are  served  by 
Federal  primary  care  programs  annually. 
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public  health  clinics  and  home  care — of  which  some  portion  was  probably 
through  federally  sponsored  programs— provided  care  in  an  additional  3.6 
and  1.3  percent  of  visits,  respectively. 

Access 

Everyone  in  the  defined  geographic  area  served  by  one  of  these 
programs  is  eligible  for  services  without  other  tests.  Programs  use  sliding 
fee  scales  and  are  nondiscriminatory.  Federal  law  requires  that  centers 
provide  personnel  knowledgeable  about  the  language  and  culture  of  those 
served.  Transportation  is  provided,  when  necessary. 

Effectiveness 

Ms.  L^fkowitz  cited  special  population  studies  showing  decreases  in 
hospitalizations,  infant  mortality  rates,  and  incidence  of  preventable 
disease  (rheumatic  fever)  in  service  areas. 

What  Expanskm-Chanses  are  Needed  in  the  Program? 

The  CHC  program  may  be  a  viable  funding  mechanism  for  some 
additional  kinds  of  organized  settings,  such  as  hospital  outpatient 
departments.  However,  to  expand  the  current  C&Y  and  M&I  programs 
would  require  complex  changes  in  Title  V;  the  merits  of  such  changes  are 
under  discussion  at  the  Federal  level.  Other  changes  are  currently 
proposed  so  that  some  small,  rural  health  centers — unable  to  offer  the 
broad  range  of  mandated  services — could  receive  grants.  In  general,  Ms. 
Lefkowitz  supports  increased  funding  for  both  new  and  existing  centers! 

Another  improvement  in  present  programs  may  result  from  their 
renewed  emphasis  on  preventive  and  psychosocial  services.  This  might  be 
accomplished  by  setting  aside  monies  at  the  regional  level  for  such 
services  and  allocating  them  to  individual  programs  based  on  proposals 
included  with  their  budget  requests.  The  development  of  psychosocial 
services  also  would  be  fostered  by  better  linkages  with  mental  health 
services  and  special  purpose  grant  programs. 

ImpUcatloas  of  Changes  in  the  Present  Program 

To  meet  the  needs  of  half  of  the  population  in  underserved  areas  and  to 
restore  the  preventive  and  psychosocial  services  by  1985  would  require 
$2.3  billion — $590  million  of  this  would  be  grant  costs,  part  of  the  total 
would  come  from  the  National  Health  Service  Corps,  and  the  bulk  would 
be  covered  by  reimbursement  from  Medicare  and  Medicaid  and  self-pay. 
This  estimate  is  only  $170  million  more  than  the  present  CHC  program 
budget,  but  assumes  increases  in  reimbursements  and  payments.  On  the 
other  hand,  it  also  assumes  reforms  in  Medicaid  that  would  increase  the 
populatio:  'lerved  and  services  provided. 

(For  a  di-  ussion  on  Federal-State-local  leverage  points  for  change,  see 
Ms.  LefkowiL  *s  second  presentation  on  network  formation,  summarized 
in  a  subsequent  section.) 
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Resean:h  and  Data  Requirements 

Ms  Lefkowitz's  presentation  pointed  out  a  need  for  better  information 
in  at  least  two  areas  in  which  studies  are  apparentiy  underway,  namely  (1) 
costs  of'CHC's  compared  to  other  providers  (the  Medicare  comparisons 
she  cited  have  numerous  methodological  weaknesses)  and,  (2)  the  nimiber 
of  people  in  underserved  areas  who  receive  acceptable  services  from  other 
providers. 

Worksbop  Participants'  Assessment  of  tliis  Program 

Some  CHC-type  programs,  if  sponsored  by  an  agency  of  local 
government,  have  been  a  springboard  for  a  wide  remge  of  services;  others, 
if  no  additional  local  funds  were  forthcoming,  have  become  "islands  of 
care."  Other  participants  disagreed  with  the  impUcation  that  local 
government  sponsorship  has  a  uniformly  positive  result.  Some  preferred  a 
center  with  a  strong  consumer-conmiimity  base  apart  from  local  health 
agencies;  in  a  later  discussion,  the  likelihood  that  the  neediest  commimi- 
ties  would  pursue  the  formation  of  a  CHC  was  doubted. 

Some  centers  have  been  found  to  be  collections  of  unrelated  services 
that  do  not  promote  true  family  care.  Moreover,  unstable  funding  has 
made  recruiting  and  retaining  professional  staff  very  difficult. 

The  observation  that  the  project  grant  approach  produces  results  that 
are  not  necessarily  generalizable  was  apparently  quite  apt  with  regard  to 
the  CHC  model. 

School  Health  Programs 
(R.  Walling  and  R.  Heam) 

Description 

School  health  programs  vary  tremendously  in  scope  and  quality.  Four 
promising  programs  described  in  the  Robert  Wood  Johnson  Foundation 
Special  Report  were  provided  to  the  workshop;  their  details  are  not 
repeated  here.  Robert  Walling  beUeves  that  schools  m  many  areas  are 
becmning  more  involved  in  health  because  they  are  beginning  to  realm 
the  value  of  health  as  necessary  in  the  development  of  the  whole  child 
and  not  just  as  a  factor  of  education. 

Who  is  Served? 

Not  only  do  schools  have  the  potential  to  reach  virtually  every  child 
starting  at  age  5,  but  Mr.  WalUng  also  noted  that  39  States  permit  and  17 
require  that  schools  provide  special  education  services  for  handicapped 
children  beginning  at  age  3.'* 

♦The  potential  for  the  schools  to  serve  the  needs  of  handicapped  children  under  P.L.  94-142  is  ccvered 
brieHy  in  a  later  section,  "ChUdren  with  Special  Needs.** 
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fmpHcjirtons  of  Changes  In  tbe  Present  Program 

Workshop  participants  disagreed  about  the  advisability  of  allocating  a 
certain  percentage  of  school  budgets  for  an  expanded  health  effort,  to  be 
administered  by  some  (unspecified)  agency.  However,  schools  reportedly 
are  interested  in  increasing  Medicaid  reimbursements. 

Federal-State  Leverage  P^iints  for  Oiange 

Improved  school  health  programs  must  be  a  joint  responsibility  of  the 
education  and  health  care  delivery  systems.  In  the  Cambridge  project,*  for 
example,  the  director  had  roles  in  both  the  hospital  providing  services  and 
health  department  (the  latter  having  control  over  the  school  health 
program).  Some  excellent  cooperative  arrangements  between  State  health 
and  education  agencies  were  described,  whereas  another  program, 
although  physically  located  in  a  community  school,  was  independent  of 
the  school  board. 

Researdi  and  Data  Requirements 

The  Robert  Wood  Johnson  Foundation  has  a  national  demonstration 
and  evaluation  program  underway  to  assess: 

(1)  Whether  basing  nurse  practitioners  in  school  systems  improves 
access 

(2)  To  what  extent  they  could  meet  the  medical  needs  of  children 

(3)  Whether  they  are  effective  in  making  referrals  to  other  services 
and  helping  coordinate  the  range  of  services  needed  by  children 
with  complicated  medical  problems,  and 

(4)  Whether  stable  funding  can  be  worked  out  to  perpetuate  such 
programs,  if  they  are  found  to  he  effective — for  example, 
reallocating  existing  school  health  :resources,  reallocating  all 
community  categorical  funds,  or  generating  monies  through 
third-party  payers 

Another  Robert  Wood  Johnson  Foundation  research  project  enrolled 
pregnant  women  in  a  prenatal  program  conducted  by  the  schools.  The 
goal  was  to  prevent  subsequent  handicaps  and  developmental  deficiencies 
in  children  of  the  enrolled  mothers.  The  results  of  the  program  are  not  yet 
evaluated,  but  it  is  the  first  and  most  comprehensive  effort  by  a  school  to 
screen  and  support  parents  in  the  prenatal  p>eriod. 

Woflcsbop  Participants'  Assessments  of  tiiis  Program 

Although  schools  are  ubiquitous  and  in  some  cases  may  be  a  viable 
setting  for  services,  many  schools  may  be  unable  to  take  on  more 
comprehensive  health  programs  and  Medicaid  may  be  unable  to  pay  for 
them. 


^OeKribed  in  the  Robert  Wood  Johnson  Foundation  Special  Report,  Number  One-1979,  Robert  Wood 
Johnson  Foundation.  Princeton.  New  Jersey. 
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Despite  some  experiments,  access  to  primary  and  prenatal  care— except 
possibly  for  pregnant  adolescents— would  not  be  increased  by  expanding 
school  programs. 

Prepaid  Group  Practices 
(M.  KagnofT  and  J.  HoUoman) 

I>escriptioa 

No  legislative  reason  is  known  as  to  why  health  maintenance  organiza- 
tions (HMO's)*  could  not  be  more  active  in  servmg  the  poor  with  a 
broader  array  of  services.  To  exploit  this  potential,  more  is  needed  than 
merely  patching  the  present  system.  The  ori^nal  design  of  the  HMO  Act 
of  1973  has  produced  HMO's  that  serve  a  rather  smal'x  middle  cla^ 
group— which  generally  akeady  has  access  to  services— has  encouraged 
Se  formation  of  for-profit  HMO's  to  serve  this  same  group  and  has 
effectively  limited  the  participation  of  Medicaid  recipients. 

Who  is  Served? 

According  to  a  DHEW  memorandum  provided  to  the  workshop  group 
prior  to  of  their  meeting,"'  less  than  1  percent  of  aU  eUgible  Medicaid 
beneficiaries  are  enrolled  in  HMO's. 

Access 

Under  current  law,  HMO's  cannot  be  established  in  areas  where 
perhaps  half  the  Nation's  population  Uves.  Participants  expressed  some 
concOTi  that  Itecause  of  HMO's  inherent  cost-savings  concerns,  access  to 
some  services— particularly  "boundary"  area  services— might  be  hmited. 

What  Ebcpanslon-Chaoges  are  Needed  in  the  Pirogr^m? 

Frequentiy,  no  incentive  exists  for  Medicaid  recipients,  particularly 
thoseia  urban  areas,  to  enroll  in  an  HMO.  They  may  lose  coverage  for 
some  services— for  example,  dental  services— and  they  m^  lose  the 
opportunity  to  choose  their  own  physician,  if  they  have  such  a  choice. 

Perhaps  some  aspects  of  «he  pediatric  psychosocial  chnic  developed  at 
the  Kaiser  Health  Plan  in  San  Diego  can  be  generalized  to  other  kmds  of 
special  healtii  services  and  possibly  provided  by  HMOs.  Even  tiio^  it 
should  be  possible  to  recommend  that  these  services  be  mcluded  m  HMO 
packages  offered  by  Medicaid,  promoting  numerous  special  services 
reducS  HMO's  incentiv  T  to  enroU  Medicaid  recipients  and  reinforc^  tiie 
idea  that  they  need  exceptional  services.  Moreover,  almost  no  other  HMO 
has  Kaiser^s  fmancial  stability,  which  allows  it  to  offer  innovative  services. 


«The  tenn  HMO.  as  used  herein,  is  confined  to  HMO's  of  the  prepaid  group  practice  type,  and  exclude, 
the  individ  •>!  practice  anociation  type. 
^See  appendix  B. 
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Federal-State-L4>cal  Leverage  Points  for  Change 

A  number  of  changes  in  the  HMO  program  were  suggested  or  implied 
by  the  participants.  Because  the  pubJ;c  policy  trend  apparently  is  toward 
loosening  Federal  guidelines  on  HMO's,  indirect  approaches  may  be 
necessary  to  achieve  the  desired  ends. 

One  problem  potentially  solvable  at  the  State  level  is  fluctuation  in 
eligibility  for  Medicaid.  Some  people  lose  coverage  this  way  and  ivany  of 
the  **working  poor"  never  have  it. 

To  have  a  significant  impact  on  HMO's,  redefinition  of  tht*  i'^^^^i! 
implications  of  Medicaid  was  deemed  necessary,  perhaos  by  bc^,'.*>^tKv^ 
federalization.  To  prompt  different  patterns  of  care,  some  fimdi.  i  ti^tej 
changes  were  suggested  that  would  undoubtedly  require  amendmc:i?t^r  to 
the  current  HMO  law:  this  would  give  HMO's  specific  geographic  areas  to 
provide  services  to  either  change  ownership  and  goveri:-::L:i-«  or  give 
members  a  financial  stake  in  the  operation  thereby  increasing  their 
concerns  about  efficiency. 

The  Health  CtTe  Financing  Administration  is  supporting  an  intiative  to 
increase  the  numlL>er  of  qualified  HMO's  that  contract  with  States  to  serve 
Medicaid  beneficiaries  and  to  increase  the  number  of  Medicare-Medicaid 
beneficiaries  enrolling  in  HMO's. 

For  the  involved  government  agencies,  barriers  exist  in  developing 
contracting  mechanisms,  determining  capitation  rates,  and  ensuring 
quality  of  services.  For  the  HMO  providers,  barriers  are  the  high  cost  of 
marketing  to  Medicaid  beneficiaries,  which  miglht  be  shared  by  Govern- 
ment, and  additonal  Government  regulations. 

ResearcKs  and  Data  Requirements 

More  information  is  needed  concerning  ways  to  set  appropriate 
capitation  rates  for  Medicaid  recipients. 

Workshop  Participants'  Assessments  of  this  Program 

A  number  of  possible  advantages  of  HMO's  providing  services  for 
pregnant  women,  infants,  and  children  were  suggested  by  the  group.  One 
was  the  possibili^  for  offering  special  seivicej;,  such  as  the  pediatric 
psychosocial  clinic,  in  the  primary  care  setting.  Additionally,  HMO's  offer 
24-hour  coverage  by  pediatricians  and  child-trained  mental  health 
professionals. 

The  memorandum  provided  the  group  cites  ''conservative"  estimates  of 
a  15-pcrcent  savings  in  medical  care  delivery  costs  for  eac^  Medicaid 
beneficiary  transferring  from  fee-for-service  to  HMO  provider,  aside  from 
the  benefits  of  receiving  care  from  an  organized  systeiJi  that  guarantees 
access  and  has  some  quality  assurance  controls.  Also,  HNJO's  have  at  least 
a  philosophical  orientation  toward  preventive  services. 

The  distinction  of  HMO's  to  provide  sprxnal  supportive  services  for 
Medicaid  recipients,  to  minimize  costs,  has  been  noted.  Other  beliefs 
expressed  about  HMO  motivations  were  that  HMO's  do  not  want 
Medicaid  patients  because  they  have  high  visit  rates,  are  generally 
'•sicker,**  and  require  more  frequent  hospitalization 
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With  regard  to  HMO*s  potential  effectiveness  in  serving  the  "near 
poor,"  or  the  *'working  poor,"  employers  of  low-paid,  marginal  workers 
mar  be  likely  to  select  the  least  expensive  package  of  services  available. 

Differential  payments  or  other  incentives  may  be  necessary  to  coax 
HMO's  to  offer  special  services  or  to  offer  an  upgraded  basic  package  of 
services  that  would  be  available  to  the  working  poor. 

Public  Health  Departments 
(C.A.  MiUer) 

Description 

Public  health  departments  have  expanded  their  services  to  meet  the 
needs  of  certain  pubHc  programs,  like  EPSDT,  and  now  most  cities  offer 
pediatric  primary  care  through  their  health  departments. 

Legally,  everyone  in  the  United  States  is  covered  by  pubUc  health 
departments  under  State  statutes.  Some  States  abrogate  this  authority  to 
the  local  level;  others  use  their  local  departments  only  as  satellites;  still 
others  divide  their  States  into  health  districts. 

Who  is  Served? 

According  to  a  table  provided  the  workshop  group,  3.6  percent  of 
children  under  18  years  of  age  used  public  health  clinics  for  an 
ambiilatory  care  visit  in  1974.  PubUc  heaXth  department  clinics  provided 
prenatal  care  for  12.8  percent  of  all  Uve  births  in  1976  (and  a  much  higher 
percentage  of  births  among  poor  women).  Nationwide  in  1976,  they 
provided  one-fifth  of  new  mothers  with  maternity  nursing  services.  From 
two-thirds  to  three-fourths  of  adolescent  contraceptive  users  are  served  by 
public  health  department  family  planning  clinics. 

Access 

Although  public  health  departments  theoretically  cover  everyone,  the 
best  departments  are  located  where  the  full  spectrum  of  health  providers 
are  best.  The  opposite  is  also  irue.  Without  additional  support,  many  State 
and  local  public  health  departments  have  a  limited  capacity  to  provide 
primary  health  care  services.  If  they  must  provide  incomplete  services, 
they  neverthelf;ss  could  link  different  -kinds  of  providers  to  such  public 
health  prograriis  as  screening  and  outreach,  thus  becoming  a  "broker"  of 
health  servic€;s. 

Effectiveness 

Some  participants  strongly  believe  that  public  health  department 
programs  have  proved  themselves  well  able  to  provide  women's  and 
chUdren's  health  care  effectively.  However,  only  anecdotal  evidence  and 
case  studies  support  this  view. 
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What  ExpansSon-Changes  are  Needed  in  the  Program? 


Although  more  than  half  of  local  health  departments  are  rendering 
some  personal  health  services,  they  need  better  facilities,  staff,  and 
funding.  These  are  significant  constraints,  made  worse  in  some  areas  by 
local  physicians*  opposition  to  program  expansion. 

Federal-State-Iiocal  Leverage  Points  for  Change 

Wational  standards  for  health  status  and  service  utilization  would  foster 
greater  consistency  among  health  department  programs.  A  study  of  15 
outstanding  local  health  departments  found  that  they  already  believe  they 
receive  more  help  from  Federal  than  State  soiu-ces.  Pass-through  Federal 
funding  for  local  departments  may  therefore  be  a  logical  approach. 
Monies  from  Title  V,  or  formula  grants,  go  to  local  health  departments, 
but  might  do  so  more  efficiently  and  be  more  targeted  toward  child  health 
services  if  they  were  obtained  directly. 


Research  and  Data  Requirements 


Oood  data  about  public  health  department  visits — other  than  the  single 
contact  type — are  not  available.  Cost  comparisons  with  other  providers  of 
ambulatory  services  are  uncertain.  Studies  are  needed  concerning  the 
quality  of  care  provided  by  public  health  departments,  which  might  put  to 
rest  the  notion  that  they  provide  "poor  programs  for  poor  people**  and 
point  out  remediable  deficiencies. 


Workshop  Participants'  Assessments  of  this  Program 

Among  the  prime  advantages  of  public  health  departments  is  their  near 
ubiquity.  In  some  places,  they  have  a  good  record  of  providing  well-child 
and  other  primary  and  secondary  prevention  services.  Public  health 
department  programs  can  and  do  use  nurse  practitioners  and  other 
midlevel  practitioners  as  well.  Moreover,  to  the  extent  that  people  trained 
in  these  fields  have  developed  concerns  for  the  psychosocial  aspects  of 
health,  the  quaUty  of  the  service  they  provide  may  be  enhanced. 

In  many  localities,  on  the  other  hand,  public  health  departments  have 
been  creatures  of  the  political  establishment  and  would  require  indepen- 
dence from  loci.\l  physicians  and  coimty  medical  societies.  Some  public 
health  departments  have  a  reputation  for  incompetence  that  may  be 
difficult  to  overcome — aptiy  described  as  a  modem  manifestation  of  the 
old  Panacea— Hygeia  conflict. 

Presumably,  public  health  department  programs  would  be  subject  to  the 
same  criticism  leveled  at  CHCs — that  they  can  be  collections  of  disparate, 
disjointed  services;  however,  the  material  provided  the  workshop  group 
posited  that  "the  concept  of  comprehensive  care  is  much  cherished  but  the 
evidence  that  it  results  in  improved  health  status  is  equivocal  at  best.'* 
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Hospital  Outpatient  I>epartiiieiits 
(M.  Heagarty) 


il>escrfpt3cHi 

For  historical  and  social  reasons,  hospitals  continue  to  be  the  "provider 
of  choice**  for  many  people,  especially  the  poor,  although  increased  use  of 
the  emergency  room  for  ambulatory  care  cuts  across  social  class  lines. 
People  have  been  taug^it  to  view  hospitals  as  the  ultimate  source  of 
medical  care;  in  many  cities  no  other  options  exist,  particularly  for 
pediatric  care;  and,  an  abiding  attachment  is  present  to  the  hospital  where 
a  child  is  borru 

Although  not  set  up  to  provide  ambulatory  care,  many  large,  distin- 
guished metropolitan  hospitals  must  do  so  because  they  are  located  in  the 
midst  of  many  poor  people.  Municipal  pubUc  hospitals,  in  New  York  and 
elsewhere,  which  have  a  special  responsibility  to  care  for  these  groups, 
find  themselves  under  increasing  attack  from  the  middle  class  over  costs. 

Who  is  Served? 

In  large  cities,  pediatric  outpatient  departments  are  rather  widely 
available.^  Outside  the  cities,  hospitals  probably  serve  a  consulting  role  for 
area  pediatricians.  In  a  table  provided  the  workshop  group,  8.2  percent  of 
ambulatory  visits  for  children  under  18  years  of  age  were  to  hospital 
outpatient  clinics  and  16.2  percent  were  to  emergency  rooms  during  1974. 
People  seek  ambulatory  services  from  hospitals  for  many  needs,  namely 
(1)  well-baby  care  (from  the  site  of  the  child's  birth),  (2)  emergencies  (both 
true  emergencies'  and  "outpatient  visits!'),  and  (3)  followup  in  specialty 
clinics  for  disorders  prompting  a  previous  hospitalization..  The  populations 
needing  these  services  are  not  congruent  with  the  population  needing 
primary  care. 

The  population  served  is  further  fragmented  because  voluntary  hospi- 
tals "skim"  the  Medicaid  eligibles  from  their  surrounding  communities, 
leaving  the  public  hospitals  with  the  medically  indigent  and  illegal  aliens 
for  whom  reimbursement  for  services  is  impossible. 

Effectiveness 

Health  clinic  data  cited  showed  a  decline  in  unscheduled  emergency 
room  visits  when  people  were  given  continuity  of  care.  This  occurs  also 
when  the  care  is  given  in  a  hospital  outpatient  service,  particularly  if 
physicians  are  available  by  telephone. 
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■Onc  workshop  paiticipaiit,  in  visiting  15-20  hospitals  in  the  urt>an-«uburban  San  Francisco  Bay  Area* 
found  that  all  had  outpatient  services  and  provided  emcrgpni^  care,  but  few  had  pediatric  outpatient 
departments, 

^Services  to  meet  true  pediatric  emergencies  are  discussed  briefly  in  the  subsequent  section,  •^Children 
witL  Special  Needs.^ 


What  Expftnsioo-Changes  are  Needed  In  the  Program? 


To  encourage  outpatient  services^  changes  ;are  needed  in  the  financial 
incentives  of  hospitals  that  would  increase  the  importance  of  outpatient 
care  relative  to  inpatient  care,  remove  the  barri^re  to  outpatient  primary 
care  for  the  medically  indigent,  and  stabilize  fimding  for  outpatient 
services  so  that  they  can  attract  physicians.  These  changes  would  reinforce 
the  small  trend  toward  establishing  primary  care  group  practices  in 
hospitals  and  would  raise  their  currently  low  status. 

Greater  efforts  are  needed  to  break  the  social  isolation  of  people  in 
hospitals'  service  areas.  Better  relationships  with  free-standing  child  and 
community  health  centers  in  the  area  would  help  and  would  enable 
referrals  to  more  appropriate  units  of  care.  One  model  would  be  to  have 
the  hospital  responsible  for  developing  linkages,  with  the  cUent  free  to 
choose  among  available  providers.  The  system  must  be  kept  flexible  to 
meet  certain  patients  (who  will  not  make  or  keep  appointments,  for 
example)  on  their  own  terms.  Yet  the  needs  of  such  patients  must  not 
dominate  planning.  Relationships  also  should  be  established  with  schools 
and  day  care  centers.  Perhaps  as  a  first  step,  however,  better  interfaces 
should  be  established  between  emergency  rooms  and  hospital  outpatient 
departments. 

Impiicatkms  of  Changes  in  the  Present  Program 

Hospital  outpatient  departments  particularly  need  casefinders  and 
outreach  personnel  rather  than  social  workers.  These  workers  need  not  be 
professionals,  particularly  if  they  can  be  supervised  by  a  public  health 
nurse. 


Fed^nal-State-Local  Leverage  Points  for  Change 

Dr.  Heagarty  was  uncertain  whether  the  Federal  Government's  new 
outpatient  department  reform  legislation  will  do  any  good,  but  she  said  it 
recognizes  the  need  for  capital  funds.  Categorical  fimding  programs  cause 
the  hospital  outpatient  departments  that  rely  on  them  to  shift  and  contort 
their  program  emphasis,  lose  continuity  of  services,  and  spend  inordinate 
staff  time  and  energy  meeting  changing  requirements.  Instead,  what  is 
needed  is  support  for  the  basic  systems,  and  opening  up  financial  access, 
and  in  the  long  run,  decentralization  of  primary  care  to  the  neighborhood 
level. 

Wofflcsbop  Participants*  Assessments  of  this  Program 

The  advantages  of  the  population's  acceptance  of  this  service  site — 
which  in  some  communities  exceeds  their  acceptance  of  community  health 
centers — may  be  imrelatcd  to  the  quaUty  of  care  delivered.  Quality  of  care 
in  a  hospital  outpatient  department  may  suffer,  because  of  the  litany  of 
problems  recited  by  the  workshop  group — anonymity,  fragmentation, 
crisis  orientation,  episo'/ic  care,  hi^  cost,  and  general  inappropriateness 
for  delivering  primary  izarc  services.  Although  personnel  in  emergency 
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rooms  are  increasingly  trained  to  provide  family  care,  pediatricians  are 
rarely  present  and  the  overall  quality  of  pediatric  care  is  probably 
unnecessarily  poor. 

The  advantages  of  scale  presented  by  the  hospital  settmg  are  not 
necessarily  realized.  Described  pejoratively  as  bureaucratic,  nevertheless 
hospitals — and  especially  ambulatory  services — are  often  not  well  orga- 
nized and  managed. 

Emergency  room  care  costs  more  than  that  provided  in  family  health 
care  programs  because  of  greater  use  of  laboratory  and  X-ray  services. 
Prospective  budgeting  could  control  any  overuse  of  ancillary  services. 
Hospitals  also  may  use  outpatient  departments  to  generate  business  for 
unfilled  beds,  a  temptation  that  could  be  removed  by  decreasing  financial 
incentives  for  inpatient  care. 


Home  Visitiiig 
(S.  Stoiber) 

Description 

Preliminary  plans  were  described  for  a  Federal  program  to  provide  a 
home  visiting  service  employing  either  nurses  or  lay  visitors.***  This 
program  would  be  one  part  of  the  Surgeon  General*s  larger  objectives  of 
improving  the  efficiency  of  current  programs  directed  at  pregnant  women 
and  high-risk  children,  encouraging  better  integration  of  local  service 
systems  for  identifying  high-risk  pregnant  women  and  infants  and 
bringing  them  into  continuing  care,  and  where  such  systems  do  not  exist, 
encouraging  their  establishment.  If  a  home  visiting  service  were  judged 
suitable  for  helping  achieve  these  goals,  its  roles  would  be  to: 
«  Identify  pregnant  women  and  infants  at  high  risk 

•  Assess  whether  they  have  a  stable  source  of  care  or  whether  they 
need  to  be  put  in  touch  with  community  resources 

•  Assess  whether  the  home  environment  has  enough  basic  resources 
to  care  for  the  infant  and  link  the  parents  to  community  resources 

if  necessary,  and  .  ,  • 

•  Where  community  services  are  not  available,  especially  in  rural 
areas,  encourage  health  departments  to  provide  them 

Who  Would  be  Served? 

The  recipients  of  this  program  are  not  yet  determined.  Eventually,  it 
might  be  an  entitlement  program,  available  to  every  woman  and  infant, 
but  probably  initially  would  be  restricted  to  high-risk  women,  i.e.,  women 
in  families  whose  income  is  less  than  150  percent  of  the  poverty  level. 

">A  nura*  viaiang  project  in  Elmira,  New  Yoifc,  was  described,  which  Y.^  enroUed  pregnant  volunteers 
who  met  certain  criteria  used  to  assess  high  risk.  In  their  visits,  the  nurses  (not  necessarily  registered  nurses 
or  nurse  practitioners)  foUow  a  carefully  designed  protocol.  Women  with  more  complex  needs  receive 
more  intensive  services  over  a  longer  period.  Feedback  about  the  visiu  u  given  to  the  woman's  physicuin 
or  public  health  clinic  provider.  Although  the  program  is  largely  educational  with  emphasis  on  nutrition 
and  use  of  alcohol  and  cigarettes  during  pregnancy,  screening  and  trausportation  are  provided  when 
needed.  Thorough  evaluation  of  the  program  has  been  made  mandatory,  but  results  are  not  yet  avaiUble. 
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A^ccess 


Past  programs  of  this  type  were  staffed  by  public  health  nurses,  whose 
visible  presence  in  the  community  promoted  case  finding  through 
informal  referrals.  *  * 

EfTccdvencss 

The  workshop  group  highly  agreed  that  the  public  health  nurse  home 
visitor  programs  in  the  past  have  been  very  successful.  One  demonstration 
was  cited  in  which  nursing  visits  began  with  a  hospital  visit  to  every 
mother  and  infant  after  delivery  and  continued  in  the  home  after 
discharge  and  in  which  health  indicators  and  infant  mortality  rates  both 
improved  "dramatically." 

To  increase  the  likelihood  of  effectiveness,  advances  in  imderstanding 
about  the  importance  of  attachment  in  the  newborn  period  and  other 
developmental  issues  should  be  incorporated  in  program  planning. 

Implications  of  the  Program 

The  Surgeon  General's  ofHce  has  begun  to  assess  the  funding  and 
manpower  resources  needed  for  the  home  visiting  program,  to  examine 
possible  civil  liberties  and  privacy  concerns,  and  to  determine  ways  to 
connect  this  service  with  sources  of  continuing  family  care. 

If  only  those  at  the  highest  risk  for  low  birth  weight  (234,884  such 
infants  were  bom  in  1977)  and  congenital  abnormaUties  (50,000  in  1977) 
were  provided  with  five  to  seven  visits,  the  program  would  require  300 
public  health  nurses  and  cost  $10-15  million.  If  the  program  tried  to  reach 
the  Nation's  1.2  million  low-income  pregnant  women — the  majority  of 
whom  are  Medicaid  ineligible — with  an  average  of  five  visits,  the  program 
would  cost  $200-300  million  (figures  are  in  1980  dollars*^).  Ko  fimds  are 
included  for  followup  care. 

Although  at  least  one  workshop  participant  believed  the  trained 
manpower  for  such  a  program  already  exists  among  public  health  nurses, 
this  might  not  be  true  nationally  and  disagreement  has  erupted  concerning 
the  level  of  training  that  the  home  visitors  would  need.  The  Elmira 
experience  supports  the  view  that  the  actual  home  visitors,  who  must  be 
able  to  identify  a  high-risk  mother  and  assess  the  home,  do  not  need  a 
high  level  of  training.  To  supervise  the  program  or  to  intervene  requires 
more  training. 

In  all  the  models  that  the  department  has  examined,  none  systematical- 
ly identify  hig^h-risk  pregnant  women  and  notify  a  nursing  service  to 
contact  them.  In  the  past,  visits  by  nurses  apparently  did  not  rouse 
concerns  about  privacy,  but  people's  concepts  of  privacy  may  have 
changed  greatly  in  recent  years,  and  racial  and  cultural  differences 


The  Elmira,  New  Yoric,  project  informed  all  providers  in  the  community — iwghiHitig  pediatriciaiu  and 
obstetficiaiu — about  it*  services. 

scale  of  the  progrcm  cavisioaed  by  the  <lq>iu  tiucnt  wu  unclear  ml  the  workshop.  M».  Stoiber  cays 
that  in  departmental  pianning,  high<>ritk  is  being  called  low  income,  but  her  estimates  of  coeU  separate 
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between  put^c  health  personnel  and  the  recipients  of  the  service  could 
exacerbate  any  such  concerns.  Privacy  may  be  a  particular  problem  in 
adolescent  pregnancies,  if  health  programs  are  linked  to  the  schools. 


Federal-State-Local  Leverage  Points 

One  goal  of  the  program  is  to  integrate  existing  local  services.  A  likely 
setting  for  the  program  is  local  health  departments,  but  other  institutional 
homes  could  be  found  for  these  services  in  some  locales  where  that  was 
more  appropriate.  In  general,  the  organizational  arrangements — both  with 
local  agencies  and  other  Federal  funded  programs— and  oversight 
provisions  have  not  been  developed  yet.  To  test  various  ways  of  linking 
these  services,  the  program  may  be  done  first  in  demonstration. 

Comparisons  with  Alternative  Investsaents 

If  the  more  expensive  program  is  selected,  its  advantages  must  be 
weighed  against  those  of  a  comprehensive  care  system. 

SOURCES  OF  SUPPORT  FOR  BVIPROVED 
ORGANIZATIONAL,  MECHANISMS 

Health  Services  Districts 
CA.  Nidiols) 

The  health  service  district  as  a  means  of  funding,  organizing,  and 
delivering  health  care  in  underserved  areas  was  described  by  Andrew 
Nichols.  Health  service  districtis  would  embody  some  of  the  organizational 
characteristics  of  local  school  and  special  districts*'.  They  would  have  the 
authority  to  issue  bonds  and  raise  taxes  to  provide  medical  services.  Thus, 
local  residents  would  pay  at  least  part  of  the  program's  costs.  State 
government  would  be  expected  to  provide  a  significant  portion  of  funding, 
with  recourse  to  Federal  support  through  such  programs  as  Medicare  and 
Medicaid  and  through  special  purpose  grants  and  manpower  programs, 
such  as  the  National  Health  Service  Corps.  This  combination  of  local. 
State,  and  Federal  funding  would  be  accompUshed  without  aii  increase  in 
Federal  bureaucracy.  Districts  would  have  to  meet  the  requirements  and 
restrictions  imposed  by  the  Federal  programs. 

Arizona  law  provides  for  local  initiation  of  a  request  for  establishing  a 
health  service  district  and  local  elections  for  district  board  members.  The 
board  would  determine  the  services  to  be  provided  and  their  modes  of 
delivery  and  be  responsible  for  the  district's  management.  Accountability 
would  be  direct  because  board  members  not  responsive  to  local  needs  and 
demands  could  be  recalled  or  not  reelected.  Services  could  be  provided  by 
staff  hired  by  the  health  service  district,  through  contracts  with  nearby 
organizations — HMO's,  for  example — or  throu^  relationships  with  exist- 

'^Arizona  is  the  only  State  with  enabling  If^iBlation  for  health  service  districts,  but  it  has  not  yet 
esUblishcd  any. 
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ing  public  health  agencies.  (Dr.  Nichols  believes  local  health  departments, 
because  of  their  negative  image,  cannot  organize  health  service  districts 
themselves.) 

The  health  service  district  concept  has  won  the  support  of  the  American 
Public  Health  Association  and  Rural  America.  It  embodies  the  principle 
of  organization  favored  by  the  Conmiission  on  the  Costs  of  Medical  Care 
that  the  primary  responsibility  for  providing  health  service  should  be 
local,  but  if  local  moneys  are  inadequate,  the  responsibility  should  move 
to  the  next  higher  level  of  government — and  never  higher  than  necessary. 
Dr.  Nichols  believes  that  health  service  district  proposals  have  the 
potential  for  both  liberal  and  conservative  support.  Potential  disadvan- 
tages of  the  health  service  district  model  identified  by  the  workshop 
participants  were: 

(1)  The  tax  base  in  areas  of  the  greatest  need  is  inadequate.  (Dr. 
Nichols  said  this  problem  could  be  overcome  by  dedicated 
leadership — "evangelism" — and  technical  assistance.)  Local 
bond  issues  to  supp>ort  the  program  probably  have  slim  hope  of 
passage,  given  that  more  traditional  and  more  widely  acceptable 
school  bond  proposals  are  frequently  rejected.  In  fact,  the  "tax 
revolt''  generally  appears  to  make  the  proposal's  timing  inauspi- 
cious. 

(2)  Inequities  may  arise  because  multiple  districts  encourage  multi- 
ple standards,  as  has  occurred  in  welfare  programs. 

(3)  Coordination  with  other  State  and  Federal  public  health  pro- 
grams will  be  difficult  to  achieve. 

(4)  Asking  service  recipients  to  monitor  the  program  and  the 
p>erformance  of  board  members  is  untenable* 

(5)  The  program  is  likely  to  rouse  opf>osition  from  providers  and 
insurers,  who  are  strongest  at  the  local  level.  To  forestall  this 
conflict,  perhaps  an  accountable  district  structure  could  assume 
a  governing  role,  shy  of  directly  providing  most  services.  If  some 
service  gaps  remained — which  might  weU  occur  among  services 
the  Panel  is  most  concerned  with — the  district  could  supply 
these.  However,  because  districts  would  be  established  in 
medically  imderserved  areas,  opposition  from  organized  provid- 
ers might  be  minimal.  PubUc-private  sources  of  care  could 
operate  in  parallel,  as  do  public  and  private  school  systems. 


Private.  Insurance— Public  Insurance- 
Federal  Grants 
(S.  Jones  and  R.  Blendon) 

Stan  Jones  and  Robert  Blendon  discussed  the  relative  merits  of 
attempts  to  improve  private  insurance,  public  insurance,  and  Federal 
grants  to  increase  services  for  maternal  and  child  health*  Both  si>eakers 
agreed  that  major  changes  in  the  present  health  care  system  appear 
unlikely  in  the  near  future  and  that  improvements  through  ^^adjusting  the 
interfaces*'   among  current  programs  or  **incremental   shifts  in  the 
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responsibilities  of  local  units  of  government*'  arc  the  most  that  can  be 
expected. 

Mr.  Jones  proposes  substantial  modification  to  the  present  public  and 
private  insurance  system,  aimed  at  achieving  comprehensive  benefits, 
universal  access,  and  appropriate  use  of  health  services  for  pregnant 
women  and  children.  He  presented  the  following  rationales  for  exploiting 
the  private  insurance  system: 

(1)  More  than  half  of  the  money  for  personal  health  care  services 
comes  from  private  sources.  Changes  in  this  sector  would 
therefore  have  a  large  impact. 

(2)  To  the  extent  that  mothers  and  children  are  covered  better  witfi 
private  fimds,  the  burden  on  pubUcly  funded  programs  is 
decreased.  (For  example,  gaps  in  coverage  that  occur  at  the  end 
of  employment  could  be  filled.) 

(3)  Like  the  public  insurance  system,  the  private  insurance  system  is 
rapidly  increasing  in  costs,  which  is  attracting  political  lightning, 
perhaps  increasing  the  acceptability  of  proposals  for  change. 

(4)  Improvements  in  the  third-party  payment  system  (both  public 
and  private)  are  more  acceptable  to  insurers  and  private 
physicians  than  services  directly  provided  or  subsidized  by  the 
Federal  Government. 

(5)  Public  policy  experience  with  the  strengths  and  weaknesses  of 
the  insurance  mechanism  makes  it  easier  to  amend  in  the  desired 
direction.  In  fact  some  good  State  models  show  that  such 
changes  in  the  private  insurance  system  can  be  achieved  and, 
moreover,  that  insurers — notably  Blue  Cross  and  Blue  Shield — 
may  be  increasingly  responsive  to  Federal  initiatives,  thereby 
escaping  haphazard  and  inconsistent  State  regulations.  (How- 
ever, Mr.  Jones  doubts  that  the  Panel's  recommendations  will 
receive  support  from  either  the  insurance  industry  or  providers; 
the  private  sector  will  not  negotiate  until  a  specific  proposal  is 
imder  serious  consideration.) 

(6)  Private  insurance  should  not  be  equated  with  fee-for-service 
care.  The  insurance  system  can  be  structured  to  favor  capitation 
or  other  organization  schemes  deemed  desirable. 

Numerous  disadvantages  of  the  insurance  system — some  of  which 
might  be  remediable,  as  described— were  noted  by  Mr.  Jones,  Mr. 
Blendon,  and  the  workshop  participants.  One  of  the  most  pronounced  of 
these  is  that  insurance,  in  general,  cannot  be  targeted,  (The  "matermty 
option"  offered  by  some  plans  is  an  exception.)  A  small  number  of  people 
require  the  greatest  number  of  services,  and  insurance  cannot  adequately 
cover  high-risk  groups.  Insurance  theoretically  spreads  the  cost  of  services 
for  high-risk  individuals  over  a  broad  population;  however,  in  practice, 
increasing  insurance  benefits  may  only  stimulate  demand  among  healthy 
people  for  those  kinds  of  services  that  insurance  is  effective  in  paying  for 
(minor  office  care  by  pediatricians)  and  special  support  services  that  are 
not  in  great  demand  may  remain  uncovered.  This  problem  might  be 
overcome,  for  example,  through  regulations  requiring  co"erage  of  certain 
services.  Insurance  companies  could  be  directed  to  subsidize  these 
expanded  programs  from  other  income  sources  or  through  a  surcharge  on 
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group  and  individual  premiums.  Because  some  people  cannot  afTord 
present  insurance  premiums*  a  surcharge  also  could  make  insurance  more 
affordable.  Private  insurers  presently  have  no  obligation  to  see  that  people 
actually  receive  the  covered  services. 

Broad-based  insurance  is  only  marginally  effective  in  reducing  infant 
mortality.  Moreover,  insurance  does  not  reduce  social  class  differentials  in 
infant  mortality  rates  and,  in  fEu;t,  may  increase  them.  (Although 
Medicaid  coverage  has  resulted  in  increased  physician  visits  for  low- 
income  beneficiaries,  the  rate  of  visits  for  children  covered  by  the  program 
. .    has  not  increased.) 

Expanded  '  maternal  and  child  health  insurance  programs  might  be 
mariceted  in  unfair  or  misleading  ways,  as  supplemental  insurance  for  the 
elderly  has  beexu  Similar  to  the  solution  proposed  for  the  elderly's 
insiirance  progiams,  maternal  and  child  heal^  insurance  plans  could  be 
subject  to  Federal  standards  that  would  ensure  at  least  basic  coverage. 
Pr^ently,  some  States  have  such  standards  even  for  Blue  Cross— Blue 
Shield  plans. 

Lastly,  ensuring  the  quality  of  the  covered  services  that  are  provided  by 
private  sources  is  problematic.  Aspects  of  care  related  to  quality  that 
insurance  could  promote  are  access,  continuity  of  care,  and  more 
appropriate  organization  of  services. 

In  Mr.  Blendon's  assessment,  the  possibility  of  expanding  private  (or 
even  public)  insurance  coverage  to  a  broader  population  or  to  a  broader 
group  of  services  is  unlikely,  considering  the  overwhelming  opposite  trend. 
State  officials  concerned  with  rising  health  care  costs  are  reducing  services 
for  the  poor  or  tigihtening  Medicaid  eligibility.  For  exan^le,  the  California 
State  Health  Depar^ent — faced  with  a  possible  30-percent  budget  cut 

 had  the-new-tax  reduction  referendum  been- passed — ^is  looking  to  first 

decrease  the  MediCal  budget,  its  largest  program.  Even  unions  are 
agreeing  to  drop  services  from  the  health  benefits  packages  of  their 
contracts.  Insurance  companies  are  most  likely  to  delete  "boundary** 
services  first,  ambxilatory  care  services  next,  and  hospital  services  last. 

The  alternative  to  insurance  that  Mr.  Blendon  proposes  is  the  Federal 
grant  mechanism,  partly  because  he  believes  that  the  constituency  around 
children  has  to  support  specific  services — for  example,  high-risk  units, 
outreach,  and  screening  programs. 

An  advantage  to  the  project  grant  mechanir^m  is  that  it  allows 
experimentation  and  combinations  of  approaches,  including  one-on-one 
interdisciplinary  services  and  even  environmental  interventions.  On  the 
other  hand,  locEiles  without  resources  may  not  take  the  initiative  to  seek 
project  fimding,  resulting  in  unequal  access  to  services.  To  some  extent, 
this  problem  could  be  addressed  through  technical  assistance. 

Targeted  children's  services  were  supported  by  some  participants 
because  even  if  services  were  universally  available,  children's  services 
migiht  have  to  be  provided  separately.  Child  health  services  may  need  to 
CTinintJiiTi  their  identity — particularly  in  the  view  of  staff. 

Identifying  pregnant  women  and  infants  at  high  risk  is  difficult.  High- 
risk  regbtries  liave  not  proved  to  be  reliably  predictive  either  overseas  or 
in  the  United  States.  However,  if  every  commimity  had  an  established, 
permanent  program  for  serving  high-nsk  mothers  and  children,  they  could 


905 


.ERIC 


move  under  and  out  fron.  its  umbrella  as  necessary.  This  kind  of  stability 
is  often  lacking  in  grant  programs. 

Several  examples  of  the  experiences  of  other  countries  were  provided  by 
the  group.  In  Sweden,  which  has  one  of  the  world's  lowest  infant  mortality 
rates,  a  network  of  prenatal  care  services  reaches  nearly  everyone. 
Specialized  services  are  available  for  high-risk  women.  The  lesson  is  that 
the  universal  service  is  prerequisite  to  effective  targeted  services.  In  some 
European  countries,  high  risk  is  determined  by  the  vulnerability  of  the 
family  and  not  by  disease  indicators;  similar  efforts  to  take  psychosocial 
factors  into  consideration  are  needed  here.  To  some  extent,  die  experi- 
ences of  European  coixntries  are  inapplicable  to  the  United  States  because 
of  their  generally  homogeneous  populations  and  high  tax  rates  for 
suppK>rting  health  services;  however,  with  some  adaptation,  their  underly- 
ing principles  may  nevertheless  be  relevant. 

In  summary,  the  key  to  obtaining  the  kinds  of  services  and  organization 
that  the  Panel  is  likely  to  want  to  recommend,  Mr.  Jones  suggested,  is 
some  sort  of  unification  or  integration  of  financing.  Tapping  Into  the 
private  insurance  dollar  to  obtain  more  matemsd  and  child  health  services 
(as  opposed  to  expanding  Medicaid)  would  not  jeopardize  Federal 
funding  for  project  grants. 

If  grant  programs  were  to  replace  insurance  support  for  institutions 
offering  special  services — especially  for  hospitals,  whose  ability  to  provide 
such  services  is  becoming  increasingly  constraiiicd — the  pressure  to  cut 
back  on  services  that  is  now  coming  from  insurers  might  well  be  replaced 
by  similar  pressure  from  politicisms. 

Future  consideration  concerns  the  recommendation  for  a  mandated 
standard  set  of  insurance  benefits  that  would  make  it  politically 
impossible  to  also  obtain  better  grant  programs  targeted  toward  high-risk 
populations.  The  political  feasibility  of  achieving  change  might  be 
improved  by  suggesting  strategies  that  do  not  call  for  all  new  money — as 
emphsisized  in  the  discussion  of  the  proposed  home  visiting  program. 
Current  services  budgets  could  be  reprogrammed  and  used  more  effective- 
ly without  new  entitlements  and  funding  sources. 


Statewide  Systems  of  Community 
Child  Health  Centers 
(J.  MacQueen) 

The  goal  of  Iowa's  statewide  network  of  child  health  centers  is  to 
provide  health  and  health-related  services  to  children  whose  needs  are  not 
currently  addressed  in  traditional  treatment  settings.  Iowa  developed  this 
system  imder  a  3-year  special  grant  from  the  Maternal  and  Child  Health 
Service  and  the  Bureau  of  Education  for  the  Handicapped.  Grantees 
under  this  program  were  to  develop  programs  demonstrating  cooperation 
between  State  education  and  health  agencies.  In  planning  the  child  health 
centers,  now  operating  in  each  of  the  State's  14  planning  regions,  a 
deliberate  attempt  was  made  to  ensure  that  they  are  not  closely  identified 
with  any  strong  community  education  or  health  program. 
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Each  center  is  staffed  by  a  specially  trained  pediatric  nurse  practitioner. 
Physicians  who  work  in  the  centers  receive  special  training  in  developmen- 
tal pediatrics.  The  remainder  of  the  centers*  professional  staff  is  comprised 
of  people  employed  in  child-caiing  agencies  in  the  community,  thus 
avoiding  duplication  of  personnel  and  services;  this  allows  the  center  to 
serve  as  a  meeting  place  for  representatives  of  various  agencies  thereby 
fostering  interagency  cooperation. 

The  services  of  the  child  health  centers  are  available  to  all  children.  The 
community  board  selects  the  services  to  be  offered  from  a  list  provided  by 
the  State  agency.  Many  categories  of  necessary  services  cannot  be 
provided  effectively  in  private  physicians*  offices  or  through  traditional 
modes  of  service  organization.  Examples  of  the  programs  provided  are: 

(1)  Integrated  evaluation  and  planning  clinics.  Children  are  referred 
by  schools,  other  agencies,  or  private  physicians.  Parents  also 
may  self-refer.  The  clinics  provide  diagnostic,  evaluation,  and 
planning  services,  the  latter  involving  not  only  the  planning 
clinic  staff  who  are  involved  with  the  evaluation,  but  also  the 
schoolteachers  and  others  involved  in  the  child's  care.  These 
planning  sessions  are  stressful,  but  the  outcome  is  positive — the 
creation  of  a  communis  plan  of  services  and  a  community 
support  team  for  the  child.  Such  a  system  is  necessary  because 
letters  of  diagnosis  sent  to  schools  are  notoriously  inadequate  in 
prompting  appropriate  action.  Uncorrected  diagnostic  errors 
and  "let's  wait  and  see**  approaches  can  be  devastating. 

(2)  Planning  child  health  services.  Using  an  Iowa  study  of  regional 
demographic,  social  status,  and  child  health  care  system  data, 
the  child  health  center  boards  are  encouraged  to  identify  unmet 

-  needs  in.  their  areas.  Although  many  of  them  are  proceeding 
cautiously  with  this  new  responsibility,  one  of  the  program's 
basic  purposes  is  to  increase  community  involvement  in  program 
development. 

(3)  High-risk  infant  followup  program, 

(4)  Other.  Services  conducted  that  include  pediatric  coronary  heart 
disease  prevention  programs,  obesity  clinics,  genetic  counseling 
clinics,  and  information  referral  services. 

Or.  MacQueen  concludes  that  this  program  is  an  Iowa  solution  (the 
success  of  the  approach  may  be  a  result  of  the  stabihty  of  Iowa's  other 
social,  political,  and  economic  institutions,  notably  its  schools),  but  its 
principles  may  be  applicable  in  other  States. 

The  project  approach— even  in  a  statewide  program — permits  "bound- 
ary" services  to  be  offered.  Because  of  inadequate  methods  of  evaluation, 
providing  such  services  on  a  piecemeal  fee-for-service  basis  is  highly 
inadvisable.  Another  advantage  of  this  program  is  that  it  provides 
agencies  faced  with  diagnostic  problems — schools,  juvenile  courts,  adop- 
tion ag6  cies,  even  private  physicians — a  place  to  turn.  Other  primary 
service  providers  could  possibly  plug  into  this  system  to  achieve  an 
integration  of  services  in  bounda^  areas. 

Finally,  the  system  offers  the  opportunity  for  continuing  education  of 
community  leaders  and  health  service  providers  about  local  child  health 
needs  and  the  value  of  coordinated  services. 
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ENSURING  EaTETECmVE  USE  OF  FE:DERAL, 
CHIIJ>  HEALTH  FUNDS^^ 


Hie  California  Siteition 
(B.  My«rs) 

California's  long  history  of  leadership  in  providing  a  broad  range  of 
maternal  and  child  health  services  is  threatened  seriously  by  recent  tax 
cuts  that  would  cut  State  income  tax  revenues  in  half.*'  Although  the  full 
impact  of  Propositions  13  and  4  has  not  yet  been  felt  by  the  State  (because 
of  previous  budget  surpluses),  the  effects  of  the  new  proposal  would  be 
much  greater  and  appear  rather  quickly.  In  preparation  for  its  possible 
enactment,  all  State  departments  are  working  toward  cutting  their  budgets 
by  30  percent— for  the  State  health  department,  this  cut  would  be  $1.5 
billion.  The  health  department  is  concentrating  its  efforts  on  reductions  in 
the  MediCal  program,  which  comprises  $4.0  billion  of  the  department's 
$4.8  billion  budget.  Not  only  is  MediCal  the  department's  largest 
program,  which  makes  cuts  there  inevitable,  but  by  so  doing,  Ms.  Myers 
hopes  to  save  programs  that  either  have  the  greatest  impact  on  health 
status  or  meet  targeted  needs.  For  example,  some  State  programs  cover 
many  people  for  whom  Federal  moneys  are  not  available. 

As  other  npieans  of  saving  these  programs,  the  department  is  trying  to 
persuade  private  insurers  to  pick  up  some  services  and  is  attempting  to 
increase  the  effectiveness  of  current  programs  by  omitting  overlaps  that 
would  gamer  extra  moneys  to  fill  some  coverage  gaps.  To  support  this 
effort,  she  is  hoping  for  Federal  Government  flexibility,  even  if  more 
funds  are  not  provided,  and  plans  to  build  on  the  traditional  strength  of 
California's  coimty  health  departments; 

The  streamlining  of  State  child  health  services  is  taking  place  with  the 
guidance  of  reviews  conducted  by  both  an  external  Child  Health  Board 
and  an  internal  ^oup.  In  these  consolidation  efforts,  the  concept  of 
pooling  child  health  fimds  may  be  attempted-  Both  private  and  public 
providers  would  be  included  in  the  program  with  the  accountability 
structure  residing  in  a  State  office  of  maternal  and  child  health.  Ms.  Myers 
believes  that  the  State  health  department  is  a  necessary  intermediary 
between  Federal  programs  and  local  services  and  is  concerned  about 
Federal  preemption  of  State  laws. 

Much  of  the  workshop  discussion  centeretd  on  the  question  of  State 
accoimtability.  Ms.  Myers'  view  is  that  structures  to  ensure  accountability, 
including  fiscal  responsibility,  must  exist  at  each  level  of  government. 
Federal  progmms  could  set  TwitttTwuini  standards,  which  States  could 
exceed  through  service  models  of  their  own  choosing.  If  a  State  does  not 
do  its  part  as  a  guarantor  of  services  or  in  ensuring  that  a  certain 
population  receives  care.  State  revenue-sharing  moneys  could  revert  to  the 


"♦These  presentatioiu  are  not  summarized  in  the  order  UsMd  on  the  agenda  because  the  third 
preaentaticni.  by  Mfc  Leikowitz.  summarized  some  of  the  problems  described  by  Ms.  Myers  and  Dr.  Sihw. 

*'Thia  proposal  was  defeated  in  a  State  referendum,  but  iu  efTecU  on  SUte  health  ofHcials*  planning  are 
instructive. 
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Federal  Government,  which  then  would  have  the  responsibili^  to  provide 
the  services.  A  better  way  to  pursue  accountability  naay  be  through 
negotiated  contracts  rather  than  through  regulation,  although  workshop 
participants  noted  that  the  Federal  Government  in  the  past  has  not  been 
an  effective  negotiator. 

Two  additional  suggestions  were  considered  iiseful.  namely  (1)  that 
States  designate  agencies  to  keep  track  of  child  health  status  and  health 
services,  irrespective  of  provider  (California's  health  statistics  department 
is  currently  developing  a  child  health  information  system),  and  (2)  that 
one-half  of  State  matching  funds  for  the  program  be  in  "hard  cash" — 
rather  than  in-kind  services. 


Statewide  I^emoiistratioiis  Using  Pooled 
Federal  Chtid  Health  Funds 
(G.  SUver) 

As  a  long-term  goal.  Dr.  Silver  proposes  a  major  effort  to  strengthen 
families  along  several  dimensions,  as  described  in  the  Carnegie  Coimcil  on 
Children  report.  All  Our  Children.  More  immediately,  he  proposes  the 
establishment  of  a  comprehensive  preventive  service — including  psycho- 
social services — targeted  for  children  that  would  be  organized  at  the  State 
level  and  funded  partly  by  Federal  moneys;  the  program  would  involve 
home  and  school  but  would  remain  separate  from  the  medical  sector  and 
would  be  staffed,  operated,  and  administered  by  specially  trained  nurse 
practitioners.  Pregnancy  and  childbirth  would  be  accommodated  within 
the  preventive  program,  using  nurse  midwives,  except  when  high-risk  or 
medical  conditions  necessitated  involvement  of  the  medical  care  system. 
I>r.  Silver  suggests  that  several  statewide  demonstrations  of  such  a  service 
be  implemented.  This  could  be  accomplished  by  redirecting  current 
maternal  aivd  child  health  program  funds  (through  waivers)  and  would  not 
require  new  legislation.  Such  a  new  structure  is  needed,  he  believes, 
because  adding  more  money  to  current  programs  is  unlikely  to  produce 
improvements  in  child  health. 

Again,  the  principal  demurrals  by  the  workshop  group  related  to  State 
accountability.  Permitting  States  to  decide  which  services  to  provide — 
especially  through  allowing  waivers — was  troublesome  to  those  partici- 
pants whose  past  experiences  with  States  have  produced  distrust. 
However,  many  participants  appeared  to  believe  that  certain  States  should 
be  capable  of  providing  useful  demonstrations. 

Dr.  Silver  agreed  that  Federal  standards  are  needed;  if  these  were  met. 
States  might  obtain  funding  relatively  unfettered.  Certain  universal 
standards  could  be,  for  example,  nondiscrimination,  a  conunitment  to 
serve  the  poor  and  measured  outcomes.  These  standaurds  would  be  much 
less  restrictive  than  meeting  the  requirements  of  the  present  multiple 
Federal  maternal  and  child  health  programs.  Dr.  Silver  noted  that  the 
Federal  Government  does  very  little  monitoring  and  evaluation  even 
when  it  is  mandated. 

Whether  it  would  be  possible  or  desirable  to  separate  preventive, 
curative,  and  health  promotion  services,  or  to  separate  biomedical  and 
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psychosocial  factors,  or  to  separate  the  roles  of  nurses  and  physicians  as 
neatly  as  Dr.  Silver  implies  was  questioned.  Alternatively,  the  best  aspects 
of  multidisciplinary  settings  could  be  strengthened. 

A  Proposed  Federal  Initlatiye 
(B.  Lefkowitz) 

Beginning  in  the  fall  of  1980,  the  Federal  Government  hopes  to  start 
resolving  some  of  the  problems  previously  discussed  by  selectively 
expanding  State  and  local  government  involvement  in  planning,  coordi- 
nating, managing,  and  delivering  preventive  and  primary  health  services 
to  underserved  populations.  The  fiscal  year  1981  budget  request  includes 
$5  million  to  be  awarded  to  selected  State  and  local  goveminent  agencies 
for  the  planning  and  coordinating  function.  This  progimm  is  part  of  the 
department's  effort  to  fix  two  kinds  of  programs: 

(1)  Title  V,  State  formula  grants,  which  have  lacked  a  mission;  the 
guarantor-of-services  role  of  Title  V  agencies  would  be  strength- 
ened, so  that  they  will  do  more  than  identify  service  gaps;  the 
Federal  Government  will  provide  more  guidance,  althougih  not 
necessarily  increased  management  or  control 

(2)  Project  grants,  whose  advantages  are  targeting,  community 
participation,  and  the  ability  to  circumvent  recalcitrant  State  and 
local  governments 

The  new  program  planned  for  FY  1981  would  encourage  consolidation 
of  project  grants  by  the  State  or  local  government  agencies  selected  for 
awards.  State  and  local  governments  have  some  advantages  over  individu- 
al project  grantees— such  as  statutory  powers  to  fill  in  service  gaps,  an 
overview  of  conmiunity  problems,  and  the  ability  to  create  service 
networks.  Ideally,  the  Federal  Government  hopes  to  balance  the  advan- 
tages of  giving  authority  to  State  or  local  agencies  with  those  of  supporting 
project  grantees.  (This  program  could  mesh  with  the  plan  to  strengthen 
Title  V,  but  they  are  separate  efforts.) 

Some  successful,  innovative  models  have  arisen  at  both  the  State  and 
local  government  levels,  on  which  the  new  program  plans  to  build.  The 
State  or  local  government  role  could  range  from  that  of  a  coordinator,  to  a 
funding  conduit,  to  a  monitor  and  manager,  to  a  service  provider.  Units  of 
State  and  local  government  that  apply  for  funds  would  be  free  to  develop 
their  own  plans  for  coordinating  Federal,  State,  and  local  public  and 
private  health  resources.  The  demonstration  program  would  use  relaxed 
application  and  reporting  procedures  and  increase  their  conformity,  but 
will  not  require  legislative  change. 

In  return  for  this  flexibility,  services  to  be  offered  imder  the  new 
program  must  meet  Federal  standards.  They  must  be  accessible — physi- 
cally, geographically,  and  financially — provide  continuity  of  care,  be 
oriented  toward  the  family  and  social  setting,  be  coordinated  with  related 
services — mental  health,  food  assistance,  and  day  care,  for  example — be 
managed  efficiently,  and  be  of  high  quality. 

Successful  applicants  will  be  those  State  and  local  government  agencies 
whose  plans  are  judged  to  demonstrate  willingness  and  capability  to 
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participate  in  the  experiment  and  to  meet  certain  goals.  The  Department 
of  He^th  and  Human  Services  would  negotiate  a  performance  agreement 
with  thern^  which  could  be  a  device  to  ensure  that  efforts  are  made  to 
promote  child  health.  For  example^  the  agreement  could  place  heavy 
emphasis  on  providing  maternal  and  child  health  services,  or  the  target 
populations  specified  could  include  pregnant  women^  infants,  and 
chUdren.  Furthermore,  the  performance  measures  set  could  reflect  this 
emphasis — for  example,  reaching  a  higher  proportion  of  women  with 
prenatal  services  in  the  first  trimester  of  pregnancy. 

Plans  would  have  to  specify  linkages  among  services  and  provide  for 
monitoring  the  efficiency,  cost  effectiveness,  an  quality  of  services.  They 
would  have  te>  predict  costs  and  estimate  benefits  of  the  new  coordinated 
plan  yersxxs  continuation  of  present  project-by-project  support.  Finally, 
they  would  have  to  incorporate  substantive  consumer  input — especially 
when  community  health  centers  that  had  enjoyed  a  high  degree  of 
consimier  participation  were  to  be  included. 

The  new  Federal  program  would  encourage  pluralism  in  service 
arrangements,  recogni2dng  different  capabilities  among  State  and  local 
governments.  In  contract  to  statewide  plans,,  it  allows  the  Federal 
Government  the  flexibility  to  reach  a  good  local  health  agency  directly  if 
the  State  agency  is  ineffective. 

Despite  the  gloomy  appraisal  that  States  now  have  a  stake  in  doing 
worse  by  poor  people,  Ms.  Lefkowitz  said  this  proposal  has  raised 
considerable  interest  among  some  State  and  local  governments. 

The  propos:"!  was  viewed  by  workshop  participants  as  perpetuating 
State  health  aepartments*  languishing  condition  by  allowing  them  to 
continue  to  be  bypassed.  Simultaneously,  the  capacity  of  some  local 
government  agencies  to  provide  health  services  also  may  be  weakening. 
The  result  of  the  program  therefore  may  be  to  reinforce  only  the  strong 
State  and  local  agencies  and  provide  nothing  for  the  flagging  ones. 


WORKSHOP  THEMES 

£>uring  the  discussions  of  the  specific  proposals  for  organizing,  funding, 
and  ensuring  the  effectiveness  of  maternal  and  child  health  services,  a 
number  of  issues  emerged  that  have  relevance  beyond  the  specific  context 
in  which  they  were  raised  or  that  seem  to  deserve  independent  consider- 
ion.  To  some  extent  they  have  been  touched  on  in  the  previous  text,  but 
they  will  receive  a  somewhat  fuller  examination  here. 
Topics  selected  for  separate  consideration  are: 
m  Children  with  special  needs 
e  The  role  of  parents 
m  The  role  of  consumers 

•  The  role  of  the  private  sector 

•  Characteristics  of  programs 

•  Manpower  and  training 
«  Incentives 

•  Organizational  matters 

m  Advantages  and  disadvantages  of  project  grant  funding 
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•  Long-term  versus  short-term  goals 

•  Federal-State-local  govermnent 

•  Research  requirements 

Children  with  Special  Needs 

In  addition  to  the  usual  groups  of  children  receiving  public  health 
programs,  a  number  of  other  groups  were  considered  in  special  need  of 
attention: 

(1)  Children  needing  continuing  care.  Ensuring  ongoing  services  for 
children  who  have  chronic  conditions  or  severe  developmental 
disabilities  can  become  a  problem  when  programs  are  targeted  at 
infants  and  early  childhood.  Primary  care  systems  must  improve 
their  capacity  to  link  such  chitdren  with  effective  secondary  and 
tertiary  care  providers.  A  Robert  Wood  Johnson  Foundation 
study  is  assessing  whether  nurse  practitioners  working  in  schools 
can  coordinate  effectively  the  range  of  services  needed  by 
children  with  complicated  medical  problems. 

(2)  Handicapped  children.  Neither  schools  nor  primary  care  projects 
can  meet  the  complex  needs  of  handicapped  children.  The 
program  described  by  Eh:.  MacQueen  would  appear  to  be  a 
salutary  melding  of  health  and  education  department  responsi- 
bilities, yet  few  school  based  programs  have  attempted  to 
prevent  handicaps  and  developmental  deficits  by  enrolling 
pregnant  women  in  a  program  of  screening  and  support. 

(3)  Children  with  true  medical  emergences.  Most  emergency  room 
personnel  are  not  trained  to  cope  with  pediatric  emergencies, 
resulting  in  unnecessary  morbidity,  some  permanent  disability, 
and  occasional  deaths.  Pediatric  psychosocial  services  usually 
are  not  available  in  emergency  rooms.  The  problem  reflects  in 
part  a  "temporal"  barrier  to  care  that  affects  all  social  classes. 

(4)  Children  with  geographic  barriers  to  care.  Many  children  with 
varying  problems  that  have  important  psychosocial  dimen- 
sions— handicapped  or  obese  children,  for  example — are  very 
poorly  scrved- 

(5)  Children  of  the  medically  indigent.  Increasingjly,  public  health 
departments  and  metropoUtan  hospitals  are  providing  health 
services  to  people  who  are  not  covered  by  Fcderfa  programs  and 
who  cannot  themselves  pay.  Institutions  providing  their  care  face 
serious  financial  difficulties.  Many  of  these  people  ar«  illegal 
aUens.  Changes  in  current  laws  are  needed  to  extend  Medicaid 
coverage  and  other  health  benefits  to  those  families  and  possibly 
even  to  allow  HMO's  to  serve  them.  Contrary  to  popular  behef, 
the  poor  today  are  not  a  stable  and  unchanging  group  of 
families.  People  near  the  poverty  line — including  the  so-called 
near  poor  or  working  poor — have  rapidly  shifting  eligibility  for 
programs,  which  makes  continuity  of  care  virtually  impossible. 
Changes  in  the  law  that  would  stabilize  eligibility  are  needed,  as 
are  revised  health  insurance  practices  that  would  extend  cover- 
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age  without  further  premium  payment  for  3-6  months  after 
termination  of  employmrat^  divorce  or  separation,  or  death,  or 
until  a  new  policy  took  effect. 


Tlie  Role  at  Parents 

During  the  workshop,  numerous  rationales  for  seeking  close  coopera- 
tion between  parents  and  the  health  care  system  serving  their  children 
were  expressed: 

9  In  Europe,  to  achieve  local  control  of  programs,  parents  are 
involved  financially  as  well  as  administratively  in  ^eir  planning 
and  operation. 

•  Many  boimdary-area  services — particularly  psychosocial  ser- 
vices— are  closely  related  to  home,  family,  and  school  environ- 
ments. 

m  Parents  may  need  special  educational  efforts  about  the  impor- 
tance of  bonding  during  the  newborn  period  and  parent-child 
relationships  in  development. 
Parents  must  not  dominate  the  system,  however,  and  programs  should  be 
centi^red  around  the  needs  of  children. 

Parental  cooperation  may  not  be  achieved  readily.  Schools  have  been 
given  an  impetus  to  expand  their  health  programs  partly  because  working 
parents  are  not  available  to  accompany  their  children  to  other  caregivers. 
These  programs  run  the  risk  of  excluding  parents  from  important 
decisions  about  their  children's  health  or  medical  treatment.  Some 
programs  do  not  delay  necessary  treatment  when  parents  are  unavailable; 
however,  this  policy  was  controversial — some  workshop  participants 
would  not  substitute  any  ^system**  for  the  parents. 


The  RoSe  of  Consumers 

Because  of  increased  insurance  coverage  and  the  shifting  competition 
of  people  in  poverty,  the  number  of  people  who  see  themselves  as  the 
contitiuing  responsibili^  of  public  auUiorities  has  declined.  Thus,  fewer 
people  are  directly  concerned  with  maintaining  the  pemianence  of  public 
institutions.  This  may  partly  explain  why  recipients  of  public  health  and 
welfare  programs,  for  example  in  California,  are  not  actively  opposing  tax 
and  serviced  reduction  prc^>osals.  Another  possible  expUmation  is  that 
State  programs  are  not  close  enough  to  the  pec^le  they  serve  to  engender 
loyalty  or  commitment. 

Consumers  must  be  involved  in  the  planning  and  administration  of 
services.  I>uring  the  past  decade,  a  corps  of  sophisticated  consumer 
activists — including  many  with  substantial  poHtical  clout — has  developed 
in  some  parts  of  the  coimtry.  Such  consumers  have  proved  themselves 
capable  of  assuming  significant  roles,  as  in  the  community  boards  of  the 
Iowa  child  health  centers  or  the  maternal  and  child  health  council 
proposed  for  California.  This  type  of  ^conmiunity  participation**  is 
perceived  by  some  as  less  desirable  than  ^^user  participation,*'  and  some 
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lingering  doubts  are  present  as  to  whether  State  and  local  government 
attempts  to  involve  consumers  will  result  in  a  true  partnership  in  which 
program  control  is  shared. 

The  Role  of  tiie  Private  Sector 

Numerous  examples  were  given  of  ways  to  include  the  private  sector  in 
public  programs  for  primary  care.  In  Great  Britain,  for  example,  the  local 
public  health  agency  may  provide  private  physicians  with  office  space,  a 
public  health  nurse,  a  secretary,  and  so  on,  or  reduce  ofHce  rent  or  other 
administrative  costs.  The  idea  is  to  "surround  the  solo  physician  with 
community  health  services."  Some  rural  programs  in  the  United  States 
have  a  nurse-midwife  and  physician  team  who  alternate  between  public 
and  private  caregiving  roles  and  arc  backed  up  by  perinatal  specialists 
from  a  medical  center.  These  models  are  reportedly  improved.  One  effort 
to  test  the  feasibility  of  public-private  partnerships  is  a  Robert  Wood 
Johnson  Foundation  project  to  establish  networks  of  primary  care  centers 
in  urban  areas.  The  project  is  trying  to  involve  all  health  service  providers 
in  the  community. 

In  Eh-.  Miller's  proposal  to  the  workshop,  private  providers  would 
continue  their  predominant  role.  Their  efforts  in  caring  for  the  poor  even 
could  be  expanded  by  better  linkage  with  public  systems,  for  example, 
with  public  health  outreach.  Contracts  specifying  services  to  be  performed 
and  outcome  measures  could  be  written  by  either  Federal  or  State 
Governments  with  private,  nonprofit  corporations  at  the  local  level.  This 
mode  of  organization  might  be  especially  attractive  where  a  strong 
tradition  for  local  health  departments  to  be  directly  involved  in  rendering 
personal  health  care  is  not  present. 

Dr.  Silver's  proposed  State  plan  would  permit  private  groups  that 
organize  child  health  preventive  programs — such  as  Boys'  Clubs  or  church 
groups — to  be  reimbursed  in  part  for  their  activities. 

£>espite  their  acknowledgment  of  the  im|x>rtance  of  private  sector 
providers  in  expanded  child  health  service  programs,  workshop  partici- 
pants made  numerous  criticisms  of  the  private  sector,  including  that: 

•  Private  providers,  namely  physicians  and  volimtary  hospitals,  lack 
accountability 

•  The  attitudes  of  local  physicians  have  constrained  efforts  to 
increase  the  services  provided  by  local  health  departments 

•  Private  physicians — at  least  in  some  parts  of  the  country — do  not 
want  any  more  minority  patients,  regardless  of  the  payment 
mechanism 

9  Local  doctors  may  not  refer  to  other  local  doctors  who  have  had 
special  training — for  example,  in  developmental  pediatrics — but 
rather  to  distant  medical  centers  to  avoid  competition 

•  Freestanding  emergency  rooms  quiedy  provide  outpatient  care, 
which  may  not  be  appropriate,  thereby  avoiding  friction  with  local 
physicians 
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Characteristics  of  Programs 


Equity 

Workshop  participants  agreed  that  an  underpinning  of  equity  of  access 
should  be  present  to  proved  services.  Despite  attempts  to  ensure  financial 
access^  however,  additional  inequities  persist  because  of  social,  cultural, 
and  geographic  barriers.  Making  services  available  may  be  insufTlcient  to 
ensure  eqaity  of  access;  perhaps  a  public  agency  should  ensure  that  people 
actually  receive  the  services.  A  public  policy  of^  this  kind  would  not 
necessarily  lead  to  coercion — participation  could  be  completely  voluntary 
for  the  individual^  but  not  for  the  system.  Such  an  expansion  of  the  public 
sector  role  may  be  imlikely,  given  current  trends  to  roll  back  the  public 
health  and  welfare  programs  of  the  1960's.  In  fact,  some  participants 
predicted  a  major  disenfranchisement. 

Services 

The  services  provided  even  in  boimdary  areas  and  outreach  should  be 
Umited  to  a  proved  list,  but  not  so  large  a  list  that  it  greatly  exceeds  the 
standard  of  practice  of  most  pediatricians,  or  it  will  have  no  credibility. 
Numerous  recommendations  have  been  presented  as  to  what  a  set  of 
preventive  services  should  be — recommendations  notable  for  their  similar- 
ity— from  which  a  package  of  services  could  be  defined,  subject  to  revision 
as  necessary. 

Boundary  Area  Services 

The  importance  of  services  in  boundary  areas  was  established  early  in 
the  workshop.  Boundary  areas  frequently  discussed  were  preventive 
services,  social  supp>orts,  and  health  promotion  strategies. 

Some  participants  believe  that  preventive  services  should  be  provided 
by  specially  trained  nurse  practitioners  separate  from  the  medical  care 
system,  as  in  Great  Britian.  As  a  practical  matter,  it  may  be  impossible  to 
continue  to  pay  physicians*  rates  for  services  that  can  be  provided  equally 
effectively  by  less  exp>ensive  categories  of  personnel.  However,  if  separate 
preventive  and  medical  care  systems  existed,  then  the  links  between  them 
would  be  crucial;  the  importance  of  linkages  can  be  illustrated  by  the 
mutually  reinforcing  relationship  between  psychosocial  stress  and  physical 
disease.  Therefore,  other  participants  believed  that  the  medical-behavior- 
al-social aspects  of  health  are  so  intertwined  that  a  separate  prevention 
system  might  even  be  regressive. 

Social  systems  and  social  supports  are  a  second  boimdary  area. 
Numerous  conditions  that  are  unfortunate  responses  the  **stresses, 
strains,  and  shortfalls**  of  life  have  been  moved  into  jie  purview  of 
medicine — overuse  of  alcohol  or  drugs,  violence,  **behavioral**  problems, 
marital  incompatibility,-  and  teenage  pregnancy,  among  others.  The 
situations  and  social  conditions  that  tmderlie  these  problems  are  not 
currently  susceptible  to  medical  solutions;  but  a  rationale  may  exist  for 
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moving  them  into  the  public  health  sector  because  they  require  the  active 
intervention  of  other  societal  systems  that  already  are  public  responsibili- 
ties— such  as  the  judicial,  social  welfare,  and  educational  systems. 

Strategies  for  health  promotion — a  third  boundary  area — frequendy 
relate  to  broad  social'  pohcies  that  foster  family  and  economic  stability, 
such  as  those  that  provide  for  maternity  leave  with  pay  or  ensure  decent 
housing* 

MultidiscipUnary  Approaches 

Contemporary  health  and  health*related  services  are  not  accessible  to 
more  children  becatise  many  of  them  require  the  services  of  more  than  one 
profession  or  more  than  one  agency.  This  impUes  a  need  for  a  new  setting, 
for  coordination  and  cooperation  of  service  providers,  and  for  new 
methods  of  communication  between  child  care  agencies  and  professions 
often  trained  in  distinct  disciplines  with  arcane  vocabularies. 

AcccHintability 

Programs  must  be  held  accountable  for  meeting  certain  standards — 
access,  quality  of  services,  nondiscrimination,  and  so  on.  Two  principles 
for  establishing  or  maintaining  accountability  were  put  forward; 

(1)  Putting  the  burden  of  monitoring  service  delivery  on  recipients  is 
unacceptable. 

(2)  When  service  providers  and  recipients  are  from  the  same 
sociocultural  milieu,  accountabiUty  is  enhanced. 

Measuring  Programs^  Effectiveness 

Unfortunately,  few  good  performance  measures  exist  for  evaluating 
health  programs.  Although  outcome  measure*  would  be'  the  best  evalu- 
ation tools,  process  measures  are  usually  the  only  ones  available.  Special 
evaluative  tools  are  sometimes  designed,  therefore,  as  in  the  Iowa  child 
health  center  program. 

The  group  was  advised  against  using  reductions  in  infant  mortality  as  a 
measure  of  program  effectiveness.  Too  many  variables  are  involved  and 
changes  are  likely  to  be  small.  Programs  can  have  many  other  beneficial, 
but  less  easily  measured,  impacts. 

IManpower  and  Training 

An  important  explanatory  variable  in  the  divergent  assessments  of  the 
child  health  service  models  presented  at  the  workshop  may  be  whether 
**good  people**  were  in  key  positions.  Because  the  continued  presence  of 
good  people  cannot  be  ensured,  systems  are  designed  that  presumably  will 
function  well,  whoever  operates  them.  Some  workshop  participants 
doubted  whether  a  system  can  be  developed  whose  success  does  not  rely 
on  the  people  in  place. 
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Conscientious  people  are  needed  in  the  government  at  the  program 
management  lev^l  and  at  the  service  delivery  point  where  they  must  be 
sensitive  to  client  needs  and  perceptions.  In  fact,  a  study  of  the  Early  and 
Periodic  Screening,  Diagnosis,  and  Treatment  Program  foimd  that  the 
Federal  Government  had  maximum  impact  in  States  where  a  core  of 
committed  officials  was  present  to  advance  the  cause,  lobby  in  State 
legislatures,  and  work  at  the  local  (county)  level.  These  people  provided  a 
resource  base  and  an  infrastructure.  When  "budget  analysts**  became  the 
decisionmakers,  the  ^stem  broke  down.  Althougjh  people  at  crucial 
decision  points  in  every  level  of  government  must  be  able  to  make  tough 
decisions,  the  Department  of  Health  and  Human  Services  is  a  particularly 
complex  management  challenge,  for  which  people  arc  generally  not  well 
prepared.  More  than  technical  expertise  or  knowledge  about  maternal  and 
child  health  issues  is  needed — systems  knowledge  also  is  required. 

By  and  large,  the  workshop  group  was  encoumged  by  the  increasing 
ease  of  attracting  good  pediatricians  into  expanded  public  programs  for 
child  health.  This  is  partly  related  to  the  rapidly  increasing  niunber  of 
physicians  being  trained,  coupled  with  declinkig  numbers  of  middle  class 
children  in  urban  areas;  partly  it  is  because  of  pediatricians'  being  trained 
in  multidisciplinary  team  settings,  so  that  such  programs  feel  familiar.  In 
fact,  a  survey  conducted  by  the  American  Academy  of  Pediatrics  found 
that  most  pediatricians  believe  child  care  in  the  future  will  be  conducted 
in  pediatricnan  group  practices,  where  some  of  the  physicians  pursue  their 
subspecialty  interests  and  the  bulk  of  well-child  care  is  provided  by  nurses. 
Today,  however,  few  physicians  have  adequate  knowledge  about  child 
development  or  skills  in  functioning  as  a!  member  of  a  community-oriented 
child  health  team. 

The  hope  was  expressed  that  pediatric  nurse  practitioners  could  expand 
their  care^ving  roles  outside  doctors*  offices.  Some  participants  believe 
nurses  to  be  particularly  effective  in  the  preventive  aspects  of  care  by  dint 
of  training,  understanding  of  family  relationships,  and  willingness  to  visit 
homes  and  establish  liaisons  with  social  agencies. 


Incentives 

A  diverse  collection  of  incentives  was  suggested  during  the  workshop 
for: 

•  Individual  participation  in  child  health  programs.  If  coercion  is  to 
be  avoided,  substantial  incentives  may  be  necessary  to  obtain 
participation.  However,  demonstration  projects  have  shown  that  if 
services  are  available  without  barriers  to  access,  they  will  be  used. 

•  Training  of  pediatri<nans.  Trainees  will  go  where  the  money  is; 
today,  that  is  the  tertiary  care  center,  although  community  health 
centers  would  provide  a  far  superior  training  e?q>erience. 

•  Hospitals,  So  much  unmet  need  exists  for  psychosocial  services 
that  it  would  rapidly  overtake  the  prepaid  system's  ability  to 
provide  them,  unless  additional  incentives  were  present,  such  as 
differential  payment. 
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•  Institutional  providers.  Incentive  arrangmients  (other  than  pre- 
payment) in  hospitals  and  other  institutions  could  be  used  to 
increase  productivity,  decrease  the  use  of  less  efficacious  services, 
and  gamer  savings  that  could  be  applied  toward  providing  some 
boundary  services.  Any  efficiencies  gained  through  service  or 
personnel  cuts  would  have  to  be  evaluated  against  performance 
objectives. 

Organizational  Matters 

This  grouping  contains  a  miscellany  of  ideas  regarding  the  impact  of 
certain  organizational  characteristics  of  Federal  programs  on  local  health 
care  systems. 

Duplication  of  Programs 

The  need  for  streamlining  niunerous  health  programs  is  urgent.  One 
purpose  of  the  proposed  home  visiting  program  is  to  encourage  better 
integration  of  services  already  available  at  the  local  leveL  A  salient 
example  of  duplicative  services  is  the  range  of  programs  for  handicapi>ed 
children.  Perhaps  the  early  assessment  and  intervention  provisions  of  P.L. 
94-142  (an  entitlement  law  covering  all  children)  could  be  meshed  with 
similar  provisions  in  the  public  health  laws — Medicaid,  CHAP,  and 
EPSDT,  for  example.  The  chronic  underfunding  of  P.L.  94—142  programs 
could  be  overcome  if  the  health  programs  redefined  services,  benefits,  or 
eligibility  to  facilitate  reimbursement  of  schools  for  services  provided. 

The  prospects  not  only  for  the  streamlining  effort  described  above,  but 
also  for  improved  school  health  programs  in  general  may  be  decreased  by 
the  establishment  of  the  new  Department  of  Education. 

The  Acivantages  of  Efficiency 

If  present  funds  were  used  more  effectively,  all  new  money  would  not  be 
required  for  new  programs.  (For  the  proposed  home  visiting  activity,  Jie 
Department  is  apparently  considering  how  to  shift  and  reprogram-)  In  an 
era  of  constrained  resources  for  public  health,  greater  :*fficiency  offers  the 
only  likely  source  of  funds  for  new  programs. 

The  Circumvention  of  Public  Health  Departments 

Many  Federal  health  programs  as  a  matter  of  poUcy  have  bypassed 
State  and  local  public  health  departments.  In  many  parts  of  the  coimtry, 
fragmen  tation  of  fxmding  has  led  to  fences  between  programs,  and  public 
health  departments  and  community  health  centers  have  become  adversar- 
ies. Conceivably,  health  departments  could  expand  their  collaboration 
with  such  institutions  as  academic  health  centers,  along  the  lines  of 
regionalized  perinatal  care  centers. 
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Monitoring  programs  is  extremely  difficult — especially  when  multiple, 
private  providers  are  involved — unless  reporting  is  tied  to  payment  for 
services.  Monitoring  should  be  a  State  responsibility  with  local  health 
departments  acting  as  their  agents,  but  both  the  State  and  local  levels 
must  be  involved. 

Phiralism 

A  continuum  of  excellence  is  apparent  in  the  various  child  health 
service  delivery  models  that  the  workshop  group  discussed,  which  leads  to 
the  hypothesis  that  pluralism  is  desirable. 


Advantages  and  Disadvantages  of 
Project  Grant  Funding 

Advantages 

(1)  Project  grant  ftmding — if  weU-deflned  outcomes  are  specific  and 
external  quality  and  cost  control  standards  are  enforced — would 
allow  the  provision  of  boimdary  area  services  without  the 
potential  for  abuse  inherent  in  the  fee-for-service  system, 

(2)  Projects  can  be  large  (even  statewide)  and  can  make  services 
available  to  all  children  in  the  service  area  in  a  variety  of  settings. 

(3)  Project  grants  enable  experimentation  with  different  organiza- 
tional schemes  or  modes  of  service  delivery. 

Disadvantages 

(1)  The  results  of  projects  are  not  necessarily  generalizabie;  more 
generic  approaches  may  be  about  equally  effective. 

(2)  Demonstration  projects  are  often  discontinuous.  After  comple- 
tion— even  if  successful — they  are  frequently  shelved.  (Thus  an 
objective  of  Dr.  MacQueen*s  child  health  centers  program  was  to 
implement  a  strategy  for  continued  funding  after  the  3-year 
grant  expired.)  Some  communities,  therefore,  are  refusing  new 
demonstration  projects.  Weverthelest>,  statewide  demonstrations 
may  be  useful  possibly  because  their  greater  size  and  visibility 
would  make  discarding  them  more  difficult). 

(3)  Permanent  projects  are  underfunded. 

(4)  Categorical  project  funding  results  in  centers'  providing  collec- 
tions of  disparate  services  and  administrators*  contorting  their 
programs  to  mamtain  fimding  stability  despite  changing  require- 
ments. This  fragmentation  leads  to  ineffective  services. 

(5)  But  the  basic  difficulty  is  the  lack  of  a  system  for  primary  care 
for  children,  into  which  projects  could  be  fitted  rationally. 
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Long-Term  Versus  ShcMt-Term  Goals 


Present  circumstances — particiilarly  the  apparent  constraints  on  major 
new  Federal  programs — must  be  considered  in  designing  child  health 
strategies.  Whereas  those  things  that  can  be  accomplii'ihed  in  the  relatively 
^ort  term  may  be  rather  limited,  near-term  efforts  should  not  work 
against  long-term  goals. 

Some  specific  long-term  goals  were  mentioned: 

•  Regarding  specific  care  settings.  In  the  long  term.  Federal  policies 
should  foster  decentralization  of  primary  care  to  the  neighbor- 
hood level.  Schools  may  be  some  commimities'  only  viable 
institutions  for  conducting  a  child  health  program;  however, 
emphasis  on  this  setting  might  create  a  dual  system  of  care  that 
separates  families  from  children  and  ultimately  undermines  health 
goals. 

•  Regarding  universal  entitlement.  The  opinion  was  expressed  that  a 
system  should  be  universally  available  to  provide  care  to  children 
under  federally  established  guidelines.  If  these  guidelines  are  met, 
tax  moneys  could  be  used  to  support  the  program-  Thus  the  70 
percent  of  children  who  now  receive  care  from  private  doctors' 
offices  or  clinics  would  also  be  entitled  to  the  defined  services.  A 
universal  ^stem  has  the  theoretical  advantage  of  not  defining 
those  who  receive  the  services  as  ''poor,"  but  the  attitudes  of 
physicians  who  do  not  like  to  treat  poor-minority  patients  may 
produce  a  dual  system,  anyway.  Perhaps  a  universal  system  could 
be  approached  incrementally,  in  which  case  it  could  begin  with 
''health**  rather  than  medical  services. 


Federal-State-Lo^l  Govemment 

The  most  contentious  issue  discussed  at  the  workshop  was  determining 
the  appropriate  roles  for  Federal,  State,  and  local  governments  in  the 
organization  and  deUvery  of  maternal  and  child  health  services. 

Standard-Setting 

If  any  points  of  agreement  were  in  this  debate,  they  appear  to  have  been 
that  the  responsibility  for  setting  health  status  and  health  service 
standards  should  repose  with  the  Federal  Grovemment  and  that  strong 
jiational  leadership  is  needed  to  produce  improvements  in  child  health 
programs.  State  and  local  government  also  could  promulgate  standards 
that  take  into  account  special  or  additional  needs  of  their  resident 
populations.  These  would  not  supersede  Federal  standards,  unless  they 
were  stricter. 

Meeting  the  Standards 

Through  Federal  Efforts 

Conceivably,  establishing  standards,  setting  target  dates,  awarding 
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grants,  and  conducting  appropriate  oversight  could  be  the  extent  of  the 
Federal  role.  If  States  met  the  standards,  they  could  receive  funds 
relatively  unfettered*  The  Federal  Government  could  serve  as  a  residual 
guarantor  of  services,  if  smaller  imits  of  government  failed  to  provide 
them. 

However,  some  workshop  participants  were  convinced  that  the  respon- 
sibility for  meeting  standards  should  also  lie  with  the  Federal  Govern- 
ment. For  one  reason,  it  has  the  most  reliable  sources  of  funds.  (Many 
State  and  local  health  departments — even  those  that  have  been  fxmction- 
ing  well — are  faced  with  cutbacks  in  funding  for  services*)  Moreover, 
focusing  a  comprehensive  child  health  strategy  at  the  Federal  level  may 
have  systems  advantages. 

Anodier  role  for  the  Federal  Government  would  be  to  establish 
consistency  in  the  data  gathering  and  reporting  requirements  of  its  health 
programs. 


Tbrougb  State  and  Locsd  Eflbrts 

State  and  local  efforts  to  meet  the  national  standards  could  be 
organized  in  local  agencies  {such  as  public  health  departments)  or  left  to 
multiple  providers. 

One  view  is  that  an  organized  governmental  presence  should  be 
operating  at  the  local  level,  which  is  likely  to  be  a  public  health 
department  and  could  help  community  providers  render  services  and  fill 
gaps.  The  strategies  for  achieving  the  national  health  standards  would  be 
left  to  the  discretion  of  the  local  agencies.  If  health  status  standards  were 
not  achieved  or  service  utilization  was  not  maintained  at  predetermined, 
acceptable  levels,  the  health  agencies  could  be  residual  service  providers 
or  guarantors.  If  the  State  and  local  government  agencies  failed  to  meet 
the  standards,  the  State  could  lose  revenue-sharing  moneys.  (Merely 
taking  away  funds  for  the  poorly  operating  programs  is  insufficient,  and 
possibly  counterproductive,  as  it  removes  any  incentive  to  perform.) 

Alternatively,  the  strategy  for  meeting  national  health  status  and  service 
standards  could  be  left  entirely  to  diverse  local  programs,  without 
requiring  a  State  and  local  health  agency  filter.  In  a  variation  of  this 
approach^  some  local  agency  (perhaps  health  departments)  could  be 
charged  merely  with  ensuring  that  everyone  got  into  the  system. 

In  either  case,  local  health  systems  agencies  could  help  fix  priorities  and 
allocate  resources  according  to  Federal,  State,  and  local  objectives. 


Criticism  of  Federal-State-Local  Efforts 

**There's  more  than  enough  blame  to  go  around,"  one  participant  noted. 
Serious  criticisms  were  raised  about  the  effectiveness  of  every  level  of 
government  in  providing  child  health  services.  Yet,  some  problems  that 
exist  within  each — such  as  fragmentation — require  cooperative  strategies. 


Criticisms  of  Federal  Efforts 

Criticisms  leveled  at  the  Federal  Government's  regional  offices  went 
unchallenged.  Presently  they  are  regarded  as  providing  neither  the 
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necessary  program  supervision  nor  leadership.  Ideally,  regional  offices 
would  assist  in  State  and  local  government  initiatives.  As  discussed 
elsewhere,  some  Federal  policies  and  actions  have  diluted  the  strength  of 
State  and  local  health  departments. 

Whether  the  Federal  Government  could  assume  a  greater  role  in 
ensuring  child  health  services  was  doubted  by  those  who  believe  that: 

•  The  rationale  for  sustained  support  of  a  child  health  program  that 
does  not  have  strong  State  and  local  constituencies  might  be 
blown  aside  by  shifting  political  winds. 

o  Because  of  the  tax  revolt  (although  expressed  at  the  local  level  but 
intended  to  be  aimed  at  higher  goxyemment  levels)  significant 
expansion  of  Federal  child  health  programs  may  be  imlikely  to 
win  politial  support* 

•  Beyond  the  State  level,  government  becomes  too  large  to  fimction 
effectively  and  is  unresponsive  and  impersonal;  for  these  and 
other  reasons,  the  Federal  Government  has  proved  itself  incapable 
of  deUvering  health  services. 

{Jriticisms  of  State  and  Local  Efforts 

Workshop  participants'  criticisms  of  a  national  plan  that  depends  on 
State  and  l€>cal  government  initiatives  were  based  on: 

m  The  past  unresponsiveness  of  local-State  governments  to  consum-- 
er  needs  and  their  unwillingness  to  serve  the  most  vulnerable 
populations 

m  The  recalcitrance  of  State  and  local  governments  in  involving 
consumer-users  in  program  planning 

•  The  belief  that  State  or  local  governments  will  not  accept  !:iauonai 
goals 

m  The  shortage  of  trained  manpower  and  the  lack  of  appropriate 
organization  at  the  State  and  local  levels 

•  The  difficuliy  of  implementing  a  national  program  that  would 
involve  only  good  health  departments  and  simultaneously 
strengthening  weak  ones 

•  The  strength  of  private  provider  opposition  to  expanded  public 
programs  at  the  local  level 

^  The  possibility  that  *'local  initiatives**  may  be  promoted  as  a 
means  of  avoiding  Federal  accountability  standards 
On  the  other  hand,  the  experiences  reported  by  some  participants  support 
a  greater  State  and  local  role.  Furthermore,  when  program  responsibilities 
are  at  the  State  and  local  level,  people  have  more  of  a  stake  in  a  program 
and  may  value  it  more. 

AcccMiiitability 

In  the  protracted  discussion  about  the  relative  accoimtability  of 
Federal,  State,  and  local  governments,  it  was  suggested  that  accountability 
structures  must  be  established  at  each  leveL  State  demands  for  pro-am 
flexibility  must  be  matched  by  Federal  demands  for  accountabiUty* 
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Research  Requiremeiits 


Although  far  from  an  exhaustive  list,  the  following  research  require- 
ments mentioned  by  the  workshop  participants  appeared  to  need  special 
consideration* 

(1)  Research  on  preventing  premature,  high-risk  births 

Experiments  and  demonstrations  on  ways  to  provide  health  care 
to  pregnant  women  and  children  that  is  more  comprehensive, 
universally  accessible,  and  more  appropriately  provided  and 
utilized,  and 

(3)  Research  on  the  comparative  effectiveness  of  various  mecha- 
nisms for  organizing  maternal  and  child  health  care  services 


APPENDIX  A 

SELECT  PANEL  FOR  THE  PROMOTION  OF  CMILD 
HEALTH  WORKSHOP  ON  ORGANIZATION  OF 

HEALTH  SERVICES 
FEBRUARY  21  AND  22,  1980 

Annotated  Agenda 

Session  I  (Thursday,  9:30-12:30  and  1:30-5:30) 

Organizational  mechanisms  to  reach  more  infants,  children  and  pregnant 
women  with  needed  health  services 

Proposition  Discussant 

A.       That  federal  poUcy  should  encourage        R-  Haggerty 
some  or  all  of  the  following  mecha- 
nisms as  a  means  of  expanding  the 
availability  of  needed  health  services 
(including  preventive  services)  to  chil- 
dren and  expectant  mothers*  improving 
access  to  these  services  by  underserved 
groups,  and  strengthening  the  capacity 
of  the  health  system  to  offer  appropri- 
ate services  lelating  to  the  social  and 
behavioral  aspects  of  health  and  ill- 
ness: 

Question  to  the  group: 

With  regard  to  each  of  the  following 
strategies*  how  would  public  policy 
have  to  be  changed  to  accomplish  the 
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stated  objectives?  Which  of  the  six  al- 
ternatives listed  below  are  most  prom- 
ising and  represent  a  high  priority  for 
public  intervention? 

1.  Expanded  support  of  pubUcly  financed 
organized  settings*  including  communi- 
ty health  centers,  M&I  centers,  C&Y 
centers,  urban  health  initiatives,  rural 
health  initiatives,  migrant  and  other 
primary  care  centers. 

2.  Expanded  use  of  schools  as  sites  for 
case-fi^:^4^g,  coordination,  and/or  pro- 
vision of  care. 

3.  E}q>ansion  of  the  capacities  of  HMO*s 
to  meet  the  needs  of  low  income 
mothers  and  children  and  to  provide  a 
broad  array  of  maternal  and  child 
health  services. 

4.  Expanded  use  of  public  health  depart- 
ments as  sources  of  primary  care  and 
related  services. 

5.  Strengthening  the  capacity  of  hospital 
OPO's  as  providers  of  and  backup  for 
primary  care. 

6.  Home  visiting  to  infants  by  public 
health  nurses  or  by  lay  healtii  visitors 
under  nurse  supervision. 


B.Lefkowitz 


R.  Walling 
R.  Heam 

J.  Holloman 


OA.  Miller 
M.  Heagarty 
S.  Stoiber 


Session  II  (Thursday  evening,  8:00-10:00) 

Organizational  mechanisms  to  reach  more  infants,  children  and  pregnant 
women  with  needed  services  (continued) 

Prttposition  Discussant 

B.       That  federal  policy  be  designed  to  as-      A.  Miller 
sure  that  all  infants,  children  and 
pregnant  women  receive  certain  de- 
fined basic  health  services: 


Question  to  the  group: 

Should  federal  policy,  which  has  tradi- 
tionally beeii  aimed  at  assuring  the 
availability  of  needed  health  services, 
be  extended  to  assuring  that  infants, 
children,  and  pregnant  women  actually 
receive  certain  needed  services?  On 
what  groimds  might  such  a  policy 
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change  be  called  for?  By  what  mecha- 
nisms would  it  be  implemented? 


Session  III  (Friday,  9:00-12:00) 

Sources  of  support  for  improved  organiziational  mecbanisms 
Proposition  Discussant 


That  the  changes  needed  to  improve 
the  provision  of  health  services  for 
children  and  pregnant  women  are  most 
likely  to  be  brought  about  by  a  dual 
strategy  of  modified  and  expanded 
federal  categorical  grant  programs,  and 
a  strengthened  federal  role  in  private 
and  public  third  party  payment  pro- 
grams. 

Question  to  the  group: 

What  are  the  potentialities  and  limits 
of  the  federal  grant  approach  (which 
might  include  a  substantially  modified 
and  expanded  Title  V),  and  of  a 
strengthened  federal  role  in  third  parf^ 
payment  programs  and  poUcies  (which 
might  include  greater  public  regulation 
of  private  insurance,  federalization  of 
Medicaid,  incentives  for  alternatives  to 
fee-for-service  payments  to  providers, 
and  national  health  insurance  for 
mothers  and  children)?  What  is  the 
optimal  mix  of  investment  in  each  of 
these  approaches? 

That  the  federal  government  encourage 
the  establishment  of  health  districts 
and  taxing  authority. 

Question  to  the  group: 

Would  it  be  useful,  and  is  it  realistic, 
to  try  to  establish  an  independent  Io« 
cal  tax  base  and  unit  of  governance 
around  which  to  organize  all  publicly 
supported  primary  care  services  for 
children  and  pregnant  women? 

That  various  types  of  public  funding 
can  best  be  combined  or  coordinated 
by  the  creation  of  '^community  child 


R-  Blendon 
S.  Jones 


A-  Nichols 


X  MacQueen 
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centers'*  which  would  assure  basic 
health  services  for  all  children  in  the 
communi^,  with  scope  of  services  to 
be  determined  locally. 

Question  to  the  group: 

Would  the  creation  of  such  a  new  en- 
tity be  the  most  promising  way  to 
overcome  existing  problems  of  frag- 
mentation, duplication,  and  gaps  in 
services  to  all  children,  and  especially 
handicapped  children? 

Session  IV  (Friday,  1:00-^:00) 

Mechanisms  to  assure  that  federal  child  health  funds  are  spent  effectively 
at  the  state  and  local  level 

Proportion 

F.       That  the  newly  proposed  federal  ad- 
ministrative reform,  providing  a  "basic 
framework  for  an  integrated  Feder- 
al/State/local  system  for  budgeting 
and  managini;  health  services  pro- 
grams" (whiiih  includes  grants  to 
States  and  local  governments  for  the 
imderserved),  must  be  implemented  in 
ways  that  take  into  account  the  special 
needs  of  pregnant  women  and  chil- 
dren. 

Question  to  the  group: 

What  are  the  specific  ways  in  which 
implementation  of  these  proposed  re- 
forms must  take  into  account  the  spe- 
cial needs  of  children  and  pregnant 
women,  so  as  to  promote  the  most 
effective  expenditure  of  federal  mater- 
nal and  child  health  funds  at  the  state 
and  local  level? 

G.       That  the  federal  government  assign  to 
a  specific  public  agency  the  responsi- 
bility for  planning  and  assuring  the 
availability  of  all  maternal  and  child 
health  services  in  any  given  jurisdic- 
tion. 
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B,  Myers 


Question  to  the  group: 

What  are  the  advantages  of  having  the 
federal  government  designate  a  lead 
MCH  agency  in  each  state,  and  what 
would  be  the  appropriate  scope  of  au- 
thority for  such  agencies? 

H.       That  several  statewide  pilot  programs        G.  Silver 
be  initiated  and  financed  through  the 
pooling  of  federal  child  health  funds 
(with  waivers  contingent  on  the  sub- 
mission of  a  state  plan  meeting  speci- 
fied federal  criteria),  in  order  to  dem- 
onstrate the  effectiveness  of  a  compre- 
hensive preventive  health  service  for 
children. 

Question  to  the  group: 

What  are  the  potential  advantages  and 
attendant  risks  of  an  experiment  in 
radical  MCH  federalism,  and  hov/ 
would  such  an  experiment  have  to  be 
designed  to  be  feasible  and  yield  gen- 
eralizable  results? 
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APPENDIX  B 

MEMORANDUM  Department  of  Health,  Education,  and  Welfare 

Public  Health  Service 

DATE:  November  7,  1978 

SUBJECT:  Enrollment  of  the  Elderly  and  the  Indigent  in  HMOs 

The  requirement  that  HMOs  enroll  persons  broadly  representative  of 
the  various  age,  social,  and  income  group  areas  has  not  been  achieved. 
This  has  manifest  itself  in  the  inadvertent  discrimination  against  our 
elderly  and  indigent.  This  large  and  growing  group  of  people  with  limited 
financial  resources  are,  perhaps,  in  the  most  need  for  benefits  provided  by 
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a  cost  effective  organized  system  of  health  care  delivery.  The  reasons  for 
this  situation  are  numerous  and  complex^  however,  simply  put  they  are: 

(1)  The  primary  focus  of  HMOs  marketing  effort  has  been  directed 
toward  the  yoxmg,  healthy,  private  sector  employee  groups, 

(2)  Many  States  regulatory  and  licensing  agencies  have  been 
reluctant  to  enter  into  contracts  to  provide  care  for  Medicaid 
beneficiaries. 

(3)  Cumbersome  and  incentive  lacking  Medicare  reimbursement 
systems  have  precluded  meaningful  participation  for  the  elderly. 

(4)  The  HMO  Act  itself  does  not  specifically  require  that  Plans  seek 
or  receive  a  Medicaid  contract. 

(5)  The  HMO  Qualification  Development  process  does  not  actively 
encourage  Medicaid  participation. 

(6)  Some  Plans  may  simply  not  wan  t  to  serve  this  clientele. 

(7)  HMOs  have  been  reluctant  to  subject  tikcinselves  to  the  addition- 
al regulatory  agencys  that  this  would  entail.  To  provide  prepaid 
services  to  Uie  elderly  or  indigent  persons,  HMOs  must  contract 
with  HEW  to  provide  Medicare  benefits  and  with  States  to 
provide  Medicaid  benefits. 

Medicare 

Meaningful  participation  by  this  group  of  people  awaits  enlightened 
legislation  to  allow  full  risk  prepaid  capitation  agreements.  Reasonable 
rate  reimbursement  mechanisms  could  allow  these  people  to  receive  a 
much  broader  scope  of  benefits  and  thereby  providing  an  incentive  to  join 
an  HMO.  Alternately,  the  overall  cost  of  providing  the  same  scope  of 
benefits  to  this  group  of  people  could  be  reduced. 


Medicaid 

The  option  for  State  agencies  to  contract  with  prepaid  health  plans  has 
existed  since  1970  but  Medicaid  enrollment  remains  less  than  one  piercent 
of  the  total  eligible.  Less  than  one^-third  of  the  qualified  HMOs  have  State 
contracts  for  Medicaid.  Only  twelve  States  have  any  contracts  with  HMOs 
and  sixteen  States  that  have  qualified  HMOs  do  not  contract  for  Medicaid 
services. 

It  has  been  conservatively  estimated  that  a  savings  of  15  percent  in 
medical  care  delivery  cost  woiild  be  accomplished  for  each  individual 
transferred  from  the  fee-for-service  Medicaid  or  Medicare  programs  to  the 
HMO  program.  In  addition,  these  individuals  would  benefit  from  an 
organized  system  of  health  care  delivery  that  guarantees  access  to  care 
and  has  some  controls  to  ensure  the  quality  of  care  delivery. 

HCFA/HMO  Medicaid  Initiative 

HCFA  is  supporting  a  Medicaid  HMO  initiative  to  achieve  three  goals. 
They  are: 

(1)  Increase  the  number  of  qualified  HMOs  which  contract  with 
States. 


(2)  Increase  the  number  of  States  which  contract  with  HMOs. 

(3)  Increase  the  number  of  Medicare/Medicaid  beneficiaries  enroll- 
ing in  HMOs. 

In  order  to  be  successful  in  this  initiative^  a  number  of  barriers  will  have  to 
be  overcome. 

State  Agency/HMO  Barriers 

Some  of  the  barriers  that  the  State  agencies  and  HMOs  must  overcome 
are: 

(1)  The  need  for  State  enabling  legislation^  regulation  and  contracts. 

(2)  A  methodology  for  determining  the  appropriate  capitation  rates. 

(3)  Oifficulty  in  HMO  marketing  to  Medicaid  beneficiaries  and  the 
attendant  high  costs. 

(4)  Assurance  that  quality  medical  care  will  be  delivered. 

(5)  Stabilization  of  die  mercurial  Medicaid  eligibility. 

The  additional  monitoring  and  regulation  required  of  the 
HMOs. 

Beneficiary  Barriers 

The  primary  concern  of  the  Medicaid  beneficiary  is  survival.  Health  care 
becomes  secondary  to  cash  grants,  nutrition,  and  housing  for  the  family. 
They  have  become  conditioned  to  receiving  crisis  intervention  medical 
care  from  emergency  rooms  and  county  hospitals.  Some  of  the  barriers 
that  m.ust  be  overcome  to  encourage  Medicaid  beneficiary  enrollment  are: 
(1}  Education.  Medicaid  beneficiaries  are  not  generally  knowledgea- 
ble about  the  health  care  options  available  to  them. 
(2)  There  are  few  incentives  to  encourage  the  Medicaid  beneficiary 
to  enroll  in  health  maintenance  organizations  which  may  restrict 
their  freedom  of  choice  for  a  physician. 
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